
Galway-Mayo Institute of Technology 
Department of Humanities

The Alleviation of Pain and Suffering: 
Moving Beyond the Medical Model

A Dissertation Submitted to the Department of Humanities 
For a Master’s Degree in Humanities

Supervisor: Rev. Eugene Duffy, D.D. 
Western Theological Institute, Galway.

2005



Abbreviations:

CAM Complementary and Alternative Medicine
EBM Evidence Based Medicine
ECG Electrocardiographs
EFIC European Federation of IASP members
IHF Irish Hospice Foundation
ICC Integrated Cancer Care
ICS Irish Cancer Society
IASP International Association for the Study of Pain
MRI Magnetic Resonance Imaging
OHE Optimal Healing Environment
ORA Organizational Religions Activity
SAHD Schedule of Attitudes Towards Hastened Death
SUPPORT The Study to Understand Prognosis and Preferences for 

Outcomes and Risks of Treatment
WHO World Health Organization

Acknowledgements

I would like to thank the following for their encouragement and support 
in the preparation of this thesis: Ms Mary Mac Cague, Head of the 
Department of Humanities at the Galway-Mayo Institute of Technology, 
Ms. Pauline Logue-Collins, Dept, of Humanities, Dr. Fidelma Dunne, 
Department of Medicine, NUIG, Fr. E. Duffy, Western Theological 
Institute, thesis supervisor, and my husband Sean Mac Iomhair.



Table of Contents

Introduction 1

CHAPTER ONE: PAIN AND SUFFERING IN THE CONTEXT
OF THE CURRENT DOMINANT MEDICAL MODEL

1.1 Introduction 13
1.2 A brief history of pain in the context of health care 16
1.3 What is pain? The medical approach 18
1.4 Pain and suffering: definitions and descriptions 25
1.5 The subjective-objective divide 31
1.6 How technology constitutes medical knowledge 34
1.7 The limitations of the scientific method 38
1.8 Evidence based medicine 44
1.9 Conclusions 47

CHAPTER TWO. SCIENTIFIC RESEARCH REGARDING 
SPIRITUALITY AND HEALING: A HOLISTIC APPROACH

2.1 Introduction 51
2.2 Holistic care 53
2.3 Spirituality and illness 60
2.4 Spirituality and healing 65
2.5 Spirituality illness and hope 71
2.6 Spirituality, clinical practice and scientific studies 78
2.7 Patient-oriented medicine 80
2.8 Challenges to the positive benefits of spirituality in the practice of

medicine 85
2.9 Conclusions 90



CHAPTER THREE: THE ALLEVIATION OF PAIN AND 
SUFFERING: THE HOLISTIC APPROACHES OF SHEILA 
CASSIDY AND MICHAEL KEARNEY

3.1 Introduction 93
3.2 Sheila Cassidy: a brief biography 99
3.3 Fear and companionship 101
3.4 Pain relief / holistic medicine 103
3.5 An ideal approach to patient care 108
3.6 Encounter with a new patient: establishing a therapeutic

relationship 113
3.7 The wounded healer 115
3.8 Michael Kearney: a brief biography 118
3.9 Myth 121
3.10 Story 123
3.11 The hospice movement 126
3.12 Encounters with patients 128
3.13 Guided imagery 130
3.14 Paradigm shift 132
3.15 The medical model 135
3.16 A critique of the works of Cassidy and Kearney 138
3.17 Conclusions 140

CHAPTER FOUR: HOLISTIC MEDICAL PRACTICE IN THE 
LIGHT OF BUBER’S PHILOSOPHY OF DIALOGUE: THE 
CLINICAL PRACTICE OF SHEILA CASSIDY AND MICHAEL 
KEARNEY.

4.1 Introduction 144
4.2 Martin Buber: A brief biography 145
4.3 Martin Buber: A Philosophy of Dialogue, I-Thou, I-It 148
4.4 The narrow ridge and the ‘between’ 152
4.5 Communication in a life of authentic dialogue 154
4.6 Directness and wholeness, will and grace, and the presence of 

mutuality 157
4.7 The Eternal Thou 160
4.8 Cassidy’s holistic clinical practice, in the light of Martin

Buber’s philosophy of dialogue 165
4.9 Kearney’s work in the light of Martin Buber’s philosophy

of dialogue 169
4.10 Conclusions 175



CHAPTER FIVE: A THEOLOGICAL FOUNDATION FOR A 
MODEL OF HOLISTIC MEDICAL CARE, EXPLORING THE 
CONTRIBUTION OF JOHN PAUL II.

5.1 Introduction 179
5.2 The problems of science are the problems of man 185
5.3 The meaning of suffering 189
5.4 Suffering in the context of salvation and redemption 195
5.5 A Christocentric theology of suffering 200
5.6 Contemporary challenges in healthcare 204
5.7 Developments of biomedical research: a Christian vision 210
5.8 Social responsibility in the context of healthcare 213
5.9 Care of the sick and suffering: the dignity of the human

person 218
5.10 Relationships and the civilization of love 222
5.11 Healthcare and society: deliberations and proposals 225
5.12 Conclusions 229

CHAPTER SIX: FINAL CONCLUSIONS 234

Bibliography 245



Abstract

This study arose from a concern for the needs o f patients who experience pain 

and suffering in hospitals or community settings. In this thesis, in attempting to 

move beyond the current medical model I propose a holistic m edical model. The 

model I suggest compliments, balances and improves upon the current scientific 

medical approach. I seek to advance the best that scientific and technological 

advances offer together w ith a whole-person, patient-oriented em phasis on medical 

care and healing, particularly in relation to the treatment o f  pain and suffering. I 

examine in depth the holistic medical care o f two clinical practitioners, Sheila Cassidy 

and Michael Kearney with a view to locating models o f holistic medical care that 

can be applied across the medical field. I then also provide a philosophical 

underpinning, for this work in the exploration o f the work o f M artin Buber, which 

emphasizes the interpersonal dimensions o f holistic medical care. His insights into 

the interpersonal relationships and dialogue have shown to be o f value in the 

development o f  a therapeutic relationship between patient and doctor. Through an in- 

dcpth exam ination o f the work o f  John Paul II it became evident that he provides a 

theological underpinning for an approach to holistic medical care, and a human 

anthropology which emphasizes the dignity and equality o f  all human beings at all 

stages o f  human life. He also includes a vision for Catholic healthcare rooted in the 

theological virtues o f faith, hope and love. The provision o f  holistic care for all 

patients has implications for medical education, expansion o f the health services, 

development o f general practice, and the provision o f community care for the sick, the 

elderly, the disabled and the mentally ill.



In  this thesis, in attem pting to m ove beyond the current m edical m odel, I 

propose a holistic m edical m odel. The m odel I suggest com plim ents, balances, and 

im proves upon  the current scientific m edical approach. W hile attem pts to  m ove 

beyond the dom inant m edical m odel are not altogether new , the orig inality  o f  this 

w ork is in  the provision o f  a philosophical and theological foundation  for the m odel 

proposed. The holistic m edical m odel o f  care, w hich I advance, is no t an alternative 

to, but is inclusive o f  the best theory and practice associated  w ith  the current 

dom inant m odel. I seek to  advance the best that scientific and technological advances 

offer, together w ith a w hole person, patient-oriented em phasis on m edical care and 

healing, particularly  in relation  to  the treatm ent o f  pain  and suffering. Therefore I 

seek to  identify key elem ents o f  a holistic m edical m odel and h igh ligh t appropriate 

recom m endations for the w ay forw ard.

This study arose from a concern for the needs o f  patients w ho experience pain 

and suffering in hospitals or com m unity  settings. This concern  has also been  voiced 

by d ifferent groups i.e. Irish H ospice Foundation, (IH F) and the Irish  C ancer Society 

(IC S), as w ell as consultants in  palliative care and m edical o nco logy .1 In a  large-scale 

survey, undertaken  by the W orld H ealth  O rganization, on 26 ,000  patients in five 

continents 22%  o f  those surveyed, reported  suffering persisten t pa in  over the course 

o f  the previous year.2 Irish  results from  a E uropean survey has show n that m ore than 

h a lf  a m illion people in  Ireland suffer from  chronic pain  w ith  serious consequences 

for society as a w hole: absenteeism  from  w ork, jobs lost, increasing disability  and loss

1 H e a l t h  S u p p l e m e n t , The Irish Times, 2 2 - 0 7 - 0 4 ,  p . 1 - 2
2 Ibid.
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o f  independent living. This indicates serious deficiencies in  the dom inant m edical 

m odel, evidence based m edicine (EBM ), w ith  respect to the trea tm ent and re lie f  o f 

pain  and suffering. A  m ore holistic m odel, taking into account the  needs o f  the w hole 

patient, m ay be m ore beneficia l.3

M y aim  in this thesis is to go beyond the current dom inan t m edical m odel, to 

provide a m ore holistic approach, to the treatm ent o f  pain  and suffering, w hich  w ould  

encom pass the current m edical m odel and in addition to it, therap ies and treatm ents 

that w ould  take into account the w hole person, social, psychological, and spiritual as 

w ell as the physical. In  essence I propose a bio-psychosocial approach. Furtherm ore I 

propose to exam ine in depth  the holistic m edical care o f  tw o  clinical p ractitioners, 

Sheila Cassidy and M ichael K earney w ith  a v iew  to locating m odels o f  holistic 

m edical care that can be applied  across the m edical field. I then  also provide a 

philosophical underpinning for this work, in an exploration o f  the w ork  o f  M artin  

B uber, w hich em phasizes the in terpersonal dim ension o f  ho listic  m edical care.

Taking this vision further I w ill also provide a theological foundation, for sam e by 

draw ing on the theology o f  John Paul II. H is vision o f  health  care, w hich transcends 

the C hristian faith is concerned w ith the universal hum an experience. H is approach 

to the hum an person em phasizes the dignity and respect ow ed to  each hum an being. 

H is com passion for the sick  and suffering is evident from  his annual letters addressed 

to them , and he has been outspoken in his criticism  o f  healthcare system s, w hich  do 

not provide adequate alleviation from  pain  and suffering. T his philosophical and 

theological underpinning o f  m y vision  o f  a holistic  m edical m odel o f  care is an 

original dim ension.

3 Ibid.
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Evidence based m edicine (EBM ) as a  concept has a  positiv ist, b iom edical 

perspective. This is the curren t dom inant m edical m odel. Its  focus is on offering 

clinicians the best available evidence, from  random ized  c lin ical trials o f  groups o f  

patients w ith  the sam e clinical condition, for the provision  o f  the  m ost adequate 

treatm ent in a cognitive-rational m anner.4 A n integral part o f  evidence-based 

m edicine depends on the proficiency and judgm en t that ind iv idual clin icians acquire 

through clinical experience and clinical p ractice.5 T hrough  the expertise o f  clinicians 

and the availability  o f  up-to-date evidence from  research  the  doctor has at his disposal 

evidence, w hich enables him , to  arrive at a diagnosis w ith  accuracy  and precision.

It is clear that doctors need to  understand their patients th rough  a scientific know ledge 

o f  how  the body w orks and to appreciate o f  how  scientific research  can help them  to 

m ake decisions about the best treatm ent for their patien ts.6 N evertheless this scientific 

approach needs to  be m odified  in  the clinical situation w hen dealing  w ith  the 

individual patient. M y v ision  o f  a holistic m edical m odel concurs very m uch w ith  

M acN aughton’s v iew  concerning the im portance o f  a “hum ane” doctor w ith  the 

insight, interpretive ability, and ethical sensitivity, to apply scientific evidence and 

clinical skills, to the individual patient, w hich m ight be o f  benefit to this pa tien t w ith  

this particular problem  at th is po in t in his/her life.7 W here the  patien t is experiencing 

pain  and suffering, the holistic m edical m odel, w hich I am  proposing  in  this thesis, 

benefits from  a b io-psychosocial approach, w hich, is appropriate  in  order to alleviate 

the distress o f  pain  and suffering.

4 J. Bensing, “Bridging the gap. The separate worlds of evidence-based medicine and patient centred 
medicine.” Patient Education and Counselling, 39 (2000) 17-25
5 D.L. Sackett, “Evidence-based medicine: what it is and what it isin’t,” B M J , 312 (1996) 71-72.
6 J. MacNaughton, “The humanities in medical education: context, outcomes and structures” Journal o f  
Medical Ethics, 26 (2000) 23-30.
7Ibid.
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I agree w ith Cassell w hen he m akes the poin t that suffering  is experienced by 

persons, no t m erely by  bodies, and has its source in challenges that th reaten  the 

intactness o f  the person  as a com plex social and psychological en tity .8 Suffering can 

include physical pain but is by no m eans lim ited to it, and the  re lie f  o f  suffering and 

the cure o f  disease, m ust be seen as tw in obligations o f  a  m edical p rofession  that is 

truly dedicated to the care o f  the sick. Suffering is personal and m edicine is a personal 

profession, all care rests on  that relationship. M y b e lie f  is tha t the patien t-doctor 

relationship  is pivotal, especially  w here the alleviation o f  pa in  and suffering are 

concerned. A  patient centered style w ould encom pass a genuine dialogue, tak ing  into 

account the patien t’s subjective experience, not ju s t a h istory  to establish  signs and 

sym ptom s o f  disease, but also to  gain an understanding o f  the patien ts hopes, fears 

and expectations, to address a w ider psychosocial d im ension, in  other w ords to gain 

and understanding o f  the patien t as a fellow  hum an being, and p rov ide  a fram ew ork  

w ith in  w hich an effective consultation can take place.

O bservations on the application o f  the current m edical m odel suggests that the 

therapeutic pow er o f  the doctor-patient relationship  is largely  untapped, undervalued, 

or neglected, resulting in  the im poverishm ent o f  m edical care. It is no t uncom m on for 

a patient to be undergoing  a series o f  tests, treatm ents, or cared for by a team  o f  sub

specialists w ith  no physician  clearly  responsible for the w hole problem . Patients find 

them selves m aking decisions concerning high technology m atters that doctors even 

have difficulty  w ith. This disregard  and derogation o f  the patien t-docto r relationship  

can be distressing for the patient. Cassell believes that one o f  the m ost basic errors o f

g
E. J. Cassell, The nature o f  suffering and the goals o f  medicine (New York: Oxford University Press, 

2004) 29-45. See also R.G. Evans, “Patient centred medicine: reason, emotion, and human spirit?” 
Some philosophical reflections on being with patients,” J  Medical Ethics: Medical Humanities 29
(2003) 8-15.
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the m odern  m edicine is to  believe that patients cured o f  their disease are also healed 

or are w hole again .9 This is n o t necessarily so, how ever th rough  an effective doctor- 

patien t relationship, together w ith  insight into the p a tien t’s p rob lem  and the 

acceptance o f  m oral responsibility , it is possible to heal the sick, to  m ake w hole  the 

cured, and to relieve su ffering10.

H ippocrates’s rational approach to the practice  o f  m edicine can  be seen  as the 

beginnings o f  the m edical m odel and evidence-based m edicine. H ippocratic  m edicine 

treats pain  and lessens suffering by intervening from  w ithout. The effectiveness o f  

H ippocratic m edicine is evident in its ability  to diagnose and  successfully  trea t pain. 

This approach can also lessen the distress caused by a  p a tien t’s suffering, bu ild  trust 

betw een carer and patient, and help to create a  secure space w ith in  an  experience o f  

chaos. By controlling  or contain ing the pain , H ippocratic  m edicine helps to restore 

the status quo, return ing  the pa tien t to the old order, to  life as it w as before. It 

describes how  one w ith  know ledge, expertise, and pow er in tervenes to help  another. 

H ippocratic m edicine draw s on  objective evidence. ‘E vidence-based  m ed ic ine’ is a 

contem porary exam ple. The ‘ev idence’ here refers to objective, tangible, and 

reproducible data  and relates to  the patient. H ippocratic  m edicine calls for clinical 

objectivity  and w orks as an opus contra naturam, it also acts on the assum ption  that 

pain  is only a  p roblem  to be solved, neutralized, controlled, or overcom e, it m easures 

i t ’s success by how  effectively  it takes patients ou t o f  p a in .11

9
E. J. Cassell, op.cit.

10 Ibid.
11 M .  K e a r n e y ,  A Place of Healing, 3 7 .
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H ippocratic m edicine acts as a link, a bridge and sym bol fo r the need to 

com bine both the experience of traditional, Eastern m edicine and the trends of

m odern, W estern m edicine. A ccording to M arketos, H ippocratic  m edicine is one

12vital pathw ay to the proper study o f the evolution o f the m edical art. N ot only is it 

the beginning o f the art and science o f m edicine, but m odern  m edicine can still learn 

from  the H ellenic m edicine of ancient Greece. H ippocratic  m edicine is both an 

antidote to an over-concentration and over em phasis on m edical technology and a 

stim ulus to m ore hum ane technical achievem ents. H ippocratic bedside exam ination 

has not died, but is pushed aside tem porarily  by m odern technology. T he fac t that 

ancient H ellenic m edicine was based on the co-existence o f both A sclepian 

(traditional) and H ippocratic (rational) m edicine sym bolises the necessary co 

existence and cooperation o f both system s, a synthesis of their concepts being 

essential to solve the problem s threatening the fu ture o f hum ankind. H ellenic 

m edicine serves to h ighlight that the parallels betw een A sclepian and H ippocratic 

m edicine are closer than m edical historians usually realise, and that alternative 

m edicine m ay function in a com plem entary w ay to conventional prim ary m edical 

care .13 This H ippocratic approach, which holds a delicate balance betw een scientific 

and holistic approaches to  m edical care, provides an inspiration fo r m y ow n thesis.

A ncient people readily  understood sickness as a disturbance in  re la tionsh ips.14 

B ecause these people had a keen sense o f  the relationship betw een hum an  beings and 

betw een the sick person  and the cosm os, the task  o f the Sham an w as to heal by

12 J. MacNaughton, “The humanities in medical education: context, outcomes and structures” Journal 
o f Medical Ethics, 26 (2000) 23-30. See also B.G. Charlton, “Holistic medicine or the humane doctor” 
British Journal o f  General Practise 43 (1993) 475-477.
13 Ibid.
14 M. A. Fatula, Suffering, in: The New Dictionary of Theology (Dublin: Gill and Macmillan, 1992) 
990-992
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restoration o f  righ t relationship  betw een the sick person  and the cosm os, thus healing 

w as a relig ious act. It consisted  in the restoration o f  righ t rela tionsh ips betw een 

people and their gods. W here suffering has been described as the d isrup tion  o f  inner 

harm ony,15 healing in its m ost basic sense, m eans the resto ration  o f  righ t 

relationships, and holistic  healthcare m eans a system  o f  care that attends to  all o f  the 

d isturbed relationships o f  the ill person as a w hole, restoring  w hat can be resto red .16 

A  holistic approach to healing m eans the correction o f  the physio logical disturbances 

the m ileau interior, is only the beginning o f  the task. H olistic healing requires 

attention to the psychological, social, and spiritual d isturbances as well. In  1960 

Theilhard de C hardin  stated that besides the m ileau interior, there is also a m ilieu  

d iv in .17 This m eans that at the end-of-life, w hen the m ilieu  can no longer be restored, 

spirituality m ay be heightened, and healing is still possib le, and the healing 

professions still have a role. Spirituality is struggling to find a  place in  m ain stream  

m edicine, and contem porary  m edicine still stands accused o f  having failed  to  address 

the needs o f  the w hole person  preferring to lim it its a ttention to the fin itude o f  hum an 

bod ies.18 A m ore com prehensive m odel o f  care and research that takes account o f  the 

patient in the fu llest possib le understanding o f  their w holeness, as grappling w ith  their 

ultim ate finitude, is needed. This m ay be referred  to  as a b io-psychosocial-sp iritual 

m odel o f  care. To ho ld  together in  one and the sam e m edical act bo th  the reductiv ist 

scientific truths that are so beneficial and also larger tru ths about the patien t as a 

hum an person is the enorm ous challenge facing healthcare today, and lies at the very 

heart o f  m y proposed  w ay beyond the current m edical m odel.

15 Ibid.
16 D.P. Sulmacy, “A biopsychosocial spiritual model for the care of patients at the end-of- life. The
Gerontologist 42(2002) 24-33.



In  the first chapter I will address the question o f  pain and suffering  in the 

context o f  the current m edical m odel. A  b rie f  h istory o f  pain  in  the contex t o f  

healthcare w ill be fo llow ed by an exploration o f  w hat pain  is from  a  m edical 

approach. I w ill then  define and describe pain and suffering. N ext I w ill show  how  the 

objective approach o f  EB M  leaves out the subjective feelings o f  the  patien t and how 

this leads to a subjective-objective divide. T hen  I will discuss how  technology 

constitutes m edical know ledge, and point out the lim itations o f  the scientific 

approach, and its expression in  the current dom inant m odel. I end w ith  an argum ent 

in  favor o f  a  m ore holistic m edical m odel in  the practice o f  m edicine, w hich  is central 

to m y thesis goal.

Issues o f  spirituality  and health  are part o f  each person’s search for tru th  about 

self, and the m eaning  and purpose o f  life, and now, the scientific w orld  o f  m edicine is 

beginning to  take the spiritual w orld o f  faith  seriously. In chapter tw o I provide and in 

depth account o f  scientific research regarding spirituality  and healing. I explain  the 

necessity to m ove beyond the m edical m odel in  order to  m eet the needs o f  patien ts in 

the face o f  pa in  and suffering. I will be proposing  a holistic  m edical m odel o f  care 

w here the curren t m edical m odel EB M  is supplem ented by therapies and m ethods o f 

care, w hich take account o f  the w hole person. I w ill be recom m ending  especially  a 

spiritual com ponent, w hich  has been show n by m edical research to  com plem ent 

EBM . I p ropose to dem onstrate how  m edicine and spirituality  find  com m on ground 

for healing and w holeness o f  life. I w ill rev iew  the association found betw een 

religious involvem ent, spirituality and health  related  quality o f  life, ability to  endure 

pain  and suffering and enhance healing. O verall I w ill be p rom oting  a  patient 

oriented, holistic m edical m odel, w hich w ill em phasize a v iew ing o f  the patien t as a

8



w hole person, not as a disease. I w ill po in t ou t the positive relationship  found 

betw een spirituality  and healing and in keeping w ith the goal o f  this thesis I hope to 

p resent substantial evidence o f  how  the inclusion  o f  a spiritual com ponent in  a holistic 

m edical m odel in  the practice o f  m edicine, can be o f  benefit to pa tien t in  coping w ith 

illness, pain  and suffering. Challenges facing new  technology and treatm ents w ill also 

be discussed.

C linical p ractitioner Sheila Cassidy did no t hold  w ith the idea that nothing 

m ore could be done for a patient, w hen the m edical m odel failed to  cure their cancer. 

She believed that there  w as alw ays som ething to be done, be it a fine tun ing  o f  drug 

dosages, the help o f  local anaesthesia to ease a particu lar pa in  or oxygen to  ease 

breathing difficulties. In  the third chapter I explore a num ber o f  them es in  her 

published w orks. The first them e I w ill be dealing w ith  is fear. I propose to  exam ine 

the fear, w hich  strikes patients w hen they learn  that they have a term inal illness, their 

need o f  com panionship  at the end o f  their lives, as w ell as their need for spiritual care 

as part o f  a  holistic  m edical m odel o f  care. I w ill deal w ith C assidy’s v ision  o f  

hospice, pain  re lie f  and her ideal approach to patient care. I w ill m ention  her felt need 

to be a voice for those in pain, o f  their needs w hich  includes: em pathy as w ell as 

com petence, a good doctor-patient relationship , and how  she prepares carefu lly  for a 

first encounter w ith  a new  patient. She speaks o f  the im portance o f  attentive listening 

as the patient is g iven the opportunity  to narrate their story, in the setting up  o f  a 

therapeutic relationship . She also speaks o f  the concept o f  a w ounded healer, and her 

com passion for her patients having experienced torture and pain  as a young doctor, all 

o f  w hich  has significance for m y proposed m odel o f  holistic care.

9



In  com m on w ith Cassidy in the th ird  chapter I w ill deal w ith  M ichael 

K earney’s v iew  o f  the hospice m ovem ent and encounters w ith  his term inally  ill 

patients as a clin ical practitioner. I w ill show  how  patients vary  in  their response to 

the fact o f  their im m inent death and how  som e react w ith  fear, dread, and denial and 

their unw illingness to accept it. Som e patients have unfin ished  business. N ex t I will 

deal the im portance o f  story, m yth  and im agery used by K earney  as therapeutic  tools 

to lessen the psychological fear o f  his patients, reduce anxiety, and bring them  to a 

place o f  healing  and a peaceful death. I w ill explore K earney’s m ethods o f  treatm ent 

for those for w hom  the m edical m odel failed  and o f  the m any therapies and treatm ents 

he used to com plim ent it. K earney also speaks o f  the rationale  beh ind  the use o f  the 

science based m edical m odel used by H ippocrates and how  this links w ith  the current 

m edical m odel EB M , and how  it w as deem ed insufficient for the trea tm ent o f  pain  

and suffering and required  the addition  o f  a healing m odel. I w ill fin ish  w ith  a  critique 

o f  the w orks o f  Cassidy and K earney in  an attem pt to advance a m odel o f  holistic  care 

that is no t an exclusive application to the hospice m ovem ent.

In  chapter four I will be using M artin  B u b er’s ph ilosophy o f  dialogue to 

provide a philosophical underpinning for m y m odel o f  holistic care w ith  special 

reference to the w orks o f  Cassidy and K earney. B uber believed  tha t the inability  to 

carry on authentic  dialogue w ith  one another w as an acute sym ptom  o f  the pathology 

o f  our tim e and that m eaningful com m unication  is necessary  to the survival o f  

individuals. H is m ain  concern  w as w ith  relationships. H is concepts o f  rela tionship  and 

dialogue can prov ide insights into the doctor-patient relationship . H e view s existence 

in tw o different kinds o f  relationships, I-T hou  and I-It. The I-it rela tionship  belongs to 

the norm al everyday rela tion  tow ards the th ings about them , the m edical m odel

10



belongs to th is realm  o f  order, and the  I-T hou relationship is w here a  hum an  person 

enters into d ialogue w ith another. I w ill point out his standpoint as operating  on a 

narrow  ridge w here the m eaning is not found in  one or the o ther person  bu t rather in 

the “betw een” w here they live together. D irectness and w holeness, w ill and grace and 

the presence o f  m utuality  describe the behavioral characteristics o f  participants. 

B uber’s insight sees relationships w ith  each other as a reflection  o f  rela tionsh ips with 

God. It is hoped  that his insights w ill provide a w idening p rocess to  fu rther illum inate 

key aspects o f  the doctor-patient relationships. K now ing how  hum an  rela tions are 

continually in terw oven betw een the personal and im personal prov ides a  c learer view  

and better understanding  o f  a successful patient-doctor relationship , w here a patient 

is addressed as a w hole hum an being, social, em otional, and spiritual. It also 

clarifies the doctors response, and how  it m oves from  the in terpersonal (I-Thou) o f  

history taking, to the physical exam ination (I-It) where the patien ts illness is 

diagnosed and treatm ent is discussed and negotiated. This is w here the  holistic 

m edical m odel w hich  I am  proposing, is applied  to the patient.

F ollow ing  a philosophical underpinning for a holistic m edical m odel, in 

chapter five I p ropose to offer a theological underpinning o f  sam e, using  the theology 

o f  John Paul II. The discipline o f  theology provides a p rofound  reflec tion  on the 

hum an condition  including the m eaning o f  hum an suffering w hich  is a central aspect 

o f  this thesis. Theologies o f  salvation and redem ption, theodicies o f  evil, together 

w ith reflections on healing the sick are in terw oven and linked together in  the prolific 

w ork o f  John Paul II. A  num ber o f  them es w ill be dealt w ith  in  th is thesis such as: the 

m eaning o f  suffering, suffering in the context o f  salvation and redem ption, 

developm ents in b iom edical research, social responsibility  in the contex t o f

11



healthcare, and care o f  the sick and suffering with reference to the d ignity  o f  the 

hum an person and hum an rights, relationships and solidarity , as well as deliberations 

and proposals concerning healthcare and society. These them es w ill be explored by 

m eans o f  an analysis o f  the w ork o f  John Paul II, in order to further advance my own 

m odel o f  holistic care, as com plim entary to the current m edical m odel.

12



CHAPTER ONE: PAIN AND SUFFERING IN THE CONTEXT 

OF THE CURRENT MEDICAL MODEL

1.1 IN T R O D U C T IO N

C hronic uncontrolled  pain  m ay be the greatest health  care crisis facing m any 

continents to d ay .19 It is a w orldw ide problem  w ith significant physical, psychological 

and social im pacts.20 It is the m ost com m on sym ptom  for w hich  peop le  look for 

m edical advice and is the second leading cause o f  m edically  rela ted  w ork  

absenteeism . Chronic pain  problem s also affect the elderly , and these conditions are 

expected to rise as the population  ages.21 A ccording to the W orld  H ealth  O rganization 

(W H O ), in  a  survey carried out in 1998, on nearly  26,000 p rim ary  care patien ts in  five 

continents, 22%  o f  those surveyed, reported  that, over the prev ious year they  had 

suffered persistent pain .22 Inadequate pain  re lie f  has also been  reported  am ong 

patients suffering from  cancer.

It is estim ated by W H O  that 5 m illion  people are curren tly  suffering from  

cancer pain  w ith  or w ithout satisfactory treatm ent.23 The prevalence o f  pain  increases 

w ith  d isease progression and varies according to the p rim ary  site. T here m ay also be

19 Peter S. Staats, “Pain management and beyond: evolving concepts and treatments involving
cyclooxygenase inhibition.” JP a in  & Symptom Management, 24 (2002) S4-S9.
20 J. Breen, “Transitions in the concept of chronic pain. ” Adv Nurs Sci, 24 (2002), 48-59.
21 S.D. Lande, The problem o f pain in managed care, hltp://www.ampainsoc.org. viewed 06-10-05, 
p. 1-2. See also, American Pain Societyhllp^/wwu'.ampaiiisoc.oi'ii/advocacy/opioids.litin. viewed 06- 
10-05, p. 1-4
22 O. Gureje, M. Von Koriff, G. Simon, R. Gater, “Persistent pain and well being. A World Health 
Organization study in primary care.” JAMA 280 (1998), 147-151.
23American Cancer Society, Cancer Medicine e5 (Canada: B.C. Decker Inc., 2000), Section 40. 
Complications o f  cancer and its treatment A.C. Carver, K. M. Foley, 140. Management o f  cancer pain, 
scope o f  the problem, p. 1-4. See also, T. Meuser, C. Pietruck, L. Radbruch, P. Stute, K.A. Lehmann, S. 
Grond, “Symptoms during cancer pain treatment following WHO-guidelines: a longitudal follow-up 
study of symptom prevalence, severity and etiology.” Pain, 93 (2001) 247-257.
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m ore than one kind o f  pain. In  one study 81% o f  patients reported  tw o or m ore 

distinct pain  com plaints and 34%  o f  these patients reported  m ore  th an  three types. 

P a tien t’s fear o f  cancer is directly rela ted  to their fear o f  severe pain  and suffering. 

69%  o f  cancer patients surveyed reported  that severe pain  from  cancer m ight lead 

them  to com m it suicide and 57%  perceive death from  cancer as pa in fu l.24 A lthough 

the publication  o f  num erous national and international guidelines on  how  to m anage 

cancer pain  effectively, under treatm ent o f  pain  and suffering  rem ains a significant 

problem .25 D espite it’s w idespread occurrence and cost it is not w ell understood. Pain 

continues to be a m ajor concern  for patients w ho report inadequate  pain  re lie f  and 

com fort w hile in hospital or other com m unity  setting.26 T he ex ten t and prevalence o f 

pain, and the degree to w hich  it rem ains unrelieved has prom pted  m e to  undertake this 

thesis in search o f  a holistic m edical m odel, w hich w ould  allev iate pa in  and suffering.

Presenting the Irish results from  a  E uropean survey on chronic pain , at the 

launch o f  the European  W eek A gainst Pain, D eclan O ’K eeffe stated tha t m ore than  

h a lf  a m illion  people in Ireland are in chronic pain, w hich represen ts one in eight o f  

the population .27 One in five chronic pain  sufferers have said that the  pain  w as so bad 

they w ished to die, and one in six reported  having lost their jo b  as a resu lt o f  chronic 

pain. The m ost com m on causes o f  pain  reported  by chronic pain  sufferers w ere 

arthritis/osteo-arthritis 35% , traum atic  injury 22% , and hern iated /deteriorating  discs 

18%. In relation  to treatm ent m any o f  the current available therapies are either

24 Ibid.
25 The SUPPORT Principle Investigators, “ A controlled trial to improve care for seriously ill 
hospitalised patients. The study to understand prognoses and preferences for outcomes and risks of 
treatments” (SUPPORT) JAMA, 274 (1995) 1591-1598. See also, C. Ripamonti, E. Zecca, C. Brunelli, 
L. Groff, R. Boffi et al. “Pain experienced by patients hospitalized at the National Cancer Institute of 
Milan: research project towards a pain-free hospital.” Tumori, 86 (2000) 412-418.
26 M. G. Carson, G. J. Mitchell, “The experience of living with persistent pain.” J  Adv Nurs Sci 28
(1998), 1242-1248.
27D. O ’Keefe, “Medical school training needed in pain management,” Medicine Weekly, Oct. (2003) 
18-18.
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inadequate or cause uncom fortable to incapacitating side effects. C hronic pain  results 

not ju s t from  a physical insult but also from  a com bination o f  physical, em otional, 

psychological and social abnorm alities.28 Because m any pains persis t after an insult

• • . . .  29
is healed, the ongoing pain  rather than the injury underlies the patien ts disability. 

U ntreated  pain  m ay becom e self-perpetuating because pain  has im m unosuppressive 

effects that leave patients susceptible to subsequent d iseases.30 H ow ever effective 

pain  control can enable patients to  regain  norm al functioning. F o r advanced stages o f 

chronic pain  m ultid iscip linary  in terventions are usually requ ired  and the key to 

successful treatm ent is to  understand the m echanism s that generate  and m aintain  

chronic pain  and suffering.31 T he m edical m odel used today  is evidence based and 

doctors apply their know ledge to patients in a logical w ay. T his is an objective 

approach, w hich values hard  data  and does not include the subjective feelings o f  the 

patient. This results in  a subjective-objective d ivide.33 This d iv ision has been the 

subject o f  m uch debate and a bio-scientific  approach to a llev iating  pain  has been 

challenged. This pred icam ent prom pted m e to explore the rationale  used  in the 

science o f  m edicine,34 and its application in  dealing w ith pain  and suffering.

28 M.A. Ashburn, P.S. Staats, “Management of chronic pain.” The Lancet 353 (1999) 1865-1869
29T.S. Jensen, H. Gottrup, L. Nikolajsen, A.J. Terkelsen, N. Witting, “Has basic research contributed 
to chronic pain treatment?” Acta Anaesthesiol 45 (2001) 1128-1135.
30 C.L. Stucky, M.S. Gold, Xu Zang, “Mechanisms of pain,” Proc Natl Acad Sci, 98 (2001) 11845- 
11846.
31 J.C. Wells, J.B.Miles, “Pain clinics and pain clinic treatment,” Br Med Bull, 47 (1991) 762-785. See 
also, J. Bullington, R. Nordemar, K. Nordemar, C. Sjostrom-Flanagan, “Meaning out of caos: a way to 
understand chronic pain,” Scandanavian Journal o f  Caring Sciences, 17 (2003) 325-331.
32Gambrill E. “Evidence-based clinical behavior analysis, evidence-based medicine and the Cochrane 
collaboration,” J  Behav Ther Exp Psychiatry 30 (1999) 1-14. See also M.R. Tonnelli, “ The 
philosophical limits of evidence-based medicine,” Academic Med 75(2000) 1184-1185.
33 A. Beveridge, “Time to abandon the subject-objective divide?” Psychiatric Bulletin 26 (2002) 101- 
103.
14 A. Warsop, “Art, science, and the existential focus of clinical medicine.” M ed Humanities, 28 
(2002) 74-77.
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This chapter in  addressing the question o f  pain  and suffering, in  the context o f 

current dom inant m odel, exam ines the following: the h isto ry  o f  pa in  from  the m edical 

perspective, the rela tionship  betw een pain  and suffering, an  exploration  o f  the current 

dom inant m odel ev idence-based m edicine (EBM ), w ith  respec t to  the subjective- 

objective divide, the ro le o f  technology35 and the lim itations o f  the scientific 

m ethod.36 I end w ith  an argum ent in favor o f  a holistic m edical m odel, w hich  is 

central to m y thesis goals.

1.2 A BRIEF HISTORY OF PAIN IN THE CONTEXT OF 

HEALTHCARE

A ncient civ ilizations recorded on stone tablets accounts o f  pain  and the 

treatm ents used: pressure, heat, w ater, and sun.37 R e lie f  o f  p a in  w as the responsibility  

o f  sham ans, priests, and priestesses, w ho used herbs, rites and cerem onies as their 

treatm ents. The G reeks and R om ans w ere the first to advance a theory  o f  sensation, 

the idea that the b rain  and nervous system  have a  ro le in  p roducing  the percep tion  o f  

pain. B ut it was not until the M iddle A ges and w ell in to  the  R enaissance-the 1400s 

and 1500s-that evidence began  to accum ulate in  support o f  these  theories. Leonardo  

da V inci and his contem poraries cam e to  believe that the b ra in  w as the central organ 

responsible for sensation. D a  V inci also developed the idea th a t the spinal cord 

transm its sensations to  the b rain .38

35 B .  J e n n e t t ,  M e d i c a l  t e c h n o l o g y , s o c ia l a n d  h e a l th c a r e  is s u e s  i n : R .  G i l l o n  e d . Principles of health 
care ethics ( N e w  Y o r k :  J o h n  W i l e y  & S o n s ,  1 9 9 4 )  8 7 2 .
36 J .  G r e e n ,  “ Q u a l i t a t i v e  r e s e a r c h  a n d  e v i d e n c e  b a s e d  m e d i c i n e ,”  BMJ, 3 1 6  ( 1 9 9 8 )  1 2 3 0 - 1 2 3 2 .
37 N I N D S ,  “ P a i n ,  h o p e  t h r o u g h  r e s e a r c h , a  b r i e f  h i s t o r y  o f  p a i n ,”  N I H  p u b .  D e c .  2 0 0 1 ,  N o .  0 1 - 2 4 0 6  
l) t l p :/ A v \ v \ v .n in t l s .i i i l i .j > o v / d is o r ( l c r s / c h r o n ic  p n ir t/ d e ia il c h r o n i c  p a i n .l u m . v i e w e d  0 7 - 1 1 - 0 3 ,  p . 1 - 1
38 I b i d .
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In  the 17th and 18th centuries, the study o f  the body-and the senses continued 

to be a  source o f  w onder to the w orld ’s philosophers. In  1664, the French Philosopher 

R ene D escartes described w hat is now  term ed a “pain  p a thw ay .” D escartes 

illustrated how  particles o f  fire, in contact w ith the foot, travel to the  brain and he 

com pared this to  the ring ing  o f  a bell. In  the 19th century, pa in  cam e to dw ell in  the 

dom ain o f  science paving the w ay for advances in  p a in  therapy. Physician-scientists 

discovered that opium , m orphine, codeine, and cocaine could  be used to  trea t pain. 

These drugs led to the developm ent o f  aspirin, to  th is day the m ost com m only used 

pain  reliever. B efore long, anesthesia both general and reg ional w as refined  and 

applied during surgery.40 Five different doctors claim ed to  be the first to d iscover 

how  to alleviate pain  during surgery.41 W hen John Collins W arren, surgeon, operated  

on his patient and rem oved a facial tum or, his patient slept th rough  it all. This began 

a new  era in surgery. The P eop le’s Journal o f  L ondon carried the headline “W e have 

conquered pain .” 42 The struggle to understand pain  and seek  new  w ays to alleviate it, 

has been  part o f  the history  o f  m edicine since its inception.

A lthough surgery no longer causes pain, it continues to  be a b ligh t on 

countless lives. In  its m any guises: m igraine, arthritis, back pain , it causes m ore 

disability  than cancer and heart disease com bined. The psychological effects can be 

devastating, ranging from  depression to anxiety  and sleeplessness. A nd the annual

39 What is pain? Descartes scientific theory, 
http://\v\v'w.niedserv.com.au/mundipharma/paiii/hislorv.lnm. viewed 11-28-04. See also, A Benini, A. 
Joyce. “Rene Descartes, physiology of pain,” Spine 24 (1999) 2115.
40 NINDS “Pain, hope through research." The National Institute of Neurological Disorders and Strokes, 
Iiiip7/www'.nintls.nih.pov/health and mcdicnl/pubs/pain.hlm viewed, 07-11 -03, p. I
41 C. W. Long, H. Wells, W. T. Mortan, C. Jackson. "Conquering surgical pain: four men stake their 
claim.” hllp://ncurosurgcrv. mjdi.harvard.edu/hisiorY7clhcr3.him. viewed 03-12-2004, p.l
4iW. Morton, “ Medicine’s greatest gift, we have conquered pain.” People’s Journal of London, Oct. 
1846. l)ttp://ncurosurgcry.mah.harviird.edu/Hislory/uiiUinn. viewed 05-06-05, p.l
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cost, for exam ple in  the U S now  hovers around 100 b illion  dollars.43 Patien ts are 

dem anding that pa in  be seen as a condition unto itself, no t ju s t a  by-product o f  illness 

or injury. C ongress recently  declared this the “Decade o f Pain Control and 

Research. ” Furtherm ore 11th O ctober 2004, w as announced  as a  Global Day Against 

Pain, jo in tly  by the In ternational A ssociation for the S tudy o f  Pain  (IA SP) and the 

European Federation o f  I A SP-C hapters (EFIC ) w ho w ished  to raise  global aw areness 

to a fundam ental tru th  tha t “the relief ofpain should be a human r i g h t . B ut w hat 

precisely is m eant by pain  in  the m edical context? The m ore w e understand  the 

m echanism s o f  pain , the closer w e w ill becom e to the appropriate  m eans o f  its 

alleviation.

1.3 WHAT IS PAIN? THE MEDICAL APPROACH

Pain  has been  described as a universal d isorder.45 It becom es im m ediately  

apparent. It m ay be the fiery  sensation o f  a burn  m om ents after you  touch  a stove, or 

a sudden sharp p iercing  pain  in the back after lifting  a heavy load, or a  dull ache 

above your brow  after a day o f  stress and tension. This describes acute pain, w hich  

for the m ost part, results from  disease, in flam m ation  or injury. This type o f  pain  

com es on suddenly, for exam ple after traum a or surgery and m ay be accom panied  by 

anxiety or em otional distress. The cause o f  acute pain  can usually  be d iagnosed and 

treated, or it goes aw ay w hen  the injury heals o r the stim ulus is rem oved. The pa in  is 

usually self-lim iting, that is it is confined to a given period  o f  tim e and severity. In  

some instances it can becom e chronic. Pain  in  its m ost ben ign  form  w arns us that 

som ething is w rong and w e should take m edicine or see a doctor. A t its w orst it robs 

us o f  productiv ity , our w ell-being and for m any suffering from  extended illness, our

43C.L.Stucky, M.S. Gold, Xu Zhang, “Mechanisms of pain. Persistent pain is a major Public Health 
problem today” Proc Natl Acad Sci, 98 (2001) 11845-11846
44 IASP, EFIC, “The relief of pain should be a human right, Global Day Against Pain,” 2004 
hllp:/Avww.iasp-pain.org0lohal%20Dav.html. viewed 02-12-04, p.l
45NINDS, “Pain, hope through research, A brief history of pain,” NIH pub. Dec. 2001, No. 01-2406 
http:/Av\\ u ’.ninds.nili.^ov/disordcrs/clironic pain/detail chronic pain.him, viewed 07-11-03, p.l
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very lives. In  1931 the French m edical m issionary Dr. A lbert Schw eitzer w rote “Pain 

is a m ore terrib le L ord  o f  m ankind than even death  itse lf.”46

Scientific accounts o f  pain  suggests that pain  starts a sequence o f  events, 

w hen special nerve fibers in the body detect that som ething is w rong in the affected  

body tissue.47 O nce these fibers are stim ulated, they release chem ical pain  

m essengers, called neurotransm itters. These neuro transm itters include, po tassium  and 

prostaglandin. For sharp pain, the neurotransm itters rush  to  the spinal cord  th rough  

fast nerve channels. D ull ache type pains travel along m uch  slow er channels. Once 

the neurotransm itters reach the spinal cord they  bu ild  up, until a “gate pa in ” opens 

and releases them  into the brain. Pain is not actually  felt un til the m essage reaches the 

brain. The brain  can also send chem ical m essengers to  close th is “gate .” These 

m essengers include adrenaline, serotonin, and m ost im portantly , endorphins, w hich 

are sim ilar com pounds to opium . A s these are receptors for endorphins th roughout 

the nervous system , opium  based drugs like m orphine are the  m ost pow erful 

painkillers.48

Pain  has bo th  a reactive, or em otional, and a sensory com ponent. It is no t ju st 

a sensation because it involves a degree o f  perception .49 T he percep tion  is real in  that 

you  feel the pain  w hether or no t the m essage that dam age has occurred is still 

relevant. This percep tion  develops based on  cognitive elem ents, w h ich  are linked to 

the behavioral and em otional response to pain. Pain is o ften  accom panied by feelings

46Ibid.
47 C. Kelb, “Taking a new look at pain,” Newsweek, May 19, 2003. 
lillp://siacks.msiibc.com/ncw-s91 1 5X5.asp, viewed 07-15-03, p. 2-7
48 Ibid.
49 What is pain? Assist Pain Relief.com, htlp://w ww.nssislpainrclicf.com/inro/pain/ Viewed 11-27-03,
2002, p. 1-2
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o f  anxiety and distress. It is because it is a  com plicated psychological phenom enon  

that pain  is hard  to categorize. The perception  o f  pa in  and our response to it are 

determ ined by four distinct processes: The first is transduction, th is is w hen  dam age 

occurs to tissue, affecting the peripheral sensory nerve endings and triggering  the 

initial electrical im pulse. Secondly, transduction  involving the spinothalam ic tract 

occurs. This incorporates the subsequent neurol events, tha t transport the im pulse 

through the nervous system . The th ird  part o f  the process is called  m odulation. Pain  

transm ission neurons that originate from  the peripheral and central nervous system  are 

controlled  by neural activity  m odulation. The final part o f  the  process is perception. 

This is how  pain  feels to som eone rather than  pain  as a physio logical process. 

Perception encom passes com plex behavioral, psychological, and em otional factors.50 

The provision  o f  a ho listic  m edical m odel, w hich  I am  prom oting  in  th is thesis, w ould  

encom pass all the needs o f  patients, em otional, psychological, and spiritual as w ell as 

physical.

G ender d ifferences in  relation  to pain  are also in  evidence. I t is now  w idely  

believed that pa in  affects m en and w om en d ifferently .51 W hile the sex horm ones 

estrogen and testosterone certainly play a role in  this phenom enon, psychology and 

culture too m ay account at least in part for d ifferences in  how  m en and w om en 

receive pain  signals. Experts now  agree tha t w om en recover m ore quickly  from  pain, 

seek help m ore quickly  for their pain  and are less likely to a llow  pain  to  control their 

lives. They are m ore likely to m arshal a variety  o f  resources and coping skills, 

support, and d istraction  w ith  w hich to deal w ith  their pain. Investigators know  that

50 I b i d .

51I A S P ,  B .  F i l l i n g h a m , ( e d .)  S e x ,  g e n d e r  a n d  p a i n ,  p r o g r e s s  in  p a i n  r e s e a r c h  a n d  m a n a g e m e n t , I A S P  
P r e s s , v o l u m e  1 7 ,  ( 2 0 0 0 )  1 - 1 4 6 .
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both  m en and w om en have strong pain-killing  system s but these system s operate 

differently . R esearch has shown that kappa-opiods w ork best w ith  short-term  pain, 

and provide pain  re lie f  for w om en. W hy this does no t w ork  for m en  is no t know n and

• 52m ore research is needed.

A ging also plays a significant role. M itchell has stated tha t the aging process 

can bring w ith  it an increased incidence o f  conditions w hich  give rise to chronic 

pain .53 Persistent m usculoskelatol and/or neuropathic pain due to  conditions such as 

back pain , rheum ato id  arthritis, osteoporosis and diabetes in  elderly  patien ts can lead 

to a m arked deterioration  in  their quality  o f  life. Pain assessm ent can be com plicated  

by concom itant disorientation, confusion and com m unication deficits, leading to  an 

under-treatm ent o f  pa in  in th is group. Pain m anagem ent can be d ifficult due to  the 

existence o f  m ultip le m edical problem s and the increased side effects rela ted  to the 

treatm ent.54 Scudds and Iosbye studied the ex ten t o f  pain  and pain  d isab ility  in 5,703 

C anadians 70 years o f  age or o lder.55 Results show ed that 59.3%  o f  w om en and 

48.4%  o f  m en reported  having pain  in  the 4 w eeks prior to the interview . O f  those 

w ho reported  pain  a greater proportion  o f  w om en com pared to  m en reported  that pain 

at least m oderately  in terfered w ith  physical functioning (m oving about, norm al tasks, 

recreational activities and sleep), as well as psychological function ing  (m ood, 

enjoym ent o f  life). The intensity o f  pain  and chronic d isease com binations w ere also 

shown to be significantly  associated w ith  pain  related in terference w ith  physical and 

psychological functioning. A large p roportion  o f  older Canadians' report pain  and

«w • . . . .J.S. “The genetic mediation of individual differences in sensitivity to pain and its inhibition,” Proc 
Natl Acad Sci, 96 (1999) 7744-7751. f - ■
53 C. Mitchell, “Assessment and management of pain in elderly people.” Br J  Nursing 10 (2001) 296- 
304. J o ,
54 Ibid. 1 ^ 2 4 1 7
55 R.J. Scudds, R.J. Iosbye, “Pain and pain related interference with function in older Canadians: The 
Canadian Study of Health and Aging.” Disabil Rehabil 23 (2001) 654-664.
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pain  related  disability. Thorough p a in  assessm ent and m anagem ent should  be 

incorporated  into the health  program m es aim ed at m axim izing  physical and 

psychological functioning in  the o lder population .56 A  ho listic  m edical m odel, w hich I 

am  proposing  in  th is thesis, w ould  take care o f  the patient as a w hole  person, 

psychological, social and spiritual, as w ell as physical. A nd  since the num ber o f  

elderly now  outnum ber the young in  m any societies, increases in  pa in  and disability  

w ill seriously challenge existing healthcare system s, th is m eans th a t the p rov ision  o f 

adequate pain  re lie f  requires u rgen t attention.

A ccord ing  to C arson and M itchell living w ith  persisten t pa in  changes ones 

quality o f  life .57 Ferrell goes further and suggests tha t pain  influences all dim ensions 

o f  quality  o f  life .58 W atching loved ones suffer as they bear w itness to  the  anguish o f 

relenting pain  intensifies the torm ent for m any people and o ften  p rom pts those living 

w ith  pain  to w ithdraw  into a private world. In  B ow m an’s study the findings indicated 

that for persons w ith  chronic pain  having to alter their daily  activ ities rela ted  to w ork 

or pleasure w as a m ajor concern .59 Individuals cam e to  realize that the pa in  they 

experienced had to be endured, and som e patients described w ays they found to  live 

w ith  pain, such as dream ing or praying. The spiritual com ponent o f  a ho listic  m edical 

m odel w ould be o f  benefit here.

56 Ib id .

57 H . G .  C a r s o n , G .  J .  M i t c h e l l ,  “ T h e  e x p e r i e n c e  o f  l i v i n g  w i t h  p e r s i s t e n t  p a i n ”  J. Adv Nurs, 2 8  ( 1 9 9 8 )  
1 3 6 5 - 2 6 4 8 . S e e  a ls o  R . K .  P o r t e r o y ,  “ P a i n  a n d  q u a l i t y  o f  l i f e :  c l i n i c a l  is s u e s  a n d  i m p l i c a t i o n s  f o r
r e s e a r c h ”  Oncology 4  ( 1 9 9 0 )  1 7 2 - 1 7 8 .
58

B . R . F e r r e l l ,  “ T h e  i m p a c t  o f  p a in  o n  th e  q u a l i t y  o f  l i f e ,  a  d e c a d e  o f  r e s e a r c h .”  Nursing Clinics of 
North America 3 0  ( 1 9 9 5 )  6 0 9 - 6 2 4

59 J . M .  B o w m a n ,  “ T h e  m e a n i n g  o f  c h r o n i c  l o w - b a c k  p a i n ”  AAOHN, 3 9  ( 1 9 9 1 )  3 8 1 - 3 8 3 .
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The treatm ent o f  pain  is central to healthcare provision. C hronic pain  is a 

condition for w hich patients seek care from  various health-care  p rov iders.60 This type 

o f  pain  causes m uch suffering and disability  and is frequently  m istreated  or under

treated. Patients w ho present for evaluation for chronic pain  need  a careful 

assessm ent before therapy. People w ith  chronic pain  com m only  experience 

sym ptom s such as depression, sleep disturbance, fatigue, and decreased  overall 

physical and m ental functioning. They frequently need an in terd iscip linary  m odel o f  

care to allow  caregivers to address the m ultiple com ponents o f  the p a tien t’s pain  

experience. A ccording to  A shburn  and Staats, the core team  could  include a pain  

m anagem ent physician, a psychologist, a  nurse specialist, a physical therapist, a 

vocation  counselor and a pharm acist.61 A fter a com prehensive assessm ent, a 

treatm ent p lan  is tailored according to  the individual needs o f  the patient, w ith  a focus 

on m easurable treatm ent goals. The plan  m ust fit the p a tien t’s abilities and 

expectations. For som e individuals, education and m edical m anagem ent suffice 

w hereas for others care m ay need to  include an intensive rehab ilita tion  program m e 

that requires the patient to  rem ain  at the treatm ent centre 8 hours a  day, 5 days per 

w eek, for 3-4 weeks.

The treatm ent o f  cancer pain  is a case in point. It is very com plex .63 Ideally 

palliative care is tailored to  the individual needs o f  each patien t, and supported  by a 

m ultid iscip linary  team .64 The aim  w ould be to provide ho listic  treatm ent, which

60M.A. Ashburn, P.S. Staats, “Management of chronic pain,” Lancet 353 (1999) 1865-1869.
61 Ibid.
62 Ibid.
63 P. Esper, “Pain management in patients with advanced malignancies,” Home Health Care 
Consultant 7 (2000) 11-18.
64 J. Morse, “Towards a praxis theory of suffering. Advances in nursing science,” Nursing Science 24 
(2001) 47-59, see also American Cancer Society, Suffering in the patient, fam ily and physician, in
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w ould take into account the psychological as w ell as the physical, the  social and 

spiritual w elfare o f  each patient, w hich corresponds w ith  the holistic  m edical m odel, 

w hich  I am prom oting  in  th is thesis. The overall goal w ou ld  be to  contro l pain and 

treat sym ptom s, to provide support as the disease progresses, and address any 

com plications, w hich  occur.65 C ontinuous review  o f  p a tien t’s cond ition  w ould  be 

required. W H O  research  guidelines for cancer pain re lie f  over a 10-year period in an 

anesthesiology-based pain  service associated w ith  a  pallia tive  care program m e, 

provides significant inform ation and helpful guidelines.66

In  this study the course o f  treatm ent o f  2118 patien ts w as assessed 

prospectively  over a period  o f  140,478 treatm ent days.67 N on-op io id  analgesics 

(W H O  step 1) w ere used on 11 %, w eak  opioids (W H O step 11) on 31 %  and strong 

opioids (W H O  step 111) on 49%  o f  treatm ent days. A dm in istra tion  w as v ia  the 

enternal route on 82%  and parenterally  on 9%  o f  treatm ent days. On the rem aining 

days, either spinally applied  opioids 2% , or other treatm ents 6%  w ere utilized. Fifty- 

six o f  the patients w ere treated  w ith  m orphine. M orphine dose escalation  was 

observed in about one-half o f  the patients being cared for un til death, w hereas the 

other h a lf  had stable or decreasing doses over the course o f  treatm ent. Co-analgesics 

w ere adm inistered on 37%  o f  days, m ost often antidepressants 15%, anticonvulsants 

13%, and corticosteroids 13%. A djuvants to treat sym ptom s o ther than  pain  w ere 

prescribed on 79%  o f  days, m ost com m only laxatives 42% , h istam ine-2-receptor 

antagonists 39% , and an tiem etics 35% . In addition, palliative antineoplastic treatm ent

Cancer Medicine 5, Section 22. Principles of Multidisciplinary Management, Palliative care, 73 (2000)
p. 1-2
65 SUPPORT, Principle investigators “A controlled trial to improve care for seriously ill hospitalized 
patients,” JAMA 274 (1995) 1591-1598
66 D.F. Zech, S. Grond, J.Lynch, D. Hertel, K.A. Lehmann, “Validation of World Health Organisation 
Guidelines for cancer pain relief: a 10 year prospective study,” Pain 63 (1995) 65-76.

Ibid.
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was perform ed in 42% , nerve blocks in 8%, physiotherapy in  5% , psychotherapy  in 

3% , and TEN S in 3%  o f  patients. A  highly significant pain reduc tion  w as achieved 

w ithin  the first w eek o f  treatm ent (p<0.001). O ver the w hole treatm ent period, good 

pain  re lie f  w as reported  in 76% , satisfactory efficacy in 12%, and inadequate efficacy 

in  12% o f  patients. In the final days o f  life, 84%  rated  their pa in  as m oderate o f  less,

w hile 10% w ere unable to give a ra tin g  Results em phasize the m arked  efficacy

and low  rate o f  com plications associated w ith oral and parenteral analgesic therapy as 

the m ainstay o f  pain  treatm ent in  palliative care o f  patients w ith  advanced  cancer. 

W ide dissem ination o f  W H O  guidelines am ong doctors and healthcare  w orkers is thus 

necessary to effect a clear im provem ent in treatm ent o f  the m any patien ts suffering 

from  cancer pain in  the clin ical and hom e setting.68 H aving  exam ined  the com plexity  

o f  pain, in itself, I w ill now  exam ine the relationship betw een pain  and suffering, and 

its alleviation, since this d istinction is central to the holistic  approach  w hich  I later 

propose in this chapter and throughout the thesis.

1.4 PAIN AND SUFFERING, DEFINITIONS AND DESCRIPTIONS

T he w ord pain com es from  M iddle English (in the sense ‘suffering inflicted as 

punishm ent for an o ffence’): from  O ld French peine, from  Latin  poena penalty and 

later pain. This differs from  suffering which m eans to undergo, experience, or be 

subject to: pain, loss, grief, defeat and change. It can also m ean to, put up w ith or 

tolerate pain.69 Pain has been defined by the International A ssociation  fo r the Study 

of Pain (IA SP) as an unpleasant sensory and em otional experience associated with

68 I b i d .
69 R . E . A l l e n  ( e d .)  P a i n ,  The Concise Oxford Dictionary, ( O x f o r d :  C l a r e n d o n  P r e s s , 1 9 9 2 )  p . 8 5 6
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actual or potential tissue dam age, or described in term s o f such dam age.70 Pain, 

how ever, is m ore than a sensation or the physical aw areness o f  pain, it also include 

perception, and the subjective interpretation of the d iscom fort. Furtherm ore, 

perception gives inform ation concerning the location, in tensity  and also an indication 

o f its nature. Both the conscious and unconscious responses together w ith sensation 

and perception, including the em otional response, add fu rther defin ition  to  the overall 

concept o f pain.71 Pain, in its m ost benign form , warns us that som ething is w rong and 

we should take m edicine or see a doctor. A t its w orst it robs us of productivity , our 

w ell-being, and fo r m any suffering from  extended illness, our very lives.72 The 

m ultidim ensional character o f pain and suffering attest to its com plexity  and show s 

how it challenges the w hole hum an person. N evertheless as our understanding o f it 

increases the closer we com e to satisfactory m easures to com bat it.

The Gale Encyclopedia o f  Medicine in i t’s defin ition  o f  pain  inform s us that 

pain  is m ore than  an unpleasant feeling that is conveyed to the  brain. The 

discom fort signals actual or potential injury to the body. Pain  is also m ore than  a 

sensation, or the physical aw areness o f  pain; it also includes perception , the subjective 

in terpretation o f  the discom fort. Perception gives inform ation  on the pa in ’s location, 

intensity and som ething about its nature. The various conscious and unconscious 

responses to both  sensation and perception including the em otional response adds 

further defin ition  to the overall concept o f  pain .74 Pain has been  described by 

C hapm an and G avin  as a com plex m ultidim ensional percep tion  w ith affective as well

70 International Association for the Study of Pain, IASP, Pain http://www.iasp-pain.org/tcnns-p.html 
viewed 01-12-04, p.l
71 Ibid.
11 National Institute of Neurological Disorders and Stroke, NINDS, Pain and Hope through research. 
Iillp://www.ninds.iiili.gov/licijl111 and incdical/pubs/pain.him.available Viewed 11-08-03, 1-20
73 Pain, The Gale Encyclopedia o f  Medicine, volume 4 (London: Gale) p. 2141
74 Ibid.
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as sensory features. In part, it is a som atically focused negative em otion  resem bling 

perceived threat.75 The w ord suffering m eans to  undergo, experience, or be subject to: 

pain, loss, grief, defeat and change. It can also m ean to, pu t up w ith  or to lerate pain. 

Suffering responds as a perceived  threat to the in tegrity  o f  the  self, helplessness in the 

face o f  that threat and the exhaustion o f  psychosocial and personal resources for 

coping. The concepts o f  pa in  and suffering therefore share negative em otion as a 

com m on ground. Exam ination  o f  the central physio logical m echanism s underly ing 

pain, negative em otional arousal, and stress help to  clarify  the  physio logical basis o f  

suffering and the causal influences o f  persistent and other stressors.

Cassell agrees that suffering is experienced by persons, no t m erely  by bodies 

and has as its source challenges that threaten  the intactness o f  the person  as a com plex 

social and psychological en tity .77 Suffering can include physical pain  but it is by no 

m eans lim ited to it. Thus, the re lie f  o f  suffering, and the cure o f  disease m ust be seen 

as tw in  obligations o f  a m edical profession tha t is tru ly  dedicated  to  the care o f  the 

sick. D espite the apparent connection how ever, betw een suffering  and pain, the  tw o 

are not necessarily linked. The question arises as to w hether the re lie f  o f  p a tien t’s pain  

and re lief from  suffering are the sam e? In  an attem pt to clarify  the p a tien t’s 

perspective concerning pa in  and suffering Terry and O lsen studied 100 patien ts who 

w ere term inally  ill.78 O n adm ittance to a hospice the p a tien t’s diagnosis, their pain 

scores and the reasons fo r adm ission w ere recorded by the treating  physicians. The 

m ean ages o f  the patients w as 68 years, (range 28-93 years) 92 had  advanced

75 C.R. Chapman, J. Gavrin, “Suffering and its relation to pain.” J. Palliative Care 9, (1993) 5-13
76 Ibid.
77 E.J. Cassell, The nature o f  suffering and the goals o f  medicine. (New York: Oxford University Press, 
1991) p. 29-44.
78 W. Terry, L.G. Olson, “Unobvious wounds: the suffering of hospice patients.” Intern M ed J, 34 
(2004) 604-607
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m alignant disease, and 51 o f  these patients w ere w om en. A nsw ers to the question  ‘In 

w hat w ay are you su ffering?’ w ere recorded verbatim  at interview . The 100 

consecutive answ ers collected  w ere independently  rev iew ed  by the investigators and 

classified. Four groups o f  answ ers w ere identified: 1) those w h ich  highlighted  

prim arily  physical suffering, 2) subdivided into pain  and o ther (breathlessness or 

nausea) sym ptom s, 3) those w ho highlighted prim arily  em otional suffering, and 4) 

those in w hich  physical and em otional suffering appeared to  be com parably  

im portant. A t the sam e tim e as patients answ ers concerning their suffering w ere 

recorded, their underly ing  disease was also recorded such as: m alignant tum our, or 

brain  tum ours; the reason given for adm ission or the criteria  adopted by the  adm itting 

clinician w ere as follow s: pain  control, o ther sym ptom  control, em otional distress, or 

fam ily respite. The results show ed that tw enty-four patien ts w ere unable to  state the 

reason for their adm ission, bu t none had any uncertain ty  in  identify ing the natu re  o f 

their ow n suffering. T hirty-five patients identified  their suffering as physical 

sym ptom s other than  pain. Tw enty-eight patien ts identified  their suffering as entirely 

em otional in  origin, and seven patients identified  their suffering  as m ixed  som atic and 

em otional in  origin. The results show ed that there w as a w eak  correla tion  betw een  the 

pa tien t’s v iew  o f  their suffering and the reason  for adm ission. The identification  o f  

pain  as the cause o f  suffering w as w eekly correlated  w ith  pain  scores. Som e patients 

w ith  pain  scores o f  8-10/10 did not m ention  pain  as a  cause o f  suffering, and others 

w ith  scores o f  0/10 did identify  pain  as the cause o f  suffering.79 In  conclusion it 

appears that a single open-ended w ay can expose a d ifferen t dim ension o f  distress, 

and the view s o f  the 100 patients o f  this study support the statem ent that re lie f  o f  pain

79 Ibid.
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and re lie f  o f  suffering are no t the sam e.80 So w hat precisely  is the rela tionship  

betw een pain  and suffering, in the m edical context?

The concepts o f  pain  and suffering are frequently  m ixed, how ever they  are 

d istinct phenom ena. D antz points out that suffering is a subjective experience that is 

unpredictable and d ifficult to  com m unicate even in  the com petent person , and is m ore 

inscrutable in a  delirious or unconscious patien t.81 D espite the  apparent connection  

betw een them , he re-iterates the opinion o f  T erry  and O lsen ,82 that pa in  and suffering 

are not necessarily  linked. Cassells in  his explanation o f  suffering, begins by saying 

that reductionist scientific m ethods are not useful for the understanding  o f  the w hole 

person, and all aspects o f  persons are subject to injury and loss, and tha t if  in jury  is 

sufficient the person  suffers.83 Furtherm ore, i f  suffering continues and there is a 

th reat to the in tegrity  o f  the person, then  suffering w ill continue until the person  is 

m ade w hole again. E ven  persons who recover physically , m ay no t re tu rn  to  norm al 

function. I f  the goals o f  m edicine are to  be rese t tow ards reliev ing  suffering, the need 

for this is clear. C hapm an and G avrin point out that som e p a tien ts’ suffering  from  

unrelieved pain, suffer because pain  changes w ho they are.84 B reen  believes tha t 

suffering is closely related  to chronic pain, and the term s pa in  and suffering are often 

used together.85 Furtherm ore, she states that the am ount o f  suffering is related  to the 

duration o f  the pa in  and the num ber o f  physical, em otional, and social consequences.

8 0  T U ' JI b i d .
81 B .  D a n t z ,  “ W h o  d e f i n e s  s u f f e r i n g ? ”  A  s h o r t  c o m m e n t a r y ,  J  Pain and Symptom M anagement , 1 7
( 1 9 9 9 )  3 0 2 .
82

W .  T e r r y ,  L . G .  O l s o n ,  “ U n o b v i o u s  w o u n d s : th e  s u f f e r i n g  o f  h o s p i c e  p a t i e n t s .”  Intern Med J  3 4
( 2 0 0 4 )  6 0 4 - 6 0 7
83 E . J .  C a s s e l l s , The nature o f  suffering and the goals o f  medicine ( N e w  Y o r k :  O x f o r d  U n i v e r s i t y  
P r e s s , 2 0 0 4 )  2 9 - 4 5 .
84 C . R .  C h a p m a n , J .  G a v r i n ,  “ S u f f e r i n g :  th e  c o n t r i b u t i o n s  o f  p e r s i s t e n t  p a i n ,”  The Lancet, 3 5 3  ( 1 9 9 9 )  
2 2 3 3 - 2 2 3 7 .
85 J .  B r e e n , “ T r a n s i t i o n s  i n  th e  c o n c e p t  o f  c h r o n i c  p a i n ,”  Aclv Nurs Sci 2 4  ( 2 0 0 2 )  4 8 - 5 9 .
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The am ount o f  suffering she believes has physical, psychological, social and cultural 

correlates.86 It is now  recognized that m ultiple in terventions are needed including  the 

use o f  com plim entary  or supplem entary therapies to m anage pain  and suffering w ith  

the increased recognition  that the biological, psychological and social aspects o f  

chronic pain  are inseparable. This has direct relevance for m y  thesis since I believe, 

in  com m on w ith  C assells,87 that the current m edical m odel is insuffic ien t in  the face 

o f  suffering, and that additional therapies need  to be applied  in  conjunction  w ith  the 

current m edical m odel, and m ultidisciplinary support, for w hole person  care including 

the successful a llev iation  o f  pain  and suffering. This is w hat I w ill be recom m ending  

in  proposing a holistic m edical m odel in  th is thesis.

Suffering is a broader state that encom passes m ore d im ensions than  pain  and 

has potential causes, o f  w hich  pain  is only one. N ot all p a in  causes suffering and not 

all suffering expressed as pain  or, coexisting w ith  pain , stem s from  pain. In  lay term s 

suffering connotes enduring som ething unpleasant and inconvenient, sustain ing loss 

or dam age, or experiencing a disability. T hom as undertook  a phenom enologic  study

o f  chronic pain  and during in-depth interview s she listened to  patien ts experiences

• • 88 w ho described it as “unrem itting  torm ent by a force tha t cannot be tam ed. The body

w as altered and recalcitrant, the life w orld w as shrunken and the pain  set up a barrier

that separated them  from  other people. T im e seem ed to  stop, and the fu tu re  w as

unfathom able.89 This sum m ed up the devastating effect w hich  unrelieved  pain  can

have on som e individuals.

86 Ibid.
87 Op. cit.
88 S.P. Thomas, “A phenomenologic study of chronic pain,” West J  Nurs Res 22 (2000) 683-699, 
discussion 699-705.
89 Ibid.

30



Pain  is a perceived  threat or dam age to  o n e’s biological integrity . Suffering is 

the perception  o f  serious threat or dam age to  the self, and it em erges w hen a 

discrepancy develops betw een w hat one expects o f  one’s se lf  and w hat one does or 

is.90 Som e patien ts w ho experience sustained unrelieved pain  suffer because pain  

changes w ho they are. A t a  physiological level, chronic pain  prom otes an extended 

and destructive stress response characterized by neuroendocrine dysregulation, 

fatigue, dysphoria, m yalgia, and im paired m ental and physical perform ance. This 

constellation o f  d iscom forts and functional lim itations can foster negative th inking  

and create a v icious cycle o f  stress and disability. The idea that ones pain  is 

uncontrollable in  itse lf leads to stress. Patients suffer w hen this cycle renders them  

incapable o f  sustaining productive work, a norm al fam ily life, and supportive social 

interactions. A lthough patients suffer for m any reasons the physician  can contribute 

substantially to the p revention  or re lie f  o f  suffering by controlling pain .91

1.5 THE SUBJECTIVE-OBJECTIVE DIVIDE

The objective approach view s the patien t as an object, a faulty  b iological 

m echanism  that relies on the detached gaze o f  the clin ician  to determ ine w here the 

fault lies.92 The objective approach values hard  data  and is concerned w ith 

m easurem ent o f  bodily  fluids such as blood, urine, cerebrospinal fluid, even brain 

scans; if  it cannot be m easured, it is not considered im portant. T his is a reductive 

view , w hich  m ay have value in sim plifying com plex clinical data. A n im personal,

90
C .  R .  C h a p m a n , J .  G a v i n ,  “ S u f f e r i n g :  th e  c o n t r i b u t i o n s  o f  p e r s i s t e n t  p a i n .”  The Lancet 3 5 3  ( 1 9 9 9 )  p . 

2 2 3 3 - 2 2 3 7

91 I b i d .
92

A .  B e v e r i d g e , “ T i m e  t o  a b a n d o n  th e  s u b j e c t i v e - o b j e c t i v e  d i v i d e ? ”  Psychiatric Bulletin 2 6  ( 2 0 0 2 )  
1 0 1 - 1 0 3
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objective character is deem ed essential to the practice o f  m edicine. As doctors 

accum ulate know ledge, they share it w ith  their peers, th rough  conferences, m eetings, 

and published w ork. It is w ithin this com m unity o f  the discip line o f  m edicine that 

this pool o f  know ledge establishes the objectivity  o f  science. Science as applied  to 

m edicine, in  its m ethodology and th inking should be insulated from  all psychological, 

sociological, political and m oral ideologies, w hich  can influence thought in  life and 

society. The objective know ledge o f  tru th  is deem ed essential to the practice  o f  

m odern m edicine. Problem s arise how ever if  the doctor is unab le  to  see the  patien t as 

anything other than  an object, i f  the doctor looses sight o f  the  patien t as a hum an 

being.93

Psychiatry, too, has becom e involved in the subjective-objective d iv ide .94 The 

m ethods used by psychiatrists, to ascertain  the m ental status o f  pa tien ts has puzzled 

me for som e tim e. The standard m ethod used in  the assessm ent o f  patien ts is to 

contrast the p a tien t’s supposedly ‘sub jective’ account w ith the doctors ‘ob jec tive’ 

description. In  o ther w ords, the doctor establishes his subjective opin ion  o f  the 

pa tien t’s state o f  m ind, and contrasts it w ith  the subjective feelings o f  the patient. 

A dopting a priv ileged  position, the docto r’s approach is considered neutral, scientific 

and representing the truth, ignoring the preconceptions and prejud ices tha t the 

clinicians brings to  the interview . It ignores the effect the in terv iew  has on how  the 

doctor perceives the patient, and how  the patien t responds. The p a tien t’s subjective 

report is regarded as distorted and potentially  false. To m e, th is is an absurd  situation. 

The core o f  the p roblem  has been stated by Laing:

94
1 Ibid.

Ibid.
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“ Psychiatry tries to be as scientific, im personal and objective as possib le 
tow ards w hat is m ost personal and subjective. The d isordered  suffering  treated 
by psychiatrists has to do w ith w hat are our m ost personal and private 
thoughts and desires. N o other branch o f  m edicine has to contend  w ith  this 
dom ain so m uch. N othing w hatsoever in  w estern  m edical tra in ing  exists to 
adapt students and young doctors to in tegrating the personal aspect into 
clinical theory  and practice.95

Furtherm ore, according to Laing, the psychiatrist w ho approaches h is ‘sub jec t’ from  

an ‘o b jec tive’ perspective fails to understand his/her own invo lvem ent o f  relationship  

w ith the ‘w h o ’ under investigation.96 This m ode o f  depersonalization, or 

objectification, Laing suggests although conducted in the nam e o f  science, y ields false 

know ledge. In  neglecting to see the uniquely hum an rela tionship  betw een doctor and

Q7 •
patient, betw een an I and a Thou the traditional m odels can  only v iew  a person ’s 

behavior as ‘signs’ o f  a ‘d isease’ and, m ore im portant, forgo the possib ility  o f  seeing 

such behavior, as expressive o f  his existence. Laing explains further, concern ing  the 

role o f  the m edical m odel, it is not the m edical m odel approach itself, w hich  is 

m istaken but our use o f  it try ing  to understand the psychological landscape o f  

suffering persons fails to bring us closer to an understanding o f  their w orld. This, 

Laing believes is sim ply a narrow  approach, w hich  fails to v iew  persons ‘qua 

persons’ and degrades them  to the status o f  ‘ob jects,’ such an  understanding  o f  a 

‘m entally  d isordered’ person  precludes a deeper understanding and appreciation  o f  a 

w orld in conflict. Increasing criticism  o f  the m cdical m odel on scientific grounds 

has prom pted renew ed evaluation o f  L a in g ’s work.

95 R.D. Laing, Wisdom, Madness and Folly, (London, Macmillan, 1985)
96 V. Barbetti, Classification and the treatment o f  the patient, Colloquia on the Politics of Diagnosis
hii|)://li)in«y(jciely.orp/coll(H)iiiii/pololdiaL'nosis/barheilipold\.hlin. p.l-14.Viewed 06-12-05, p.l 1, 31.
97 Refers to Buber’s Philosophy of Dialogue, I  and Thou. Martin Buber I and Thou, trans. R.G. Smith 
(London: T&T Clarke, 2003) Part One, p.21
9R

R.D. Laing, op. cit.
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Saunders has attacked the v iew  that the practice o f  m edic ine  is the  application 

o f  a scientific, value-neutral tru th ; clinical reality  he claim s is d iffe re n t."  Practice 

varies w idely  betw een different m edical com m unities, and neither evidence from  

random ly controlled  trials nor observational m ethods can d ictate  action  in  particular, 

individual circum stances. H e states that evidence-based decision  m odels m ay be very 

pow erful, bu t are like com puter-generated sym phonies, in  the  style o f  M ozart -  

correct bu t lifeless. The art o f  caring for patients, then, should  flourish  in  the 

recognition  that w hat is b lack and white in  the abstract becom es grey in  practice. I f  

general m edicine has m isgivings about the b io-scientific approach  to  hum an  suffering, 

then  there is all the m ore reason for psychiatry  to recognize the lim ita tions o f  such an 

approach, dealing as it does w ith  intangibles o f  m ind and body  relations. U ndoubtedly 

the im pact o f  technology on  the scientific m edical m odel is enorm ous.100 I argue that 

technology assists in  the constitu tion o f  m edical know ledge, w h ich  is beneficial to  our 

further understanding o f  the process o f  m edicine, but w hich  nevertheless at present 

contributes to the subjective-objective divide, and neglects the  person  as a  w hole 

hum an being. A  holistic m edical m odel w ould  take into account, the w hole person, 

em otional, social, psychological as w ell as physical.

1. 6 HOW  TECHNOLOGY CONSTITUTES MEDICAL KNOWLEDGE

T echnology constitutes the concept o f  disease in  three w ays. Firstly, 

technology provides the physiological, b iochem ical and b io-m olecular entities tha t are 

applied in  defin ing diseases. Secondly, it establishes the w ay w e try  to  gain

99
J o h n  S a u n d e r s , “ T h e  p r a c ti c e  o f  c l i n i c a l  m e d i c i n e  as a n  a r t  a n d  a  s c i e n c e ,”  Journal of Medical 

Ethics, 2 6  ( 2 0 0 0 )  p . 2 1 , 1 8 - 2 2 .
100 I b i d .
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know ledge o f  disease and the w ay w e recognize disease in practice . T echnology also 

constitutes the signs, m arkers and end-points that define d isease entities and it 

strongly influences the explanatory m odels o f  disease as w ell as m edical classification 

o f  disease. A ltogether this constitutes technological influence on the concept o f  

disease and therefore is considered as a technological inven tion  o f  d isease .101 

Technology also provides a  com plexity  i f  devices, m ethods, and organization  applied  

in purposefu l activity. T echnology today is integrated in  m odern  m edicine. For 

exam ple a defibrillator, used to  restart the heart, is m uch m ore than  a  device w ith  

w ires, electrodes and electronic com ponents. It is a defibrilla tor because it is a 

m ethod o f  m edical resuscitation  applied  in  an organization o f  health  care. This 

defin ition  o f  technology stresses the significance o f  technology for d ifferen t levels o f  

healthcare and accordingly the term  ‘technological’ m edicine h igh ligh ts the 

constitutive ro le o f  technology in  m odern  m edicine. 102U ndoubtedly , technology also 

plays an  im portant ro le in  the developm ent o f  m edical theory  as w ell as clinical 

practice. T echnology is also the driving force o f  m edical developm ent. I t  has changed 

m edical know ledge as w ell as its practice. For exam ple: the discovery  o f  bacteria, the 

developm ent o f  penicillin  and the expansion o f  diagnostic and  therapeu tic  devices 

such as electrocardiographs (EC G ), x-rays, m agnetic resonance im aging  (M RI) 

endoscopies together w ith  genetic and pharm aceutical p roducts have contributed to 

the evolutionary  role in m edicine over the  last tw o centuries.

Technology has also influenced healthcare and the concep t o f  disease. The 

vast literature associated w ith  these topics, attests to their im portance. T echnology

101 B j o r n  H o f m a n n ,  “ T h e  t e c h n o l o g i c a l  i n v e n t i o n  o f  d is e a s e .”  Journal of Medical Ethics, Medical
Humanities, 2 7  ( 2 0 0 1 )  1 0 - 1 9 .
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has eradicated many diseases, reduced the incidence of others and has contributed to 

the overall improvement of health. Technology has the potential to reduce disability 

and improve the quality of life. In other words, technology alters the occurrence of 

disease. 103It has also been argued that technological development alters the physical 

and social environment of humanity, creating new diseases. This is evident where 

modern urban societies have contributed to the development of new diseases. Modern 

medicine has now largely become dependent on and altered by the explosion in new 

technologies and has contributed to knowledge both in theory and practice.104 

Technology provides the devices and events that are applied in defining diseases both 

in diagnostics and in treatment, in clinical practice and in research. The pathological 

morphology, chemical substances, biochemical agents and bio-molecular sequences 

studied in research, detected in diagnosis and applied in therapy are grounded in 

medical technology. More specifically, it is the x-rays, laboratory studies, and 

pathology reports that constitute the central phenomenon of disease103. In other words 

technology provides the basic entities for defining disease. In practical terms, light 

microscopy, for example establishes basic structures, such as the cell, whereas stains 

and cultures constitute viral and bacterial agents, and electron microscopy defines a 

range of diseases. It appears that technology moves in hierarchical stages, from the 

most basic structure to the specific component of disease106

103 B. Jennett, Medical technology, social and healthcare issues, in: R. Gillon (ed.) Principles of
healthcare ethics (New York: John Wiley & Sons, 1994) 872.
104 H. Fabrega, “Scientific usefulness o f illness.” Perspectives in Biology and Medicine, 22 (1990) 
557.
105 S.K. Toombs, “The temporality o f illness: four levels o f experience.” Theoretical Medicine, 11
(1990) 227-241.
106 A.S. Evans, “Causation and disease: effect of technology on postulates o f causation” . The Yale 
Journal of Biology and Medicine, 64 (1991) 513-528

36



While acknowledging the potential of modern technology to establish the 

entities of disease, and assist in the diagnosis and decision-making regarding the 

appropriate treatment, technology is not the final answer when it comes to the 

alleviation of pain associated with disease, more is needed. In the treatment of low- 

back pain for instance the focus must be broadened to include the major concerns of 

the patients and providers.107 Greater emphasis must be given to finding predictors 

and risk factors for lower-back pain, chronicity, improving self-care strategies and 

stimulating self-reliance108. Technology constitutes medical knowledge in several 

ways: it establishes the signs, markers and endpoints that define the disease entities. 

Definition of sign in medicine is an objective piece of evidence of disease i.e. such 

evidence as is likely to be determined by an examining doctor and which is opposed 

to the subjective sensations of thee patient. A para-clinical sign is objective evidence 

of disease provided by instrumentation. The term indicator is considered synonymous 

with sign and ‘patho-genomic indicators/signs’ have been applied as clinical signs. 

Para-clinical signs that define disease might be abnormalities of morphology, 

physiological aberrations, biochemical defects or genetic abnormalities. Such para- 

clinical signs can be reproduced and in this manner, technology grounds the para- 

clinical signs that define disease. For example, the electrocardiograph began to serve 

as the objective graphic method for establishing the clinical diagnosis of coronary 

heart disease.109 In many cases the signs that define diseases are not accessible 

especially in the early development of disease. Genetic markers however, can be used

107 J. M. Borkan, D.C. Clerkin. “An agenda for primary care research on low-back pain”. Spine, 15 
(1996)2880-2884.
108 J. M. Borkan, D.C. Clerkin. “A report from the Second International Forum for Primary Care 
Research on Low-back Pain, re-examining priorities.” Spine, 23 (1998) 1992-1996
109 G.E. Burch, “Developments in clinical electrocardiography since Einthoven.” American Heart 
Journal, 61 (1961) 324, see also, N. J. Mehta, I.A. Khan, “Cardiology’s 10 Greatest discoveries o f the 
20th Century” Tex Heart Inst J  29 (2002) 164-171, and K.M. Flegel, “From Delirium Cordis to Atrial 
Fibrillation, historical development o f a disease concept,” Ann Intern M ed  122 (1995) 867-873.
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to identify them. For instance, changes in DNA are markers or risk factors for 

Alzheimer’s disease (on chromosomes 1, 14, 19, 21). Such genetic markers might 

indicate a disposition towards the disease. Advances in technology facilitate the 

identification of new markers110.

The signs and markers of disease also represent the measure of what is to be 

altered in order to restore the patient’s health. The belief in basic phenomena such as: 

ST-segment displacement and markers like trisomy 21, causes physicians to try to 

influence and manipulate them. They become endpoints of medical treatment. For 

example, the endpoint of the treatment of hypertension and cholesterol-anaemia is the 

blood pressure and level of cholesterol in the blood. Overall biomarkers are 

important tools in understanding the underlying mechanisms of causation, 

progression, and treatment effects for example in Parkinson’s disease.111 Scientific 

method and the use of technology in medical care make significant contributions to 

the treatment of pain and illness. Nevertheless, they do not provide care for the patient 

as a whole person, accordingly there are significant limitations to such an approach.

1.7 THE LIMITATIONS OF THE SCIENTIFIC METHOD

Many people assume that science is unlimited and can correctly answer any 

question or problem in nature. Sometimes scientists themselves are at fault for 

perpetuating the idea that science is all knowing and powerful. While the process of 

scientific inquiry can explain a lot of phenomena in the natural world, like all human

110 M. Whittle, “Ultrasonographic soft markers of fetal chromosomal defects. Detecting them may do 
more harm than good.” BMJ, 314 (1997) 918-919.
111 K. M. Biglan, R.G. Holloway, “Surrogate endpoints in Parkinson’s disease research,” Curr Neurol 
Neurosci Rep , 3 (2003) 314-320.
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strivings it has its limitations. Science can be defined as knowledge derived from 

observation, study, and experimentation.112 This definition outlines the limits of 

science. Science is limited to what can be observed, measured, experimented with 

and reproduced. If anything interferes with the gathering of reliable data, then the 

likelihood of correctly evaluating a hypothesis diminishes. Amongst the things, 

which can interfere with the correct implication of the scientific method, are: 

inaccurate observations, not enough experimentation, lack of reliable measurements 

or data, lack of controls and human biases'13

Shanner points out however, that although science is one of our better forms 

of gaining knowledge, the scientific method contains a distinctive flaw: ‘it is 

inductive rather than deductive’.114 The hypothesis testing method ‘intuits’ 

conclusions after observing several cases rather than deducing specific conclusions 

from known truths. These inductive conclusions then, become assumptions that 

ground future hypotheses and study designs. Accordingly, the scientific method can 

make mistakes by failing to observe enough cases of sufficient diversity before 

drawing conclusions: by hypothesizing from assumptions that turn out not to be true, 

or simply by choosing the wrong conclusion from several that might explain the data. 

The limitations of the scientific method open the door to frequent revision of what we 

claim to know.115

112 Resource for students o f Biology and Philosophy, Ethics / Biology Link, the limitations o f the 
scientific method, hnp:/Av\vw.coc.cc.ca.us/deparimenis/Philosopliv/ermniIimitsofSCI.htmI. viewed on 
23-10-2003, p. 1-3
113 Ibid.
114 Laura Shanner, “Alternative knowledge’s, alternative healing: What justifies the label standard?” 
Health Ethics Today, 11(2000) 1-3. See also T. Caulfield, “ Physicians, alternative medicine and the 
duty o f informed consent,” Health Ethics Today 11 (2000) 1-4.
n5Ibid.
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Even without constant upgrading the scientific method faces some important 

limitations that challenge the difference between ‘standard’ or science based 

treatments and ‘complementary’ non-scientific approaches. Science can only answer 

the question that is asked. An absence of scientific information does not constitute 

proof or disproof, but merely a gap in an enquiry. These limits and gaps take many 

forms, creating openings for ‘non-standard’ approaches to fill. Women’s health for 

example (except for Obstetrics) has traditionally been understudied, leading to a lack 

of information about alcohol metabolism, cardiovascular disease, and other processes 

that were assumed to be identical to those of male bodies.

Outcome measures as observed by Howard Brody sometimes makes the 

measurable drives out the important.116 The question arises as to how important is the 

patient’s perception of feeling better, worse, or ‘not quite right’ especially if no 

objective data confirms the status of the patients health? To an ‘alternative’ 

practitioner the self report often opens other avenues for relief even if a more specific 

cause is not further understood. The patient’s perception of feeling better even 

without objectively measured improvement of metabolism or function is also deemed 

more important in ‘alternative’ approaches. All healing approaches seek similar 

outcomes: to relieve suffering, to improve function and where possible to cure illness 

or disability. We now have a better understanding of bodies and healing in which the 

lines between ‘standard’ and ‘alternative’ approaches will shift. The possibility of a 

paradigm shift will make us reconsider many taken-for-granted ‘truths’ in search of 

greater genuine knowledge.117

'""Howard Brody, Philosophic Approaches, in: Miller & Crabtree (eds.) Using Qualitative Methods. 
Iitip://wu \\ .phen.al).ca7iimlcrials/lict/hci I l-03a,lnml accessed on 23-10-2003. See also Howard Brody, 
Stories o f  sickness (Oxford: Oxford University Press, 2002) 1-312.
117 Ibid. See also, A. Sen, “Health: perception versus observation,” Editorial, BMJ, 324 (2002) 860-861
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Psychology has also taken issue with the notion of the subjective-objective 

divide: between humanistic and behavioral schools of thought. Behaviorism has been 

too dismissive of the mind and has attended only to outward behavior. Psychology, as 

the behaviorist views it, is a purely objective, experimental branch of natural science, 

which needs introspection as little as do the sciences of chemistry and physics. At 

variance with this view, there arose the humanist movement in psychology, which 

was influenced by existentialism and its view that individual experience was 

paramount. Man could not be seen as some kind of biological automaton, passively 

controlled by the forces of the physical world. Thinkers (such as Dilthey, Brentano 

and Husserl) argue that since human beings are different in kind from objects in the 

physical world, they require different methods.

This controversy is particularly incisive in the arguments concerning the 

mind-body problem. The neuro-scientific discoveries may eliminate the last remnants 

of the mental as all aspects of the mind may be explained in terms of neurobiology.

At variance with these suggestions are those who argue that human consciousness and 

subjectivity are more than merely the secondary off shoots of brain activity. Mental 

life cannot be reduced to matter. Important aspects of being human, such as the need 

for meaning and value, and the notion of free will, cannot be accounted for by a 

purely materialist philosophy. While some may agree with Horgan when he 

concludes that the mind-body problem is a mystery beyond our capacity to solve, 

these findings are not just of scholarly interest; they influence clinical practice and 

affect how doctors view patients.118 A physicialist doctor will see his patients as

118 J. Horgan, “The undiscovered mind: how the brain defies replication, medication and explanation”
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dysfunctional and prescribe physical interventions such as: drugs, ECT, or 

psychosurgery. A doctor at the other end who holds that human experience cannot so 

easily reduced to brain biology, may be more likely to emphasize talking. However 

Havens in his discussion of the different models used in psychiatry contrasts the 

objective-descriptive mode with the existential approach. In the objective-descriptive 

model the doctor is trying to obtain signs and symptoms in order to make a diagnosis 

whereas in the existential approach the focus is on how the patient feels.119

There is evidence now that intensive, multidisciplinary and bio-psychosocial 

rehabilitation with functional restoration reduces pain and improves function in 

patients with low-back pain. Using this strategy for pain relief the doctor can become 

a more effective healer and counselor for the patient. Modern distractions such as 

technology, litigation, and disability compensation have interfered with the ability of 

doctors to meet their patient’s needs. If doctors are to be more effective managers of 

problems such as low-back pain they must rediscover their ability to help their 

patients cope with illness and suffering.120 The importance of the patient’s views are 

now recognized. The influence of existential thought can be traced to the present day 

with the rise of narrative based medicine, which suggests that the patient’s history 

should be seen as a story unique to the individual. By telling his or her story the 

patient attains meaning and understanding of personal misfortune. The current 

revival of interest in the humanities also stresses the limitations of the traditional 

disease model and hopes to demonstrate that the arts can help clinicians to come to a 

deeper understanding of their patients and lead to ‘whole -person understanding’,

Am J Psychiatry 159 (2002) 333-334.
119 T U ’jIbid.
120

J Guzman, R., Esmail, K. Malmivaara, E. Ervin, C. Bombardier. “Multidisciplinary rehabilitation 
for chronic low-back pain: systematic review”. BMJ, 322 (2001) 1511-1516.
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rather than seeing them as signs and symptoms.121 The humanities, as expressed in 

art, literature, drama and music, are expressions of human creativity; they reflect 

human joy and sorrow, and human celebration and reflection. Part of what it means to 

be a complete human being is to participate in some form of artistic activity, either as 

a spectator, reader, or viewer. Understanding this will help doctors to remember the 

purpose of their own art: to enable people to participate fully in life unhampered as far 

as possible by illness and disability. 122To over emphasize the application of science to 

medicine at the expense of the world of values as represented by the humanities 

would be in error, and represent a devalued practice of medicine. Greenhalg aspired 

to the reconciliation of the narrative approach with the biomedical one. Similarly, 

Eisenberg referring to the notion that psychiatry had a tendency towards the mindless 

and brainless has quite rightly argued that a balanced view should be adopted by 

integrating the neurobiological with the social and psychological. If this can be

* * 123achieved then the objective-subject divide could be abandoned.

Having reviewed the scientific basis for the practice of medicine, I now 

propose to explore the medical model, evidence based-medicine (EBM) as applied to 

patients at the present time. I will argue that EBM in itself is insufficient when it 

comes to the relief of pain and suffering. More is needed. I will further argue that a 

more holistic approach to the treatment of pain and suffering will consider the 

biological, psychological, and social aspects of pain and suffering, as well as the 

existential and spiritual aspects. This can lead to whole person care.

121 M. Evans, D. Greaves, “Exploring the medical humanities” BMJ, 319 (1999) 1216-1216170R. Gillon, “Welcome to Medical Humanities, and why,” Editorial, JMed Ethics 26 (2000) 155-156.
123 T. Greenhalg, Narrative based medicine in an evidence-based world, in Narrative-based Medicine 
(eds.)T. Greenhalg and B. Hurvvitz (London: BMJ Publishing Group, 1998) 247-265. See also L. 
Eisenberg, “ Is psychiatry more mindful or brainier than it was a decade ago?” British Journal of 
Psychiatry,116 (2000) 1-5.
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1.8 EVIDENCE BASED MEDICINE

Sackett et al. give a detailed description of evidence-based medicine (EBM ) 

as practiced today. It is achieved by integrating individual clinical expertise with the 

best available external clinical evidence from systematic research.124 An integral part 

of EBM depends on the proficiency and judgment that individual clinicians acquire 

through clinical experience and clinical practice. Through the expertise of clinicians 

and the availability of up-to-date evidence especially from patient centered research 

the doctor has at his disposal evidence, which enables him, to arrive at a diagnosis 

with greater accuracy and precision than before. The range of tests available to him 

include clinical examination, the power of prognostic markers and the efficacy and 

safety of therapeutic, rehabilitate and preventive regimes. Previous accepted 

diagnostic tests and treatments may be invalidated and replaced by new more 

powerful, more accurate and more efficacious tests. The authors conclude by stressing 

the importance of using both individual clinical expertise and the best available 

external evidence, neither alone is enough.125

Yet, there exists a gap between empirical evidence and clinical practice.

Tonelli points out one aspect of this gap: that is the part that requires the consideration 

of values, in arriving at medical decisions.126 There is another gap due to the fact that 

the empirical evidence is not directly applicable to individual patients and the 

knowledge gained from clinical research does not directly answer the primary clinical

124D.L. Sackett, “Evidence based medicine; what it is and what it is isn’t.” BMJ, 312 (1996) 71-72.
I25lbid.
126M. R. Tonelli, “The limits of evidence based medicine,” Respir Care, 46 (2001) 1440-1441
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question: what is best for the patient? To overcome the intrinsic gap clinicians need to 

incorporate knowledge from five distinctive areas in each medical decision: 1) 

empirical evidence, 2) experiential evidence, 3) physiological principles, 4) patient 

and professional values, 5) system features. The relative weight given to each of these 

areas is not predetermined, but varies from case to case.127 Bensing agrees with 

Tonelli concerning the limits of EBM. He points out that this approach neglects the 

uniqueness of patients, their individual needs and preferences, as well as their 

emotional status as relevant factors in decision making.128 The idea of patient- 

centered medicine has also been overlooked. This phenomenon is basically a 

humanistic, bio-psychosocial perspective, combining ethical values ‘on the ideal 

physician with psychotherapeutic theories on facilitating patient’s disclosure of real 

worries and negotiations theories on decision making. It’s focus is on patient 

participation in clinical decision making by taking into account the patient’s 

perspective, and turning medical care to the patient’s needs and preferences. This 

approach has an ideological base and is more developed here than its evidence base. 

Modern medicine today needs both the ideological and evidential based knowledge 

and the hope is that both of these paradigms would be brought together, exchanging 

ideas and principles from which eventually, will emerge the best possible medical

129care. A holistic medical model, which I am promoting in this thesis would 

encompass the needs of the patient as a whole person, emotional, social, spiritual and 

physical. EBM would be an integral part, together with other therapies and skills, 

distinguished by an existential focus directed to and caring for the patients’ lived

127 Ibid.
128 J. Bensing, “Bridging the gap, the separate worlds of evidence-based medicine and patient-centred 
medicine.” Patient Educ Couns 42 (2000) 295-296.
129 Ibid.

45



experience in such a way that science can be applied therapeutically. Rather than 

medicine’s art being a part of a culture of medical science, science can only play its 

part if doctors are competent practitioners of the art of medicine.

The case against the use of evidence-based medicine has been stated by 

several authors. Hampton is unhappy because he believes that a doctor needs to have 

the freedom to treat an individual patient in the way he believes best.131 Furthermore, 

in the real world of individual patients with multiple diseases being treated with 

different drugs, the application of EBM here is extremely difficult. He reiterates his 

belief that good practice still requires clinical freedom for doctors.132 Williams and 

Garner are concerned with EBM as an approach to psychiatry. Hampton agrees with 

others doctors who are now critical of the emphasis on “the evidence” leading to 

constrained critical practice. According to Williams and Garner sources of evidence 

are limited and the psychosocial aspects of medicine are neglected in this process. 

Furthermore, too great an emphasis on EBM oversimplifies the complex and 

interpersonal nature of clinical care.133 Harari is at one with Williams and Garner and 

also has reservations concerning the inadequacy of empiricism as a scientific 

foundation for evidence-based approaches to psychiatry.134 A failure to recognize 

both the limitations of empiricism in science and the conceptual richness of alternate 

formulations that accord more closely with the complexity of psychiatry’s domain 

will result in a naïve model of science and inadequate understanding of the limitations

1311 A. Wrsop, “Art, science, and the existential focus of clinical medicine.” J Med Ethics: Medical 
Humanities 28 (2002) 74-77.
131 J. R. Hampton, “Evidence-based medicine, opinion-based medicine, and real world medicine.” 
Perspect Biol Med 45 (2002) 549-568.
132 Ibid.
133 D. D. Williams, J. Garner, “The case against “ the evidence”: a different perspective on evidence- 
based medicine. ” Br J Psychiatry 180 (2002) 8-12.
134 E. Harari, “ Whose evidence? Lessons from the philosophy of science and the epistemology of 
medicine” AUSTNZ J Psychiatry 36 (2002) 724-730.
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of ‘evidence’ that guide the training, clinical practice and research in the profession of 

medicine. The consequences will be the intellectual, clinical, and ethical 

impoverishment of Psychiatry.135

1.9 CONCLUSIONS

Chronic uncontrolled pain is a worldwide problem and pain and suffering is 

prevalent in society today. Historically, by the 19* century pain relief became the 

domain of science and physician scientists discovered that opium, morphine, codeine 

and cocaine could be used to treat pain. These discoveries led to the development 

of aspirin, which remains in use as a painkiller today. Pain has been described as and 

unpleasant sensory and emotional experience, but it is more than that, it includes 

perception and subjective interpretation of the discomfort. Both conscious and 

unconscious responses together with sensation and perception, including emotional 

response add further to the concept of pain. When it was discovered in the 1980’s 

that pain repressed the immune system and could indirectly promote tumor growth, 

the stark phrase, pain can kill, was used to describe it.

Suffering means to undergo, experience, or be subject to loss, pain, grief, 

defeat, and change. Suffering responds as a perceived threat to the integrity of the 

self, helplessness in the face of that threat and exhaustion of psychosocial and 

personal resources for coping. Suffering threatens the intactness of the person as a 

complex social and psychological entity. Patients who experience sustained 

unrelieved pain suffer because pain changes who they are. At a physiological level,

135 Ibid.
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chronic pain promotes an extended and destructive stress response characterized by 

neuroendochrine dysregulation, fatique, dysphoria, myalgia and impaired mental and 

physical performance. This constellation of discomforts and functional limitations 

can foster negative thinking and create a vicious cycle of stress and disability.

Patients suffer when this cycle renders them incapable of sustaining productive work, 

a normal family life and supportive social interactions.

An objective view of patient care which characterizes the current dominant 

medical model is problematic because it causes a subjective/objective divide. This 

objective view values hard data and problems arise when the doctor looses sight of 

the patient as a human being. The presumption, in this medical model is that the 

practice of medicine is the application of a scientific value neutral truth is being 

challenged. Moreover practices vary widely between different medical communities 

and, neither evidence from randomly controlled trials nor observational methods can 

dictate action in particular individual circumstances, hence the limitation of this 

approach.

Technology provides the physiological, biochemical, and bi-molecular entities 

that are applied in defining disease. Technology constitutes the signs, markers and 

endpoints that define disease, and provides a complexity of devices, methods and 

organization applied in purposeful activity. Technology today is integrated into 

modern medicine, it influences healthcare and the concept of disease, and it has the 

ability to reduce disability and improve quality of life, despite its limitations. It’s 

potential is considerable. However, with ever-increasing technological interventions, 

the possibility of objectifying the patient increases, and the provision of holistic care
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for the patient as a whole human being, may be bypassed, especially where pain and 

suffering is concerned.

Pain and suffering is prevalent in our society today despite the current 

available therapies. A brief history of pain outlines the discovery that the brain is the 

central organ involved and that the spinal cored facilitates the transmission of pain to 

the brain. This knowledge in turn precipitated the search for pain relief, which would 

reduce suffering. Many plant extracts were used and the most potent of these, opium, 

came from the poppy flower. Endorphins, which are similar compounds to opium 

have receptors throughout the nervous system and opium based drugs like morphine 

form much of the basis for the drugs used to treat pain and alleviate suffering, today. 

This knowledge in turn led to the development of aspirin and developments in 

anesthesia led to pain free surgery. Further studies have outlined the chain of events 

leading to pain and the impact it has on the individual, the sick and the elderly. The 

differences between pain and suffering have been explored showing that suffering can 

include pain but it is by no means limited to it. Suffering is a broader state that 

encompasses more dimensions than pain and has potential causes of which pain is 

only one. Not all pain causes suffering and not all suffering is expressed as pain.

This distinction needs attention.

Evidence-based medicine (EBM) provides the clinician with the best available 

external clinical evidence from systematic research. The combination of EBM with 

clinical experience means that the clinician has at his disposal a range of tests, 

prognostic markers and preventive and rehabilitative regimes. This means that the 

doctor can diagnose his patient’s condition and reach a decision concerning the
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appropriate treatment with greater accuracy than before. Reservations have been 

voiced against the exclusive use of EBM. It has been suggested that there are gaps 

between empirical evidence and clinical practice where the consideration of values is 

concerned. There is also a shift away from the care of the individual patient to the 

care of populations. Furthermore the complexity of clinical judgment is no longer 

appreciated. Further reservations have been cited concerning the uniqueness of the 

individual patient and the neglect of the patient-doctor relationship. This means that 

medical decision making no longer takes account of the patient’s needs and 

preferences. Some patients may have more than one illness, and already are treated 

with several different drugs. Concern has also been expressed about the exclusive use 

of the EBM approach in the field of psychiatry. This can lead to the neglect of the 

psychosocial aspects of medicine and the complexity of psychiatry’s domain. In the 

light of these expressed concerns regarding the current medical model that in order to 

treat patient’s pain and alleviate suffering, it is necessary to go beyond the medical 

model to a more holistic model of care. This would take into account the limitations 

of the scientific method and the benefits of whole person care dealing as it does with 

the intangibles of mind-body relations. Moreover a holistic medical model is strongly 

patient oriented. It attends to the whole person, body, mind and spirit. In the 

following chapter 1 argue, by means of scientific research studies, the overall positive 

relationship between spirituality and healing, with a view to providing a scientific 

basis for my argument in favor of a holistic medical model.
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CHAPTER TWO. SCIENTIFIC RESEARCH REGARDING 

SPIRITUALITY AND HEALING: A HOLISTIC APPROACH

2. 1 INTRODUCTION

Issues of spirituality and health are part of each persons search for the truth 

about self, and the meaning and purpose of life. Finding meaning, purpose and hope 

has the capacity to nurture individuals in their suffering. All patients have a right to 

spiritual care and healing regardless of their belief systems, culture or creed within the 

context of spirituality.136 The scientific world of medicine is now beginning to take 

the spiritual world of faith seriously, while science does not seek to determine what 

faith is. It accepts faith as a given. After releasing the findings of extensive research 

into the relationship between faith and a healthy immune system, Harold Koeing 

stated “We are not trying to prove that there is a higher power. But maybe believing

1 'K'l • •in that higher power could be an important key to people’s health.” What scientists 

are beginning to study is the power of the very act of believing in itself. Making an 

act of faith in God, or in God as you conceive God, or in a ‘higher power’ is now seen 

as being beneficial for the whole immune system.138

In this chapter I will explain the necessity of moving beyond the current 

medical model in order to meet the needs of patients in the face of pain and suffering.

I will be proposing a holistic medical model of care, where the current medical model

136 C.J. Smucher, “Nursing, healing and spirituality.” Complement Ther Nurs, Midrifery, 4 (1998) 95- 
97. According to Smucker nurses are healers primarily through the caring relationships they form with 
the patients. In response to the patients unique experience, compassion, care, and other humanistic 
qualities of the medical staff help to create a healing environment
137 H.G. Koeing, The healing power of faith: science explores medicine’s last great frontier (New 
York: Simon and Shuster, 1999) 222.
138 J. McManus, Healing in the spirit (Spain: Redemptorist Publications, 2003) 6-7
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is supplemented by methods of care, which take account of the whole person. In the 

holistic medical model I will be recommending especially a spiritual component, 

which has been shown by medical research, to complement the current medical 

model. I propose to demonstrate how medicine and spirituality find common ground 

for the healing and wholeness of life. I will describe what holistic care means and 

show how patients can be helped to mobilize vast resources within themselves, 

encompassing their hopes, dreams and will to live, together with other coping 

strategies which enhances their conventional treatment in dealing with their illness, 

pain and suffering.

Incorporating spirituality in medical practice has been shown through 

biomedical research to enhance medical treatment from many perspectives: 

relationship with God; the provision of meaning and a reason for existence; the 

benefits of having faith, hope, love and forgiveness; the powerful effects of 

compassionate care and interaction with supportive others; appreciating wholeness 

through healing; the benefits of a healing environment; the provision of an 

interpretive framework; enhanced health outcomes and quality of life. In this chapter 

therefore I provide a review of research studies, which demonstrate the significant 

relationship between spirituality and illness. I will first define the term ‘spirituality’ 

and show how the transcendent can be experienced in and through the practice of 

medicine and personal relationships. I will show how self-transcendence gives 

integrity and meaning to life and the value of elements such as faith, hope and 

compassion to the healing process. Next, I will discuss spirituality and healing. I will 

demonstrate how the conventional medical model, with its focus on disease, does not 

take account of self-healing and wholeness, and that this limitation prompted the rise
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of complementary therapies. I will show how a holistic medical model can be 

beneficial to the restoration of healing and wholeness to the sick.

The importance of hope for the terminally ill will be pointed our in this 

discussion I will mention interventions, which can assist the distressed: such as 

listening, empathy, and religious practices. I will stress the importance of patient- 

oriented holistic care to address the totality of the patients’ relational existence. I 

will point out the relationship between depression, hopelessness and desire for 

hastened death. I will show how faith in God sustains the distressed. Finally I will 

show the sequence of events, which follows an individual sense of worthlessness, and 

incapability. There is a need to counteract suffering in these vulnerable people.

In light of current research findings while I acknowledge some conflicting evidence, I 

will be promoting a patient oriented, holistic medical model, which emphasizes a 

viewing of the patient as a whole person, not as a disease, and a patient-centered style 

of communication, where the patients’ narration of events (the personal history) is 

central in coming to terms with their illness. Ultimately I conclude that the main body 

of research provides substantial evidence for the benefits of spirituality in the practice 

of medicine.

2.2 HOLISTIC CARE

Holistic care is based on the premises that there is a balance between body, 

mind and spirit, is important for well-being, each of these is interconnected and that 

each effects the others. Human spirit is considered the essence of being and is what
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motivates and guides us to live a meaningful existence139 Holistic medicine is broadly 

defined as those healing practices and beliefs lying outside the practice of scientific 

western biomedicine. Holistic medicine is understood as providing complementary 

and traditional medical practices. Holistic medicine in addition to its role in dealing 

with illness is also dedicated to the achievement of good health through preventative 

measures. A holistic method views the diverse causal agents in disease and the 

interaction of physical, mental, emotional, spiritual, environmental and social factors. 

A multidimensional approach is used, and illness is understood as a disturbance of the 

unified functioning of the whole and not just an isolated cause or effect whilst health 

is the sound functioning of the whole. The reasons for the resurgence of popularity in 

the Western world includes: the limitations of the conventional scientific medicine in 

treating illness, the increasing dissatisfaction with conventional medical care, the 

increased responsibility and control individuals are taking in disease prevention, 

health and well-being, health education and greater interest and belief in the 

connection between mind and body, as well as personal preference.140

In whole person care the aim of the doctor is to empower and support patients 

and their illness in order to help them maximize their health and deal with the 

psychological, emotional, social and spiritual aspects of their illness. This whole- 

person healthcare for Sheldon arose as a result of his early experience as a General 

Practitioner when he discovered that he had to deal with real people: their 

relationships, anxieties and fears. He found himself spending little time evaluating 

disease because he was so busy trying to deal with the actual person. He had to learn

139 A. Narayanasamy, P. Clisset, L. Parumal, D. Thomson, S. Annasamy, R. Edge, “Responses to the 
spiritual needs of older people” J  Adv Nurs, 48 (2004) 6-16.
140

A. Williams, “Therapeutic landscapes in holistic medicine,” Soc Sci Med, 46 (1998) 1193-1203.
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some sociology and psychology on the job as well as how to counsel and listen to his 

patients and care for them. He wondered if he was trained to be a GP, and felt he 

needed more training. However he persisted, and went on to develop whole person 

care.141

The holistic medical model, which I will be promoting includes the current 

medical model, evidence-based medicine (EBM), which has been described as 

integrating individual clinical expertise with the best available external clinical 

evidence from systematic research. An integral part of EBM depends on the expertise 

and judgment that individual clinicians bring to it through clinical experience and 

clinical practice.142 Through the expertise of clinicians together with the availability 

of up-to-date evidence, the doctor is enabled to arrive at a diagnosis with greater 

accuracy and precision than before. The range of tests available to him include: 

clinical examination, the power of prognostic markers, and the efficiency and safety 

of therapeutic, rehabilitative and preventive regimes. Previously accepted diagnostic 

tests and treatments may be invalidated and replaced by new more powerful, more 

accurate and more efficient tests. The authors stress the importance of combining both 

individual clinical expertise and the best available medicine, neither alone is 

enough.143 Yet, there exists a gap between empirical evidence and clinical practice. 

Tonelli points out that one aspect of this gap: that is the part, which requires the 

considerations of values, both patient and professional prior to arriving at medical 

decisions. There is a gap due to the fact that the empirical evidence is not directly 

applicable to individual patients and the knowledge gained from clinical research does

141 M. Sheldon, “Whole Person Medicine,” Nucleus, (2004) 18-25.
142 D. L. Sackett, “Evidence-based medicine, what it is, and what it is’nt.” BMJ, 312 (1996) 71-72.
143 Ibid
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not directly answer the question: what is best for the patient? To overcome the 

intrinsic gap clinicians need to incorporate knowledge from five distinct areas: 

empirical evidence, experiential evidence, physiologic principles, and patient and 

professional values.144 Bensing agrees with Tonelli concerning the limits of EBM.145 

He points out this approach neglects the uniqueness of patients, their individual needs 

and preferences, as well as their emotional status as relevant factors in decision

making. It also denies the patient the therapeutic effect of being included in 

negotiation and decision-making. The idea of patient-centered medicine is being 

overlooked in this instance and the needs of the patient as a whole are being bypassed. 

This situation is untenable. A more humane holistic model is needed.146 Existential 

holistic group therapy keeps a positive perspective. It addresses the state of the 

person’s wholeness; including, philosophy of life, love, purpose in life and a spiritual 

dimension.147 It also attends to the emotional, and psycho-sexuality. The entities in 

existential holistic therapy hold that everybody has the potential to heal themselves, to 

become loving, joyful, attractive, strong and gifted, which is encouraging for many 

people. It can lead to equally positive emotional experiences, which in turn has the 

capacity to transform lives.148 Furthermore, an existential holistic group can bond 

together leading to a cohesive whole. They become linked in their totality and 

solidarity with each other. Being in a group setting where all participants stand 

together and support each other, can lead to healing.149

144 M. R. Tonelli, “ The limits of evidence based medicine.” Respir Care, 46 (2001) 1440-1441.
145 J. Bensing, “Bridging the gap. The separate worlds of evidence based medicine and patient centred 
medicine,” Patient Educ Couns 39 (2000) 17-25.
146 Ibid.
147S. Ventegodt, N.J. Anderson, J. Merrick, “ Principles of existential holistic therapy and the holistic 
process of healing in a group setting.” Science World Journal 3 (2003) 1388-4000.
148Ibid.
149 Ibid.
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The setting up of a community of caring can foster holistic healing through 

bringing a spiritual dimension into the lives of those who endure pain and suffering. 

This can be set up in a hospital or rehabilitation unit.150 Given a space for meeting, 

this community can come together, and share their deepest feelings, thoughts and 

concerns, and learn new ways of coping. Furthermore the community of care can 

motivate patients into overcoming negative feelings of inadequacy and low self

esteem. They also encourage self-acceptance despite physical trauma and loss. 

Spirituality can be fostered in the sacredness of the time spent together using the 

facilities of physical therapy, rehabilitation and recuperation. In this way 

relationships can be deepened within oneself, others and God. For those who are 

experiencing pain and suffering, time spent together in a group can mobilize their 

inner resources and help them to take responsibility for their healing and recovery.151

Ventegot et al. go further.152 They point out that not only do we need holistic 

medicine, we need it to be spiritual as well in order to involve the depths of human 

existence, encompassing the whole human being. In a study by a group of researchers 

from Denmark, Norway, and Israel, conceptual frameworks in quality of life (QOL) 

were explored. From the groups viewpoint QOL represents an influence on health 

beyond both genetic and traumatic factors, which are in common usage in the current 

medical model. What the researchers are trying to specify are interventions to enable 

clinicians to motivate patients to help themselves. They hope to achieve this by 

mobilizing the vast resources within the patients themselves incorporating their hopes, 

dreams, and will to live.

150 M.B. Durkin, “Pain and suffering: a spiritual dimension and holistic healing” Health Progress 73 
(1992)48-53,70.
151 Ibid.
152 Op. cit.
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This holistic approach to medicine according to Ventegodt et al. needs to be 

further expanded to include human consciousness, scientifically as well as 

philosophically.153 In the light of this evidence concerning the patients potential for 

self-healing, which we hardly know how to mobilize, our healthcare systems need to 

be updated to provide a form of holistic care which could provide a vastly improved 

quality of life.154 Ventegodt and his co-researchers also recommend existential group 

therapy to address emotional aspects of the mind.155 It concerns issues related to 

death, freedom, isolation and meaninglessness. In contrast to psychotherapy 

existential holistic group therapy addresses the state of the persons wholeness.

Entities such as philosophy of life, love, purpose of life and a spiritual dimension. 

Furthermore it attends to the emotional, psychological and the sexual. To this extent 

it covers a wider base than conventional psychotherapy. A further difference between 

the two methods of group therapy is that while psychotherapy is somewhat 

depressing, dealing as it does with the “fundamental human condition” on the other 

hand existential holistic therapy sees life as basically good. The message from 

holistic existential therapy is that everyone has the potential to heal themselves, to 

become loving, joyful, strong and gifted, which is very encouraging for most patients.

Numerous diseases worldwide cause pain and suffering. Cancer is one such 

disease. It is a painful debilitating progressive disease. It is also multidimensional 

and often changes its course. New mutations of the disease challenge current 

treatments. Some infections occur which are resistant to most antibiotics and these 

'superbugs’ prolong the patients’ illness. It becomes evident that a more holistic

153 S Ventegodt, N. J. Anderson, J. Merrick, “ Holistic medicine: scientific challenges.” Scientific 
World Journal, 13 (2003) 1108-1116.
154 Ibid.
155 S. Ventegodt, N.J. Anderson, J. Merrick, “ Principles of existential holistic therapy and the holistic 
process of healing in a group setting.” Science World Journal 3 (2003) 1388-4000.
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form of treatment is necessary. Slowman et al. state that conventional cancer 

treatment may be insufficient to maintain a pain-free quality of life.156 What these 

researchers propose is to incorporate relaxation techniques: involving deep breathing, 

muscle relaxation and imagery into a more holistic care of the patient. These 

recommendations have been made in the light of a study carried out on 67 randomly 

assigned, cancer patients with advanced disease. The adjuvant treatment was carried 

out twice weekly over a three-week period. The test of efficacy was monitored using 

the McGill Pain Questionnaire as well as the Visual Analogue Scale for Pain. These 

measurements were made pre and post treatments. The results showed that there was 

sufficient reduction in subjective pain as well as significant reduction in analgesic 

intake showing a reduced incidence of breakthrough pain. Relaxation exercises in 

addition to conventional treatment, clearly helped to provide comfort and pain relief 

for cancer patients.157 In addition to conventional treatment Cunningham and 

Edmonds propose group psychological therapies for these cancer patients. It is a 

four-step program, which can be provided at a treatment centre. The proposal 

describes adjuvant therapy in the form of psychological help in order to improve 

quality of life (QOL). This adjuvant therapy, which is essentially holistic, would 

include: providing information; emotional support; behavioural training in coping 

skills, psychotherapy of various kinds as well as spiritual existential therapy. This 

raises the relationship between spirituality and illness. In the next section I will 

define the term spirituality and illness and show how the transcendent can be an 

experience in and through the practice of medicine and personal relationships. I will

156R. Sloman, P. Brown, E. Aldana, E. Chee, “The use of relaxation for the promotion of comfort and 
pain relief in persons with advanced cancer.” Contemp Nurse 3 (1994) 6-12.
157 tu-jIbid.
158A. J. Cunningham, C.V. Edmonds, “ Group psychological therapy for cancer patients: a point of 
view, and discussion of the hierarchy of options.” Int J  Psychiatry Med 26 (1996) 51-82.
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show how self-transcendence gives integrity and meaning to life and the value of 

elements such as faith, hope, and compassion to the healing process

2. 3 SPIRITUALITY AND ILLNESS

From the perspective of spirituality, illness has been defined as a holistic 

complex state, incorporating the physical, social, emotional and spiritual component, 

which effects the patient as a whole, thus the person as a whole is affected because, 

man is unique and his nature is a unity not a dualistic composition of physical body 

and spiritual soul, but an entity in which both find expression in the whole.159 

Spirituality may or not be rooted in religious beliefs and practices; which are common 

worldwide. When illness strikes spirituality can become important for coping. The 

term spirituality means different things to different people. The question then arises 

as to what does the term spirituality mean? and what role does it play in coping with 

stress including the stress of pain and suffering in the context of illness?160 Spirituality 

and medicine have a long history in common. For much of that history and for many 

persons and cultures today, the rupture between medicine and spirituality that 

characterizes Western medicine at the brink of the 21st century is a distinct anomaly. 

For Sulmacy, spirituality is defined by a person’s relationship with the 

transcendent.161 Therefore, genuine holistic care must address the totality of the 

patients’ relational experience: physical, social, psychological and spiritual. Only

159K.I. Pargament. “Religious coping reconcidered: an integrated approach,” Journal o f  Psychology 
and Theology 26 (1998) 260-275, see also H.G. Koening, L. K. George, P. Titus. “Religion, 
spirituality and health in medically ill older patients,” J  Am Geriatr Soc 52 (2004) 554-562. See also 
K.I. Pargament, H.G. Koenig, N. Tarakeshwar et al., “Religious struggle as a predictor of mortality 
among medically ill elderly patients: a two year longtitudinal study,” Arch Intern Med 161 (2001) 
1881-1885.
160 Ibid.
1SID.P. Sulmacy, “ Is medicine a spiritual practice”? Acad Med 74 (1999) 1002-1005.
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persons are capable of such relationships. The transcendent can be experienced in 

and through the practice of medicine, which essentially involves personal 

relationships with patients and always raises transcendent questions for patients and 

practitioners.

Spirituality is to be distinguished from religion which is an organized system 

of beliefs, practices, and symbols designed to facilitate closeness to a higher power 

and includes the understanding of ones relationship with and responsibility to others. 

According to Astrow et al. religion is a set of beliefs, practices, and language that 

characterizes a community that is searching for transcendent meaning in a particular 

way usually in the basis of believing in a deity.162 Thus, although not everyone has a 

religion, everyone who searches for ultimate or transcendent meaning can be said to 

be spiritual. Spirituality is the quest for understanding life’s ultimate questions and 

the meaning and purpose of living which often leads to the development of ritual and 

a shared religious community, but not necessarily. Many people may not be formally 

affiliated with a religious tradition or even believe in God, yet still be involved in a 

spiritual quest, seeking meaning in something outside their own personal ego’s.163

Meeting the spiritual needs of patients is part of holistic care. Difficulties 

arise however in the assessment of these spiritual needs due to inadequate definitions 

and conceptual frameworks. For example, it should not be assumed that spirituality is 

synonymous with religion. Adopting this view would lead to difficulties in providing 

individualized care. Reflection on recent literature reveals that the self, others, and

162 A.B. Astrow, C.M. Puchalski, D.P. Sulmacy, “Religion, spirituality and healthcare: social, ethical,
and practical considerations. Am J  Med 110 (2001) 283-287.
163 TU• ,Ibid.
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God provide the key elements within a definition of spirituality, and that other 

emerging themes namely meaning, hope, relatedness /connectedness, beliefs, belief 

systems and expressions of spirituality, can be articulated in the context of these three 

key elements. In particular, it is proposed that the nature of God may take many 

forms, and, essentially, is whatever an individual takes to be of highest value in 

his/her life. It is suggested that the themes emerging from the literature can be 

utilized as a framework to give practitioners and researchers a direction for future 

exploration of the concept of spirituality.164

According to some scholars spirituality is an elusive concept, especially when 

nursing theorists attempt to define it.165 This problem is further compounded by the 

common misperception that the word is necessarily equated with institutional 

religions such as Christianity and Judaism.166 Narayanasamy provides a working 

definition : spirituality is rooted in an awareness which is part of the biological 

makeup of the human species.167 Spirituality is potentially present in all individuals 

and it may manifest as inner peace and strength derived from a perceived relationship 

with a transcendent God/an ultimate reality, or whatever an individual values as 

supreme. The spiritual dimension evokes feelings, which demonstrate the existence of 

love, faith, hope, trust, awe, and inspirations; therein providing meaning and a reason 

for existence. It comes into focus particularly when an individual faces emotional 

stress, physical illness or death. The term spirituality refers to both a lived experience

164 Ibid.
165 A.Oldnall, “On the absence of spirituality in nursing theories and models.” J  Adv Nurse 21(1995) 
417-418, see also A. Narayanasamy, J. Ownes,” A critical incident study of nurses responses to the 
spiritual needs of their patients, J  Adv Nurs 33 (2001) 446-455
166E. Tayler, M. Amenta, M. Highfield. “ Spiritual care practices of oncology nurses.” Oncology 
Nursing Forum, 22 (1995) 31-39.
167A. Narayanasamy, “A review of spirituality as applied to nursing” J Adv Nurs 36 (1999) 117-125. 
See also A. Narayanasamy, P. Clisset, L. Parumal, D. Thomson, S. Annasamy, R. Edge, “Responses to 
the spiritual needs of older people” J  Adv Nurs 48 (2004) 6-16.
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and an academic discipline. For Christians (R.C.), it means ones entire life as 

understood, felt, imagined, and decided upon in relationship to God, in Christ Jesus, 

empowered by the Spirit. It also indicates the interdisciplinary study of this religious 

experience, including the attempt to promote its mature development. From a 

theological perspective the word spirituality as it refers to experience, has an 

interesting history. Originally a Christian term, from Paul’s letters, it was an 

exclusive a Roman Catholic term until the late 19th century. It retained its original 

reference to life according to the Holy Spirit, yet gradually came to mean that life as 

the special concern of “souls seeking perfection” rather than as the common 

experience of all Christians.

While striving to avoid Christian exclusiveness and denominational 

narrowness, virtually everyone discussing spirituality today is talking about self

transcendence, which gives integrity and meaning to life by situating the person 

within the horizon of ultimacy. In a philosophical sense, all humans are essentially 

spiritual and actualize that dimension of selfhood through the establishment of human 

relationships. The religious meaning of spirituality is based on the conception of 

what constitutes the proper and highest actualization of the human capacity for 

transcendence in personal relationships, namely, relationship with God. Spirituality 

then in its religious sense refers to the relationship between the individual and God 

pursued in the life of faith, hope and love. The Christian meaning is a specification of 

religious meaning, indicating actualization of the capacity for self-transcendence that

' 6 8  r u ' jIbid.
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is constituted by the gift of the Holy Spirit, which gives a relationship to God in 

Christ within the believing community.169

Patients and physicians have begun to realise the value of theological elements 

such as faith, hope and compassion in the healing process. Until recently a world 

health organisation (WHO) report has stated that the health professions have largely 

followed a medical model which seeks to treat patients by focussing on medicine and 

surgery, and give less importance to beliefs and to faith, hope and compassion in the 

healing process. In one study 93% of patients with cancer said that religion helped 

sustain their hopes.170 Such figures deserve our attention. Hermann studied nineteen 

hospice patients, using a semi-structured interview.171 The patients were asked what 

meaning they gave to spirituality and what were their perceived needs? Initially, 

participants defined spirituality as relating to God or religion; however as the 

interviews progressed it became apparent that their spirituality was indeed part of 

their whole existence. Furthermore, twenty-nine unique spiritual needs were 

identified and grouped into six themes: need for religion, need for companionship, 

need for involvement and control, need to finish business, need to experience nature, 

and need for a positive outlook. Participants perceived spirituality as a broad concept, 

that may or may not involve religion. Spiritual needs were likewise broad in scope 

and were linked closely to purpose and meaning in life.172 Baldacchino and Draper 

point out that spiritual coping strategies involving relationships with self, others and 

God (ultimate other) or nature were found to help individuals to cope with their

169 .Ibid.
170 L. Culliford, “Spirituality and clinical care.” BMJ, 325 (2002) 1434-1435.
171 C.P. Hermann, “Spiritual needs of dying patients: a qualitative study.” Oncol Nurse Forum 28 
(2001) 67-72.
1̂2 I U - ,Ibid.
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illness and suffering.173 This could be because of finding meaning, purpose, and 

hope, which may nurture individuals in their suffering. This implies that holistic care 

incorporates facilitation of various coping strategies to safeguard the wholeness and 

integrity of the patients.174

Next I will discuss spirituality and healing. I will show how the conventional 

medical model with its focus on disease, bypasses issues of self-healing and 

wholeness, which prompted the rise of complementary therapies. I will demonstrate 

that the addition of these therapies to orthodox treatment can be beneficial to the 

restoration of healing and wholeness to the sick.

2.4 SPIRITUALITY AND HEALING

In recent decades orthodox medicine’s successful focus on specific disease 

interventions has meant relative neglect of self-healing and holism, and from this 

shadow complementary medicine has emerged, with its counterbalancing biases. The 

gap between them is, however, narrowing with the emerging view, backed by the 

study of placebo and psycho neuro-immunology, that to ignore whole person factors 

is unscientific and less successful.175 Almost twenty years ago doctor’s interest in 

complementary medicine surfaced, suggesting major changes in Western medicine 

that seemed unimaginable at the time.176 Indeed complementary medicine may have 

been largely driven by medicine’s main omission, the failure of holism. After training

,73D. Baldacchino, P. Draper, “Spiritual coping strategies: a review of the nursing literature.” J Adv 
Nurs, 34 (2001)833-841.
174 Ibid.
175

J.K. Kiecolt-Glaser, R. Glaser, “ Psychoneuroimmunology: can psychological interventions 
modulate immunity”? J  Consult Clin Psychol 60 (1992) 569-575
176 D.T. Reilly, “ Young doctors’ views on alternative medicine.” BMJ 287 (1983) 337-339
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in complementary medicine, to supplement his knowledge as a general practitioner, 

Reilly stated that his interest in medicine had been rekindled, and that he could now 

see the patient as a whole person and not a biochemical puzzle to be solved.177

The question then arose as to how primary care could deliver its whole person 

perspective and honour a bio-psychosocial perspective in too short consultations with 

rushed doctors whose human contribution, in some cases, is so undervalued it is 

excluded from treatment protocols?178 The back up is a pressured secondary care 

system designed around a mind-body split. A delivery of holism by complementary 

medicine might help but would not cure the system failure. The present evidence 

based treatment guidelines echo the focus on technical treatments for specific 

diseases, ignoring the critical impacts of whole person factors in these diseases. For 

example, in heart disease, we now know that hopelessness accelerates the disease and 

increases mortality. This fact is ignored in guidelines.179 In developing and assessing 

care wc cannot ignore that human caring and interaction is a powerful, creative 

activity with impact, which tools can serve but should not lead. Complementary 

medicine has its own blind spots, and needs to defend its specific interventions, 

undervalues what it has to teach about holism and healing. It has been shown that a 

homeopathic consultation alone has a healing impact before any additional effect 

from subsequent medicine.

177 D.T. Reilly, M. A. Taylor, “Review of the postgraduate education experiment, developing 
integrated medicine: report of the RCCM research fellowship in complementary medicine,” 
Complement Ther Med 1 (suppl. 1) 1993, 29-31.
178 — G.L. Engel, “The need for a new medical model: a challenge for biomedicine.” Science 196 (1977)
129-135.
179S.A. Everson, G.A. Kaplan, D.E. Goldberg, R. Salenon, T. Jukka, “Hopelessness and a four year 
progression of carotid atherosclerosis: the Kupuio ischemic heart disease risk factor study.” 
Arteriorscler Thromb Biol 17 (1997) 1490-1495.
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If the greater emphasis on human care and holism encouraged by 

complementary medicine can result in better outcomes, long-term cost effectiveness, 

and reduced drug use, iatrogenesis, and spirals of secondary care, the question then 

arises as to “how will orthodoxy change to get similar results”?180 One way to 

improve orthodox medicine would be to explore how therapeutic engagement and 

qualities like compassion, empathy, trust, and positive motivation can improve 

outcomes directly in addition to any other intervention used. The next question is 

“can the creation of therapeutic relationship, or a healing encounter, be taught?” Or, 

does medical care need to balance short term analytic quick fix, and technical 

thinking with holistic processing? All of these questions have implications for a 

holistic model of care, and further exploration is required.

Exploration of the human healing process would ask, on multiple levels, “what 

facilitates or disrupts recovery processes in individuals, and with what potentials and 

limits”? Based on clinical care, it would gather knowledge from other places: placebo 

effects, hypnotherapy, psycho-neuro-immunology, psychology, psychosocial studies, 

spiritual practices, art, and complementary medicine, not as ends in themselves but as 

a gateway to common ground in creative change. It needs to be practical, for example 

if fear affects physiology, in say, bronchospasm, what help can we offer other than

j  181 •drugs? In future the question to ask routinely maybe “what is the problem, is there a 

specific treatment, and how do we increase self healing responses?” Next question is 

“show me your evidence?” this requires evidence of effective human care and

180
G. Lewith, D. Reilly. Integrating the complementary. NHS yearbook, 1999 (London: Medical

Information Systems, 1999), 46-48.
181

S.A.Eisenberg, P.M. Lehrer, S. Hochron, “The effects of suggestion and emotional arousal on 
pulmonary function in asthma: a review and a hypothesis regarding vagal mediation.” Psychosom Med 
54(1992) 192-216.
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facilitation of healing and not just data.182 At this point a definition/description of 

healing is required.

Numerous researchers have explored the area of healing. Wendler defines 

healing as an “experiential, energy requiring process in which space is created 

through a caring relationship, expanding consciousness which can lead to a sense of 

wholeness, integration, balance and transformation.”183 Cowling also sees healing as 

appreciating wholeness : the realisation, knowledge, and appreciation of the 

wholeness in life that leads to better understanding and opportunities for action. 184He 

further believes that in the participation of one’s own healing means simultaneously 

healing oneself emotionally, psychologically, physical and spiritually. The process 

needs to include the examination of ones attitudes, memories and beliefs, with the 

intention of releasing all negativity that prevents full emotional and spiritual recovery. 

Thorpe and Barsky agree that self-healing requires a process of awareness and critical 

analysis leading to a new perspective, and acknowledging the need for change so that 

healing can begin.185 All of this requires a paradigm shift beyond the dominant 

medical model.

Most people have an intrinsic spirituality and for many this spirituality

becomes heightened when illness strikes. Spiritual factors can have a considerable

impact on the process of healing either positively or negatively. A strong sense of

spirituality can play a role in prevention, improved outcomes, and in coping skills. A

negative spirituality can hinder the process of healing. An appropriate response is to

ll,: David Reilly, “Enhancing human healing: directly studying human healing could help to create a 
unifying focus in medicine." BMJ 322 (2001) 120-121
183

M.C. Wendler, “Understanding healing: a conceptual analysis” J  AdVN urs, 24 (1996) 836-842
184 W.R. Cowling, “Healing as appreciating wholeness,” Adv Nurs Sci, 22 (2000) 16-32.
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find a model of care where physicians treat the patient as a whole person, addressing 

not only the physical, but also the social, emotional, and spiritual issues.186 Nurses 

have a particular role in this model.187

Marshall et al. have proposed a novel concept of optimal healing environment 

(OHE). Aspects of care such as the quality of the doctor-patient relationship and the 

care of the whole patient, mind/body/spirit and healing versus curing are considered 

as well as the psychosocial factors which may have had an impact on the ill patient, 

are taken into account.188 Research results indicate the possibility of an OHE, to 

renew the healing mission in medicine, reveal new approaches to the patients’ health 

problems and establish the importance of mind/body connection. Finding and 

maintaining balance according to Geffen, is one of the challenges involved in creating 

an optimal healing environment for cancer care. This new addition to the medical 

model promotes awareness, healing, and transformation at the deepest levels of the 

body/mind/spirit for patients and their families and commitment to developing the 

health well-being, awareness and communication skills of medical and other staff 

members. This challenge in creating and directing the optimal healing environment 

with a scientifically based, compassionate approach to healing has provided insights 

for dealing sensitively with cancer patients and their loved ones.189

‘“ Stephen Kliewer, “ Allowing spirituality into the healing process.” The Journal o f  Family Practice, 
53 (2004) 616-624.
187C.J. Smucher, “Nursing, healing and spirituality.” Complement Ther Nurs Midrifery, 4 (1998) 95-97. 
According to Smucker nurses are healers primarily through the caring relationships they form with the 
patients. In response to the patients unique experience, compassion, care, and other humanistic 
qualities of the medical staff help to create a healing environment
188 D.A. Marshall, “Optimal healing environments for chronic cardiovascular disease.” J  Altern 
Complement Med, lOSuppl 1(2004) S147-155.
189

J.R. Geffen, “Creating optimal healing environments for patients with cancer and their families: 
insights, challenges, and lessons learned from a decade of experience.” J  Altern Complement M ed 10 
Suppl 1 (2004) S93-S102
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Another enhanced medical model to provide integrated cancer care (ICC) has 

been described by Block et al.190 This treatment is given to patients under physician 

supervision, with conventional treatments in a healing context and is based on insights 

from research on nutrition, biochemistry, exercise and psycho-oncology. It uses 

evidence based as well as complementary and alternative medicine (CAM) It also 

involves strategies for enhancing treatment as well as side-effect management, and 

methods to reduce treatment resistance. The overall assessment and treatment plan is 

based on wholeness, and it is patient-oriented to cater for individual needs.191 This 

enhanced treatment plan aligns itself well with the optimal healing environment 

(OHE). Within the healing environment patient well-being is fostered, and self-care 

practices are frequently used as therapeutic tools. Development of a healing presence 

among staff and patients are emphasised, as well as health promotion practices are 

standard. Integration of complementary and alternative medicine (CAM) in the 

practice is typical. This integrated cancer care (ICC) goes beyond the conventional 

medical model, deals with wholeness and delivers best medical care possible at the 

present time.192 In the light of the above research I now propose to demonstrate how 

spirituality has clinical relevance and can have an impact on how people cope with 

suffering and illness.

190
K.I. Block, P. Block, C. Gyllenhaal, “ The role of optimal healing environments in patients 

undergoing cancer treatment: clinical research protocal guidelines.” J  Altern Complement Med, 10 
Suppl 1 (2004) S157-S170.
191 Ibid.
192 I h l H
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2.5 SPIRITUALITY, ILLNESS AND HOPE

Researchers in Norway, have documented the phenomenon of hope in 

seriously ill and dying patients.193 These authors also acknowledge the importance of 

dealing with uncertainty, which can be seen as a perquisite for hope. A scheme 

involving three kinds of hope was introduced, a) hope on a daily basis; b) hope 

concerning a possible eternity; c) hope based on unrealistic premises. The difficulty 

lay in assessing how to communicate to patients the best way of expressing hope, and 

how best the physician could help the patient in expressing and reinforcing the 

patient’s hope. Within palliative medicine, treatment involves many aspects of the 

patient’s life. It is directed at treating the physical aspects of the disease, as well as 

the psychological, social, spiritual and existential dimensions of life. There are two 

fundamental questions patients with terminal cancer almost always ask: “will the 

disease eventually cause my death”? And “am I going to experience great pain and 

suffering”? These questions are marked with hope, the hope that there will be little 

pain, which may not only relate to physical pain but to psychological and social pain 

as well.194

The focus on hope is a good example of new emerging data. Hope can be 

seen as a form of trust in the future, and is often part of a religious/cultural matrix. A 

study carried out at the University of Michigan used a self-administered questionnaire 

with 108 women at various stages of gynaecologic cancer in order to understand their 

perspectives on how they handled the disease; 85% of the patients identified

193 -  _
S Kaasa, LJ Materstvedt, Hope. Tidsskrift fo r  Den Norske Laegeforening, (English trans.) 119

(1999) 1313-1315
194 Ibid.
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themselves as having some connection with organized religion, 76% indicated that 

religion had a serious place in their lives, 49% felt that they had become more 

religious since having cancer, and 93% indicated that their religious lives helped them 

sustain their hopes.195 Because of its importance to patients, the authors think that the 

support of hope should be part of the clinician’s expertise. In times of severe 

disabling illness, hope may be mediated through ritual, meditation, music, prayer, 

traditional sacred narratives, or other inspirational readings. Spiritual care in hospice 

skilfully redirects hope towards caring relationships and higher meaning. The hospice 

tradition provides an example of a health care team approach that integrates pain 

relief, emotional and relational well-being, and broadly defined spiritual care. The 

authors recommend that routine inquiry about patient spirituality can be included in 

the initial history and physical examination, and requests for pastoral care could be 

implemented. A study was carried out by Benzein, Norberg and Saveman, to 

examine the meaning of the lived experience of hope in patients with cancer in 

palliative home care.196 Interviews with 11 patients revealed a tension between hoping 

for something, that is a hope of getting cured, and living in hope, that is reconciliation 

and comfort, with life and death. The patients told of their hope of living as normally 

as possible and of their experience of ‘confirmative’ relationships, as dimensions of 

their lived experience of hope. These findings show that hope is a dynamic 

experience, important to both a meaningful life and a dignified death, for those 

patients suffering from incurable cancer.197

195 S. G. Post, Christina M. Puchalski, D. B. Larson, “Physicians and patients spirituality: professional 
boundaries, competency, and Ethics”. Annals o f  Internal Medicine, 132 (2000), 578-583.
196 E. Benzein, A. Norberg, B.l. Saveman, “The meaning of the lived experience of hope in patients 
with cancer in palliative home care." Palliative Medicine, 15 (2001) 117-126.
197 Ibid.
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Religious beliefs and spirituality are important for seriously ill patients, 

because it provides support and comfort which enables patients to cope with and 

endure their pain, suffering and disability. Multidisciplinary research papers now 

attest to the health benefits of those who have spirituality and religious beliefs as part 

of their lives. Koenig et al. examined the effect of religion and spirituality on factors 

such as: social support, fewer depressive symptoms, better cognitive function and 

greater co-operativeness (p<0.1 to p<0.0001). Relationships with physical health 

were weaker.198 Organizational religions activity (ORA) predicted better physical 

functioning, and observer-related religiousness (ORR) and observer-related 

spirituality (ORS) with less-severe illness and less medical comorbidity, all at (p< 

0.05) Patients who categorized themselves as neither spiritual or religious tended to 

have worse self-rated and observer-rated health and had greater medical comorbidity. 

Participants consisted of 838 consecutively admitted patients, over 50 yrs of age, to a 

general medical service. This is the largest and most detailed study reported thus far 

on the religious and spiritual characteristics of medically ill hospitalized patients and 

their relationship to social, psychological and physical health factors. They are 

among the sickest patients that medical practitioners treat and the ones most likely to 

have their coping abilities challenged by illness and disability.199

What is required therefore, is patient-oriented, holistic care. Sulmacy 

proposes a model for research and practice, which expands the bio psychosocial 

model to include the spiritual concerns of patients.200 Patients want to be treated as

198
H. G. Koenig, Linda K. George, Patricia Titus, “Religion, spirituality, and health in medically ill 

older patients.” J  Am Geriatr Soc 52 (2004) 554-562.
199 Ibid.
200Daniel P. Sulmacy, “A biopsychosocial-spiritual model for the care of patients at the end of life.”
The Gerontologist, 42 (2002) 24-33.
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whole persons and in his view the healing professions should meet their needs as 

whole persons. Persons can be considered as beings-in-relationship, and illness can be 

considered as a disruption in biological relationships that in turn effects all the other 

relational aspects of a person. Spirituality concerns a person’s relationship with 

transcendence. Therefore, genuine holistic health care must address the totality of the 

patient’s relational existence, physical, psychological, social and spiritual. Koeing 

agrees with Sulmacy that the spiritual needs of patients must be included in the 

holistic care of patients as whole persons and not as diseases.201 A whole person is 

someone whose being has physical, emotional, and spiritual dimensions. Ignoring any 

of these aspects of humanity leaves the patient feeling incomplete and may even 

interfere with healing. For many patients, spirituality is an important part of 

wholeness, and when addressing psychosocial aspects in medicine, that part of their 

personhood cannot be ignored.

Physical illness is often accompanied by both mental and emotional suffering, 

which is not given due attention in conventional medical practice. A qualitative 

assessment was undertaken by McClain to determine the relation between spiritual 

well-being, depression and end-of-life despair.202 One hundred and sixty hospice 

patients were interviewed, using standardized instruments including: the functional 

assessment of chronic illness therapy / spiritual well-being scale. The Hamilton 

depression rating scale, the Beck hopelessness scale, and the schedule of attitudes 

towards hastened death. Suicidal ideation was based on the results of the Hamilton

201Harold G. Koeing, “Religion, spirituality, and medicine: application to clinical practice.” JAMA, 284
(2000) 1708-1708.
202Colleen S. McClain, B. Rosenfeld, W. Breitbart, “Effect of spiritual well being on end-of-life care,” 
The Lancet 361 (2003) 1603-1607
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depression rating scale. Results indicated significant correlations between spiritual 

well-being, and desire for hastened death (r=0.51), hopelessness (r=0.68), and suicidal 

ideation (0.41). Results of multiple regression analysis showed that spiritual well

being was the strongest predictor of each outcome variable and provided a unique 

significant contribution beyond that of depression and relevant covariates. 

Additionally, depression was highly correlated with desire for hastened death in 

participants low in spiritual well-being (0.40, p<0.0001). These results indicate that 

spirituality is an important part of wholeness and spiritual well-being offers some 

protection against end-of-life despair.

End-of-life despair is not uncommon in patients, diagnosed with advanced 

lung cancer. One hundred such patients were studied by Wenrich et al.203 At interview 

patients ranked faith in God just beneath their oncologists recommendations as the 

most important factors in their decision about treatment. Another cross-sectional 

study administered to Indiana outpatients with advanced cancer found that spiritual 

well being was correlated with quality of life measures. Similarly, 200 of 3212 

potentially eligible patients who were interviewed in a New York palliative care 

hospital were more likely to report end-of-life despair if they also reported unmet 

spiritual needs, including 40% wanting help finding meaning in life, 51% with 

overcoming their fears and 42% with finding hope.204

203 . , _
M. D. Wenrich, J.R. Curtis, D. Ambrozy, J.D. Caraline, S. E. Shannon, P. Ramsey, “Dying patients 
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A further study was undertaken by Breitbart et al, who assessed the incidence 

of depression, hopelessness and desire for hastened death in ninety two terminally ill

• 90Scancer patients. The main outcome measures were scored on the Schedule of 

Attitudes towards Hastened Death (SAHD), a self-report measure assessing desire for 

hastened death. Scores indicated that 17% of patients were classified as having a 

desire for hastened death based on SAHD and 16% of 89 patients met the criteria for 

a current major depressive episode. Desire for hastened death was significantly 

associated with a diagnosis of depression (p<0.001) and hopelessness (p<0.001). In 

multivariate analysis, depression (p<0.003) and hopelessness (p<0.001) provided 

independent and unique contributions to the prediction of desire for hastened death 

while social support (p< 0.05) and physical functioning (p< 0.02) added significant 

but smaller contributions. Results show that desire for hastened death among 

terminally ill cancer patients is not uncommon and depression and hopelessness are 

the strongest predictors of desire for hastened death. Interventions addressing 

depression, hopelessness and social support appear to be important aspects of 

palliative care for these cancer patients.206

Wenrich et. al. also studied the emotional needs of dying patients and whether 

physicians helped or hindered these needs.207Twenty focus groups were held with 137 

individuals comprising: patients with chronic or terminal illnesses, family members, 

health care workers and physicians. Content analysis was performed based on
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grounded theory. Emotional support and personalization were 2 of 12 domains 

identified as important in end-of-life care. Components of emotional support were: 

compassion, responsiveness to emotional needs, maintaining hope and a positive 

attitude, and providing comfort through touch. Components of personalization were: 

treating the whole person, and not just the disease, making the patient feel unique and 

special, and considering the patients social situation. The results indicate that 

although the levels of emotional support and personalization varied, there was a 

minimal level, defined by: compassion, and treating the whole person not just the 

disease, that physicians should strive to meet in caring for all dying patients.208

The impact of illness on the patients self image is also an area of importance 

to a patient-orientated approach to medicine. Stradmark has studied different 

dimensions of ill health based on individual experiences.209 Twenty five individuals 

were given an in-depth interview using a philosophical / phenomenological method. 

The findings showed that the essence of ill-health is powerlessness, which comes 

from a self-image of worthlessness, a sense of being imprisoned in one’s life 

situation, as well as emotional suffering. This individual views himself/herself as 

worthless, based on societal norms, attitudes and human models. A sense of 

incapability and worthlessness cause the individual to distrust her/himself and others. 

He/she is imprisoned in her own life situation due to limited choices and ability. Such 

a situation gives rise to apathy. Destructive feelings of alienation, anguish, shame and 

guilt take over, and the individual’s autonomy and existence are threatened. As a

208 Ibid.
209 _ „

M. Strandmark, “111 health is povverlessness, limitations and suffering.” Scand J  Caring Sci 18 
(2004) 135-144.
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consequence stigmatisation ensues and the patient suffers.210 These vulnerable 

patients have unmet needs. They need human support and increased awareness, to 

live in the present, in a society, which takes heed of disability. These interventions are 

required to counteract the apathy and suffering of these patients. What is required is a 

paradigm shift, to a patient-orientated holistic medical model, which includes a 

spiritual component, which I am promoting in this thesis.

2.6 SPIRITUALITY, CLINICAL PRACTICE AND SCIENTIFIC STUDIES

Spirituality, which pertains to ultimate meaning and purpose in life, has 

clinical relevance. Patients are especially concerned with spirituality in situations of

pain, suffering, debilitation, and dying. For some patients, these concerns may be

• • • • 211 taken up entirely within the context of human relations, values and purpose. For

others their resolution involves faith in a higher being in the universe, one that is a

source of reassurance and hope. A recently developed and clinically tested spiritual

well-being scales delineates the term spirituality in broad categories, including such

phenomena as belief in a power greater than oneself; purpose in life; faith; trust in

providence; prayer; meditation’ group worship; ability to forgive; ability to find

meaning in pain and suffering; and gratitude for life, which is perceived as a gift. The

key to emotional coping with serious illness, pain and suffering are frequently found

within the matrix of patient spirituality. Studies indicate that this matrix has clinical

significance because it provides an interpretative framework for many patients coping

210 . . . .Ibid.
211 R.A. Emmons. “Religion in the psychology of personality” Journal of Personality 67 (1999) 874- 
888
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with the stress of illness, pain, and suffering. For this reason, the physicians duty of 

beneficience requires respect for patients spirituality

According to Pulchalski, caring for critically ill patients requires that 

physicians and other health care professionals recognize the potential importance of

• . . .  * * 2 1 3spirituality in the lives of patients, their families, loved ones and their own lives. 

Patients and loved ones undergo tremendous stress and suffering in facing critical 

illness. Spirituality offers people a way to understand suffering and illness. Spiritual 

beliefs can also have an impact on how people cope with illness. By addressing the 

spiritual issues of patients, we can create holistic and compassionate systems of care. 

Mueller et al. reviewed studies examining the association between religious 

involvement and spirituality and physical health, mental health, and health related 

quality of life and other health outcomes.214 They also reviewed articles that provided 

suggestions on how clinicians might assess and support the clinical needs of patients. 

Most studies showed that religious involvement and spirituality are associated with 

better health outcomes, including greater longevity, coping skills, and health related 

quality of life, and less anxiety, depression and suicide. Both Pulchalski and Meuller 

et al. agree that supporting the spiritual needs of patients may assist them in coping 

with suffering and can possibly enhance recovery from illness. Chaplains are 

available in most hospitals to support the spiritual needs of these patients. A holistic 

medical model, which I am proposing in this thesis, places the patients needs at the 

centre of clinical care and practice, and takes into account the whole needs of the

112 Ibid.
213 C. Pulchalski, “Spirituality in health: the role of spirituality in critical care.” Crit Care Clinic 20
(2001)487-504.
214P. S. Meuller, D. J. Plevak, T.A. Rumman, “Religious involvement, spirituality and medicine.” 
Mayo Clin Proc 76 (2001) 1225-1235.

79



patient, physical, emotional, social and spiritual, in other words patient-oriented 

holistic care.

2.7 PATIENT-ORIENTED MEDICINE

Donnolly points out that although the relief of pain and suffering is 

commonly cited as a principal goal of clinical medicine, yet suffering gets very little 

attention in medical case histories except for symptoms or dysfunction which can be 

useful for diagnostic purposes.215 This situation, however, according to Donnelly, is 

changing. The setting up of a patient-oriented record incorporating the patients 

perspective is now included in the medical record. This perspective includes a history 

of present illness, describing the patients sickness and disability, from two different 

perspectives, that of disease and of sickness. Sickness describes the patients’ personal 

situation, sufferings, hopes and fears. To provide a holistic history doctors need to be 

mindful of the goals of medicine and the nature of suffering. Although no published 

studies have yet examined the benefits of taking a spiritual history, there is some 

indirect evidence in support of this practice. Keonig suggests that, first, religious 

practice is one of the most common ways that patients cope with medical illness, and 

it predicts both successful coping and faster remission from depression in medical 

settings.216 Second, religious beliefs have been found to influence medical decisions 

that patients with serious medical illness make. Third, the faith community is a 

primary source of support for many medically ill patients, and social support has been 

associated with better adherence to therapy and medical outcomes. Fourth, based on a 

survey of 1,732,562 patients representing 33% of all hospitals in the United States, it

215W.J. Donnelly, “Taking suffering seriously: a new role for the medical case history.” Acad Med 71 
(1996) 730-737
216H.G. Koenig, “Taking a spiritual history” JAMA 291 (2004) 2881-2881
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was shown that patient satisfaction with the emotional and spiritual aspects of care 

had one of the lowest ratings among all clinical care indicators and was one of the 

highest areas in need of quality improvement. Finally, unmet spiritual needs 

indicated by religious struggles (ie. feeling punished or deserted by God) are a 

predictor of increased mortality among medical patients following hospital 

discharge.217

There are many barriers to obtaining a spiritual history, including lack of time, 

lack of training, worries about imposing religious beliefs on patients, or lack of 

awareness. It is probably most appropriate to obtain a spiritual history when the 

physician is collecting comprehensive information, such as when taking complete 

history of a new patient. Those with terminal or chronic, disabling medical illness 

with whom the physician has an ongoing relationship are ideal candidates. The 

purpose of the spiritual history is to learn how patients cope with their illnesses, the 

kinds of support systems available to them in the community, and any strongly held 

beliefs that might influence medical care. The question of empathy, inevitably arises 

in a patient-oriented approach to medical care. In a recent letter Anfossi and Numico

describe the relevance, in a doctor-patient relationship, of approaching the patient

218with the aim of understanding his innermost personal experience of cancer. They 

also show how important it is to take time to delve deeper into the patient’s life, and 

sharing an episode of her/his life not in direct connection with the clinical course of 

the disease. This way of caring is called empathy. As human science and study 

emphasize, empathy is a necessary dimension of the work of the caregiver (physician,

218M. Anfossi, G. Numinico, “Empathy in the doctor-patient relationship,” Journal o f  Clinical 
Oncology, 22 (2004), 2258-2259.
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psychotherapist, psychologist, nurse or carer) who wants to facilitate a good outcome. 

The effect of an empathic relationship are positive both for the patient and for the 

doctor. It can increase satisfaction, trust, coping skills, and compliance with therapy, 

while also enriching the patient-doctor experience. Furthermore if empathy is 

combined with competence in an appropriate setting, it can protect caregivers from

9 1 Qburn-out and support their therapeutic power.

The issue here is one of communication, between the doctor and the patient. A 

holistic approach to communication considers that the patient, is a human person with 

social, emotional, physical and spiritual entities. Ignoring any of these aspects of 

personhood leaves the patient feeling uneasy and may even interfere with healing. 

Moreover the patient is a human-being-in-relationship: social, biological and 

transcendent. When illness strikes, it disrupts all aspects of relationships. Koenig 

makes the point that patients want to be seen and treated as whole persons, not as 

diseases.220 For many patients, spirituality is an important part of wholeness, and 

when addressing psychosocial aspects in medicine, that part of their personhood 

cannot be ignored. Only a bio-psychosocial spiritual model can provide a foundation 

for holistic care.

Medical science has made progress in the diagnosis and treatment of human 

disease. However, the emphasis on the medical model has created a generation of 

doctors who have communication difficulties in relating to their patients about their 

suffering. The changing pace in the practice of medicine with the emphasis on 

treating and discharging the patient as quickly as possible has placed time constraints

219 Ibid.
220H.G. Koenig, “ Religion, spirituality and medicine.” JAMA, 284 (2000) 1708-1708
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on medical staff due to economic pressures. This disrupts the development of good 

doctor-patient relationships. In order to counterbalance the rational stance of the 

current medical model the inclusion of the emotional, and existentialist concerns of 

the patient must be taken into account. The problem with the current medical model, 

evidence-based medicine (EBM) is that it restricts itself to the physical evidence only 

or places evidence alone at the top of a hierarchy and devaluing any evidence further 

down.221 This method is no longer tenable, a more holistic way of treating patients is 

called for, a widening process that would include philosophical and spiritual issues 

and perspective. Without this component, difficulties arise where issues of human 

suffering are concerned. Communication is an important component of patient-care. 

For a successful consultation the doctor needs to be satisfied that the patients concerns 

had been understood and dealt with. To be effective the doctor must gain an 

understanding of the patients’ perspective on his/her illness. Patients concerns can be 

wide ranging from fear of death, disability, concern for loss of wholeness, grief or 

pain and suffering. Patients’ values and cultural preferences need to be explored.

The patient may benefit from raising his/her concerns in an optimal healing 

environment with a caring doctor who listens to their story. Readiness to share 

quality information, promotes a good patient-doctor relationship, and a good outcome 

from holistic patient care. There is strong evidence linking a number of health 

benefits including good emotional health, having symptoms under control, accurate 

physiological measurements and pain control.222 When the doctor gives clear

221 M.A. Stewart, “ Effective physician-patient communication and health outcomes: A review.”
CMAG 152(1995) 1423-1433.
222 P. A. Barrier, J.T. Li, N.M. Jensen, “ Two words to improve physician-patient communication: what 
else?” Mayo Clin Proc, 78 (2003) 211-14.
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information, together with emotional support, physiological distress is reduced, pain

• ■ 223is reduced and mood and anxiety improve.

The patients accounts of illness have shown that the narration is an important 

way in which patients make sense of their illness, it restores there sense of 

personhood, establishes connectedness and reclaims their illness experience from the 

meta-narrative of medicine. That witnessing and assistance of patients with their 

illness narratives can be a caring practice with significant healing potential. Giving 

priority to the patients’ voice, listening for meaning, rather than facts, provides a 

relationship enabling the patients’ story to evolve. According to Sakalys, the patients’ 

accounts of their own illness can be very important for both the doctor and the 

patient.224 In the patients story a detailed account of their illness is given including 

the disruption caused to the patients self and life. The narration is also an important 

way for the patient to make sense of an illness, and to restore connectedness. Priority 

must be given to the patients’ account of illness, as well as listening for meaning, can 

provide a relationship, which facilitates the telling of the patient’s story. Patients want 

to talk about their worries and concerns, but surveys indicate that this is not 

happening. Spiritual issues may become a central concern for seriously ill patients 

and addressing their concerns can be a key to relieving suffering.225

There is a need to move on from a compartmentalized view that places 

problems of emotional, spiritual or existential kind outside the medical model. The 

medical model needs to be humanised, and be part of patient-oriented holistic care. It

223 D. Roter, “The enduring and evolving nature of the patient-physician relationship” 39 (2000) 5-15
224 J. A. Sakalys, “Restoring the patients voice. The therapeutics of illness narratives.” J. Holistic 
Nurse, 21 (2003)228-41.
225 S. E. Shannon, P. Tatum, “ Spirituality and end-of-life care.” Mo Med, 99 (2002) 571-576.
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follows that a holistic medical model of care needs a broader base for dialogue even 

to a spiritually informed philosophical viewpoint. According to Hauerwas ways of 

being in the presence of suffering seem to stretch the limits of dialogue in the medical 

literature.226 A more inclusive form of dialogue is needed, beyond the language of 

medical science, models and skills.

Patient-centred medicine is basically humanistic, with a bio-psychosocial 

perspective combining the ethical values of the ideal physician, with psycho

therapeutic views on encouraging patients to give an account of their real worries and 

to share in the decision making. The patients’ perspective, ought to be taken into

* 227account and medical care arranged to suit the patients’ needs and preferences.

2.8 CHALLENGES TO THE POSITIVE BENEFITS OF SPIRITUALITY IN 

THE PRACTICE OF MEDICINE

Having presented a strong case in favour of spirituality as an important 

component of a holistic medical model, it has to be acknowledged that, at the present 

time, there is some speculation as to whether it would be feasible to integrate a 

holistic model of care encompassing a spiritual dimension, into mainstream medicine. 

Conflicting reports concerning religion and physical health have also shown that 

while longtitudal epidemiological studies show that religious involvement is shown to 

have a protective effect on health, conversely cross-sectional results show high levels 

of religiosity associated with poorer, not better health since people in crisis sometimes

226S. Hauerwas, Naming the silences: God, Medicine and the problems o f  suffering (Edinburgh: T. and 
T. Clarke, 1990) 106.
227 Jozien Bensing, “ Bridging the gap. The separate worlds of evidence based medicine and patient- 
centred medicine.” Patient Education Counselling 39 (2000) 17-25.
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turn to God for comfort and support.228 King also reported that patients with a 

religious and/or spiritual life view, and expressed strong beliefs were likely to fare 

less well clinically.229 Powell also reported conflicting results. In healthy participants 

there is a strong, consistent, prospective and often graded reduction in risk of 

mortality in church/service attendees. This reduction is approx 25%.230 Religion 

and/or spirituality protects against cardiovascular disease, largely due to a healthy 

lifestyle. However evidence fails to support a link between depth of religiousness and 

physical health. Furthermore, in patients there are consistent failures to support the 

hypothesis that religion or spirituality slows the progression of cancer or improves 

recovery from acute illness. The author concludes that attendance at church/service 

protects healthy people against death.231

Thorenson believes that a healthy skepticism is in order if we are looking for 

associations between religious/spiritual factors and health outcomes.232 One needs 

empirical research and evidence based on well-controlled studies to support these 

claims. Sloan too is sceptical concerning the evidence linking religion/spirituality and 

health.233 He believes that even in the best studies evidence is weak and inconsistent. 

Therefore he believes that it is premature to promote faith and religion as adjuvant 

medical treatments. The question of whether spiritual care and spiritual assessment is 

important for those who care for the sick remains unanswered for some. Draper and 

Me Sherry argue that the suggestion that life has a spiritual dimension may be based

228 E. L. Idler, “ Religion, health, and non-physical senses of self.” Social Forces, 74 (1995) 683-704.
229 M. King, P. Speck, Angela Thomas, “ Spiritual and religious beliefs in acute illness, is this a
feasible area to study?” Social Science and Medicine, 38 (1994) 631-636.
230L. H. Powell, L. Shababi, C. E. Thorenson, “Religion and spirituality. Linkages to physical health.” 
Am Psychol 58 (2003) 36-52.
231 Ibid.
232 C. E. Thorenson, A.H. Harris, “Spirituality and health: what’s the evidence and what’s needed?” 
Ann Behav Med, 24 (2002) 3-13.
233 R. P. Sloan, “ Religion, spirituality, and medicine,” Lancet, 353 (1999) 664-67.
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on a false presumption.234 They point out that many people do not know precisely 

what spirituality means, or may disagree that their lives have a spiritual dimension, 

which suggests that spirituality has significant health benefits and the integration of 

Leatherbarrow he quotes Illich’s landmark work on Medical Nemesis where awe 

inspiring medical technology gave the impression that contemporary medicine was 

highly effective.235 Not so, according to Illich, rather medicine as practiced destroys 

the potential of people to deal with their own human weakness, vulnerability and 

uniqueness in a personal or self-directed way. Behaving in a self directive way can be 

detrimental to some patients if, for example, they disagree with the doctors 

recommendations and refuse to comply for religious reasons. According to Curlin et 

al. this form of conflict may occur in three ways, firstly where there is direct conflict 

between religion and medical recommendation, secondly where conflict is extensive 

and reflects what occurs in the broader society and thirdly where there is medical 

uncertainty where patients choose religion over medicine.236 One solution for this 

dilemma is where the doctor remains open-minded and flexible while advising what is 

best for the patient. Thus medicine and religion integrate and the moral responsibility 

belongs to the doctor and his medical recommendations.

Scheurich, also suggests a negative correlation between spirituality and 

medical care.237 He cautions against placing values on religious / spiritual views in 

medicine, since it runs the risk of offending non-believers and those who belong to 

minority faiths. He believes that a more neutral position as regards

234 P. Draper, W. Me Sherry, “A critical view of spirituality and spiritual assessment.” J  Adv Nurse, 39
(2002) 1-2 .

235 Martin Leather Barrow, “Limits to Medicine. Medical Nemesis,” BMJ, 324 (2002) 923-923
236 F.A. Curlin, C. J. Roach, B. R. Gorawara, J. D. Lantos, M. H. Chin, “When patients choose faith 
over medicine: physician perspectives on religiously related conflict in the medical encounter,” Arch 
Intern Med, 165 (2003) 88-91.
237 N. Scheurich, “ Reconsidering spirituality and medicine.” Academic Medicine, 78 (2003) 356-360.
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religion/spirituality and medicine would be more acceptable, and suggests that a 

philosophical value theory could open up the enquiry and would not offend either 

secular or non secular views.

While acknowledging the reservations expressed by the above researchers 

there is an overwhelming body of evidence to suggest a positive correlation between 

spirituality and healthcare. Seeman takes a positive viewpoint, suggesting that 

evidence supports the hypothesis that links religiosity/spirituality to physiological 

processes.238 This is early evidence from cross sectional studies. More recent 

research with more representative samples and multivariate analysis provides stronger 

evidence linking Judeo-Christian religious practices to blood pressure levels and 

immune function. The strongest evidence comes from randomized trials reporting the 

beneficial physiological impact of meditation. Overall religiosity /spirituality is 

linked to health-related physiological processes including cardiovascular, neuro- 

endochrine, and immune function.

Ellison has looked at the positive influences of religious certainty on well

being and finds that it is direct and substantial.239 He also reports that individuals 

with strong religious faith have higher levels of life satisfaction, greater personal 

happiness and fewer negative psychosocial consequences after traumatic life events. 

The positive influence of existential certainty is especially important for older 

persons. Silvestri et al. looked at the ranking of priorities by patients and care

238 T.E. Seeman, L.F.Dubin, M. Seeman, “Religiosity/spirituality and health. A critical review of the 
evidence for biological pathways.” Am J  Psychol 58 (2003) 53-63.
239C.G. Ellison, “Religious involvement and subjective well-being.” J Health Social Behavior 32
(1991)80-99.

88



givers.240 They ranked faith in God second, whereas doctors placed it last (p<0.001). 

Patients and caregivers agree on factors that are important when deciding about 

patient, treatment, for example lung cancer, but differ substantially from doctors. All 

agree that the oncologists recommendation is the most important. For some, faith is 

an important factor in making decisions about treatment. Koeing agrees, spiritual 

beliefs influence medical decisions that affect health care, it may conflict with 

medical advice and can influence the doctor-patient relationship either positively or 

negatively.241 Support from the patients faith community can help patients’ to cope 

better with life stresses. It may improve earlier detection of disease and can assist 

patients in their compliance with medical treatment. Although these findings are 

important for all patients, they are particularly important for women, the elderly, the 

chronically ill the disabled and certain ethnic groups. Larimore et al. suggest that 

doctors should not deprive their patients of the spiritual support and comfort on which 

their hope, health, and well-being may depend.242

While acknowledging the current debate in scientific research regarding the 

healing benefits of spirituality, the overwhelming thrust of research, is in the direction 

of the benefits of a patient-oriented holistic approach incorporating a spiritual 

component in conjunction with the current medical model, in other words, a holistic 

medical model.

240 G. A. Silvestri, S. Knittig, J. S. Zoller, P. J. Nietert. “Importance of faith on moral decisions 
regarding cancer care.” J  Clin Oncol 21 (2003) 1379-1382.
241H.G. Koenig, “Spirituality, wellness, and quality of life” Sexuality, Reproduction, and Menopause, 2 
(2004) 76-82.
242 W.L. Larrimore, M Parker, M. Crowther, “Should clinicians incorporate positive spirituality into 
their practices?” Ann Behav Med 24 (2002) 69-73.
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2.9 CONCLUSIONS

The current medical model EBM has limitations and neglects the uniqueness 

of patients and their needs as whole persons in dealing with illness, pain and 

suffering. A holistic medical model would include additional therapies to supplement 

the conventional medical model, such as belonging to a group linked in their totality 

and solidarity; belonging to a community of caring, in hospital or rehabilitation centre 

which fosters new ways of coping with illness in the face of trauma or loss.

Existential therapy would deal with philosophy of life, love, meaning, and purpose in 

life, providing both emotional and psychological support. A holistic medical model 

would include a spiritual component, shown to be of benefit to patients, fostering their 

potential for self-healing. A patient-oriented holistic medical model would be 

particularly beneficial to patients who experience pain and suffering due to terminal 

disease like cancer. Additional therapies would include relaxation techniques and 

imagery in conjunction with, in this instance, palliative care, which also fosters 

holistic care of the entire person. Spirituality is potentially present in all people and 

may manifest itself as inner peace and strength derived from a transcendent God. For 

some it is essentially whatever the individual rates to be of highest value in their lives. 

A Spiritual dimension evokes feelings, which demonstrate love, faith, hope, trust, awe 

and inspiration, providing meaning and a reason for existence. It comes into focus in 

the face of serious illness or impending death when all relationships are interrupted. A 

holistic medical model would address the totality of the patients’ relational 

experience, which includes the transcendent. Patients and doctors are now becoming 

aware of the value of theological elements such as faith, hope, and compassion in the 

healing process. In one study 93% of patients said that religion helped to sustain their 

hopes. Hospice patients defined their understanding of spirituality as relating to God
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or religion as well as other needs: needs for companionship, for involvement, to 

finish business, to experience nature; and have a positive outlook, in other words, 

needs closely linked to purpose and meaning in life. A holistic medical model would 

incorporate coping strategies to safeguard the wholeness and integrity of the patients. 

The current medical model would also be part of this holistic medical model.

A holistic medical model with greater emphasis on human care and holism can 

result in better health outcomes and long-term cost-effectiveness. It would 

incorporate qualities like compassion, empathy, and trust, which can promote healing. 

Appreciating wholeness and promotion of self-healing can lead to new perspectives , 

acknowledging the need for change, which means that healing can begin at four 

levels: spiritual, mental, emotional and physical, each level requiring development.

All of this requires a paradigm shift beyond the dominant medical model. A patient- 

oriented holistic medical model in a healing environment promotes awareness, 

healing and transformation at the level of mind/body/ and spirit for the sick and 

suffering. This holistic medical model would combine the current scientifically 

proven medical model with a compassionate approach to healing as well as insights 

from research on nutrition, biochemistry and exercise and for cancer patients, psycho

oncology. This holistic medical model goes beyond the current medical model, deals 

with wholeness and delivers the best possible medical care at the present time.

Research has shown that spirituality has clinical relevance for patients in 

situations of pain, suffering, debilitation and dying. For some patients these concerns 

are taken up in the context of human relationships, values, and purpose, for others 

faith in God or a Higher Power, is a source of reassurance and hope. Clinical studies

91



acknowledge the value of well-being scales where spirituality expresses itself in 

phenomena such as: purpose in life, faith, trust in providence, prayer, ability to 

forgive, find meaning in suffering and express gratitude for life. Emotional coping 

can also be found within the matrix of spirituality. Recent medical literature reports 

that clinicians looking after critically ill patients now recognize that spirituality offers 

patients a way of understanding illness, pain and suffering. It also shows that 

religious/spirituality involvement is associated with better health outcomes, greater 

longevity and health related quality of life, as well as less anxiety, depression and 

suicide. In conjunction with the current medical model the holistic medical model 

that I will be promoting will support the spiritual needs of the patients and place them 

at the centre of clinical care and practice, this corresponds with patient-oriented 

holistic care.

In the face of serious illness, pain and suffering, the quality of the patient- 

doctor relationship is vital for a good outcome for the patient. Research has shown 

that it can lead to better emotional health, symptom and pain-control. When the 

doctor gives clear information, together with emotional support, physiological stress 

is reduced and mood and anxiety improve. For the patient, having an opportunity to 

narrate their account of illness helps them to make sense of that illness: expressing 

their values and cultural preferences, voicing their fears, fear of death, fear of 

disability, loss of wholeness, and grief, pain and suffering. For the doctor, giving 

priority to the patient’s voice, and listening for meaning can be a caring healing 

practice. Other dimensions of care include empathy, especially when combined with 

clinical competence can be enriching for both the patient and the doctor. Taking a 

spiritual history has been shown to be of benefit to patients. It would record the
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patient’s personal situation, how they are coping with their illness, what support 

systems are available to them and any strong beliefs held that might influence their 

decision making with respect to their medical care. Other benefits to patients include 

better coping skills, which can promote faster remission from depression in a medical 

setting. Spiritual support has been shown to lead to better adherence to therapy and 

medical outcomes. Unmet spiritual needs are a predictor of increased mortality 

among medical patients, following hospital discharge.

The current medical model is based on scientific rationalism and is doctor 

centered. The doctor extracts information from the patient, applies the biomedical 

model and instigates treatment. It does not concern itself with healing. It may or may 

not refer an immobilized patient to a rehabilitation centre. This model is insufficient.

It fails to recognize the patient as a human person with social, emotional, physical and 

spiritual entities. Moreover the patient is a being-in-relationship: social, biological 

and transcendent. Ignoring these entities impedes healing and difficulties arise where 

issues of pain and suffering are concerned. There are many reasons why this form of 

hospital care is inadequate. The rapid turnover of patients in acute hospitals hinders 

the development of the doctor-patient relationship, and communication may be 

compromised. Patients may not get an opportunity to express their fears or say how 

their illness impinges on their lives. This has consequences for the critically ill 

patient, in the treatment of pain and suffering. What is missing is a bond of trust 

between the patient and the doctor, failure to recognize the patient as a whole human 

being, and failure to address their emotional, social, spiritual and existential concerns 

their grief, pain and unrelieved suffering. A mechanistic way of treating patients is 

dehumanizing and unethical. The current medical model needs to be humanized, in
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other words to become part of a patient-oriented holistic medical model. A holistic 

medical model would provide a broader base for dialogue to encompass a spiritually 

formed philosophical viewpoint and deal with ways of being in the presence of 

suffering. An ideal mode of care would be holistic, respecting the dignity of the 

person, shared negotiation and decision making, to suit the patients needs and 

preference, in other words, a patient-oriented holistic medical model, especially in the 

face of pain and suffering.

In the next chapter 1 examine two models of medical practice, which are 

holistic in nature. While both are strictly applicable to the context of palliative care 

certain elements of both practices examined can provide for a holistic model of care 

which might be applicable across the broad medical field.
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CHAPTER THREE: THE ALLEVIATION OF PAIN AND 

SUFFERING: THE CLINICAL PRACTICE OF SHEILA CASSIDY 

AND MICHAEL KEARNEY AS MODELS OF HOLISTIC CARE

3.1 INTRODUCTION

Having established the problem of pain and suffering and the unmet needs of 

patients treated by the medical model and the advantages of a more holistic way of 

alleviating pain and suffering, in chapter one; and having analyzed in depth scientific 

studies on the relation between religion/spirituality and well-being in the second 

chapter; in this chapter, I will be dealing with the holistic approach within clinical 

practice of two medical specialists, in the field of palliative care, namely Sheila 

Cassidy and Michael Kearney, taking a thematic approach to their work, I believe 

that lessons can be learned from an analysis their approach, which will be useful for 

the holistic medical model I am proposing. These are two contrasting models of 

clinical practice, within the hospice movement. Cassidy’s contribution to palliative 

care, comes from her unique insight into pain and suffering, firstly as a result of her 

personal experience of torture in Chile, and secondly, through her active listening to 

the terminally ill, and unrelenting efforts in treating and alleviating pain and suffering 

in those facing imminent death. Kearney goes further, in addition to providing 

palliative care he also provides psychological therapy and image-work for distressed 

patients who have difficulties facing imminent death. Both Cassidy and Kearney 

exercise their expertise within the provision of palliative care for terminally ill cancer 

patients. What I hope for is that some of the expertise, therapies, and methodologies, 

as well as insights, which are successful in alleviating pain and suffering in this
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context could be transferable to the wider medical field and used to treat other 

patients who suffer from unrelieved pain and suffering in hospitals, nursing homes or 

in their homes.

Palliative care is essentially patient-centered, holistic and treats the whole 

patient, emotional, social, spiritual as well as physical. What I am proposing in this 

thesis, is the development of a patient-oriented holistic medical model, to alleviate 

pain and suffering across a wide spectrum of medical cases and in the treatment other 

progressive diseases, as well as patient’s traumatized through injury, and many 

inherited debilitating diseases. The expansion of palliative care could lead to the 

development of pain teams in hospitals, and the setting up of outpatient pain clinics 

could assist in the treatment of much chronic pain. The provision of these services 

could become adjuvant therapy to the current medical model and deal with the unmet 

needs of patients both in hospitals and in the community who continue to suffer from 

unrelieved pain, caused by mental, social, emotional, spiritual or physical distress or a 

combination of these.

I will begin with the life and works of Sheila Cassidy, which are relevant to 

the practice of a holistic medical model. After a brief biography I propose to mention 

a number of themes, which emerge during the course of her work, as a doctor, with 

the terminally ill. The first theme I will be dealing with is patient fear. I propose to 

examine the fear, which strikes patients when they learn that they have a terminal 

illness and that death is imminent. The next theme I will be dealing with is 

companionship. I will describe the terminally ill and suggest that they have begun 

their journey towards the end of their lives, where companionship is crucial. In this
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context I propose to deal with religion and /or spirituality which of necessity is part of 

the holistic care of the patient, and also includes transcendence and their struggle for 

wholeness, and meaning in their lives.

One of the most important elements of palliative care is pain control. I will 

introduce Cecily Saunders, who is recognized as the pioneer who introduced the 

concept of “total pain,” and describe how she conducted her research to arrive at 

talking about cancer pain in terms of “total pain.” Next I will discuss hospice and/or 

holistic care for the terminally ill, how pain impinges on all aspects of a patients’ life, 

emotional, physical, psychosocial, and spiritual and state why palliative care requires 

the support of a multidisciplinary team for its implementation. I will follow this with 

an exploration of Cassidy’s views on an ideal approach to the terminally ill followed 

by an examination of their needs. Significantly she is describing her own philosophy 

of terminal care, which includes empathy and listening skills, and of crucial 

importance, the necessity of establishing a good doctor-patient relationship, which I 

regard as central elements in the provision of a holistic medical model of care.

Since I ultimately seek to provide a theological underpinning towards a vision 

of a holistic medical model I provide here an account of the God Cassidy meets 

during the course of “Sharing the Darkness” with the dying.243 She reflects on the 

concept of the wounded healer and her own participation in that role. Cassidy finally 

deals with the possibility of transcending life and how that compares with the spiritual 

distress, which some patients endure as alienation and disconnection, and how

Sheila Cassidy, Sharing the Darkness (London: Darton, Longman and Todd, 1988)243
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spiritual care can alleviate such distress. I do this with a view to highlighting the 

essential components of a holistic medical model of care.

Having completed an exploration of the clinical practice of Sheila Cassidy I 

will then deal with the work of another clinical practitioner Michael Kearney. After a 

brief biography I will introduce myth, it’s meaning, uses and it’s language. This is 

necessary in order to grasp the essence of Kearney’s work dealing with the 

psychological difficulties of his terminally ill patients. In the next section I will deal 

with a number of themes, which Kearney uses to illustrate his work, as with Cassidy,

I select themes, which I deem to be relevant to my own research interests. The first of 

these is “story” which enables the patients to narrate their life experiences within their 

unique context. Another theme on “the listening healer,” emphasize how important it 

is to gain an understanding of others through attentive listening. In the next section, as 

in my examination of Cassidy’s clinical practice I will mention fear and the effect it 

can have on the lives of the terminally ill.

I will also deal with guided imagery, a method used by Kearney to assist 

patients in their suffering. This is a method of treating patients who have particular 

difficulties in dealing with their terminal state, it can also link in with the medical 

model. In my view it can be adapted for use throughout wider clinical practice. I also 

give examples of Kearney’s treatment of patients.’ I examine how Kearney outlines 

the usefulness of a paradigm shift using the Greek myth of Chiron, which can assist 

the patient to arrive at a place of healing. I also give examples of the treatment of 

patients for whom the medical model fails and comments on the many ways explored 

to compliment it. Kearney outlines in some detail the rational medical model used by
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Hippocrates and how this links with the current medical model, evidence based 

medicine (EBM). This provides significant insight into the enduring nature of the 

basic medical model, which, historically was deemed insufficient for the treatment of 

pain and suffering, and required the addition of a healing element.

3.2 SHEILA CASSIDY: A BRIEF BIOGRAPHY

Sheila Cassidy was born in 1937 in Lincolnshire, England, daughter of Air 

Vice Marshall John Reginald Cassidy, who played a central role in Great Britain 

telecommunications industry during the war. Determined from an early age to become 

a doctor she entered medical school at Somerville College, Oxford in 1956 and 

graduated in 1963. After two years residency, she decided to become a plastic 

surgeon. At this time she befriended Consuelo, a young Chilean doctor and it was 

from her that Cassidy first came to know Chile. In the early 1970’s Cassidy decided 

to go to Chile to gain further experience in order to further her career in medicine. 

While there Cassidy worked in different institutions. Her friend Consuelo was her 

constant companion. She introduced her to English literature, classical music and 

poetry. It was through Consuelo that she became aware of the existence of injustice 

and inequality and the poverty, which existed side by side with the affluent, in her 

country. In 1973 there was a military coup led by General Augusto Pinochet. The 

Chileans were regularly captured, arrested and taken prisoner. It was during her 

second visit to Chile that Cassidy was asked to treat a fugitive called Nelson 

Gutierrez, which she did. She learned later that he was second in command of the left 

wing forces. A week later she was arrested, and spent 59 days in prison. During this 

time she was tortured with electric shocks, placed in solitary confinement and finally
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deported. This experience changed her life forever. After her release she traveled the 

world as a human rights lecturer; she addressed American bishops, a Finnish tribunal, 

and the Swedish parliament.

In the years after her ill treatment Cassidy suffered a hidden life of insomnia, 

depression, exhaustion and fear. In 1978 on her return to England she felt called by 

God to dedicate her life to him. She felt drawn to the monastic way of life and spent 

18 months in the periphery of the Abbey of Ampleforth. There she attended lectures 

in Scripture, theology, and monastic spirituality. After experimenting with various 

forms of religious life, during which her health deteriorated further, she resumed her 

work as a doctor, which she felt was her true calling, and decided to dedicate her life 

to the care of the terminally ill. She was devout and sincere although she frequently 

experienced failure. Nevertheless despite all her flaws she attained a deep level of 

spirituality. This is apparent in her writings, which are interspersed with theology. She 

has written extensively on suffering; as, for example in her works Sharing the 

Darkness, and Good Friday people.244 Her faith in God is strong, she believes in a 

God who is both transcendent and immanent, close at hand. She is convinced that 

once you have encountered Him (as she did during her torture, and solitary 

confinement where she celebrated the Eucharist with plain bread) you cannot question

244 Sheila Cassidy, Audacity to Believe (London: Darton, Longman and Todd, 1977) Sharing the 
Darkness (London: Darton, Longman and Todd, 1988) Good Friday People (London: Darton, 
Longman and Todd, 1991). See also Kenneth Noble.1 Doctor to the Dying.
litlp:/Av\v'v.r<)rachanoc.co.uk/aLit;94/cassidy.lUm viewed 05-08-03, p. 1-3. Together in the Darkness, 
The Tablet, 1997. http:/Avww.ihctahlcl,co.iik/cui-l)ii)/archivcdb.cai?tablcl-00136 Viewed 05-08-03 p. 
1-3. Should I Laugh or Cry? The Tablet, 1998 l)iLp://wvv w.lliclablel.co.iik/cgihin/archivc dh.cgiVlahlc 
t-00224 , viewed 03-15-04. p.1-2. God Does Not Choose the Perfect. Insights, The 3rd National 
Ecumenical Aged Care Chaplains Conference, 1999.
http://insiglns.uca.orti.au/1991)/novembcr/chaplains.htrnViewed. 05-08-03. Human Being 
http://www.cb I .com/- iohn/relitiion/l kiman Being/Cassidv I .htm l, 2002, viewed,12-01-03, p .1-4.
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the suffering he allows to befall on you. She deals with this topic in Light from the

Dark Valley245

Cassidy warns against trying to find meaning in suffering, or glorying in it. 

She believes that she fell into this trap, denied the awfulness of it, and only later when 

suffering from post-traumatic distress, was she able to acknowledge it, and admit how 

hurt and wounded she was. She frequently suffers from burn-out, and relies on 

family, friends, psychotherapy and prayer to sustain her. She prays and listens to God 

every day and tries to become aware of where she is wanted, where her gifts are 

needed. She is happiest when she is writing or being creative, making things. Her 

coping strategies have to do with personal space and creativity.

3.3 FEAR AND COMPANIONSHIP

In Good Friday People, Cassidy brings to our notice the element of fear, 

which accompanies those who suffer when death is imminent.246 Fear and terror 

frequently follows a diagnosis of AIDS. Cassidy presents the dying, including people 

with a terminal illness, as essentially people on a journey. They are uprooted people, 

dispossessed, marginalized, traveling fearfully into the unknown. What they want 

more than anything else is to be cured, made better or whole. But since this cannot be 

they need someone to be with them to face the unknown with them. They need a 

companion, a friend:

So the spirituality of those who care for the dying must be the spirituality of

245 Sheila Cassidy, Light From the Dark Valley (London: Darton, Longman, and Todd, 1994).
246 Op. cit.



the companion, of the friend who walks alongside, helping, sharing and 
sometimes just sitting, empty handed, when we would rather run away. It is a 
spirituality of presence, of being alongside, watchful, available, of being there. 
Companions to the dying must go further. They must enter into the darkness 
go with them at least part way along their lonely and frightening road. This is 
the true meaning of compassion: to enter into the suffering of another, to share 
in some small way in their pain, confusion and desolation.247

This task is daunting for most people but there are others who seemed to be called to 

this work, and they do it very well. At the psychological level these carers must have 

certain qualities: the first ‘an intensely down to earth practicality that does not flinch 

from the impact of the disintegration of human bodies and minds; the second is an 

oversized sense of humor; the third quality, a very special sort of sensitivity: a 

vulnerability to the pain of others, sometimes as a result of the personal experience of 

suffering.’ At a religious level the most important gift is a sort of Paschal overview, 

the ability to hold in the same focus the harsh reality of suffering and the truth of the 

resurrection, of life after death.248 This is a good example of holistic / whole person 

care, psychological, social, spiritual and physical. Issues arising here include, fear of 

death/unknown, need for companionship, spiritual support, and the alleviation of pain 

and suffering. These are elements, which could be included in the formulation of a 

holistic medical model which I am promoting in this thesis.

Attention to the spiritual dimension of a person is one of the essential elements 

in a holistic approach to hospice care. Although other hospice team members may be 

involved in matters of faith with patients, chaplains are the primary professionals 

concerned with the transcendent nature of life and the integrative role that spirituality 

plays in the care of the dying. Understanding spirituality in a person’s living and

247 Sheila Cassidy, Sharing the Darkness, 5.
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dying requires an understanding of religion and theology. Religion connects us to a 

caring community and a sense of tradition. Theology is a search for meaning, and 

spirituality, it is the life principle that pervades a person’s entire being and generates 

a capacity for transcendent values. The body cannot be touched without the spirit’s 

being affected, and vice versa. Efforts to help patients towards wholeness necessitate 

helping them accept freely their whole lives. Listening is one of the greatest spiritual 

gifts a chaplain can give. Being a companion is often all the chaplain can do. His 

concerns are for the well-being of the whole person, and the whole family.249

3.4 PAIN RELIEF / HOLISTIC MEDICINE

Part of the holistic care of a hospice includes pain relief. Pain frightens many 

terminally ill patients, it saps their energy, crowds their consciousness and then, they 

become overwhelmed and may wish to die. Cassidy refers to the concept of total 

pain as spoken of by Dame Cicely Saunders,250 pioneer of the modern hospice 

movement.251 She says that, the physical agony of the individual may be compounded 

by fear of death, loss of independence, conflict of loved ones and a state of spiritual

249 S. Burns, “The spirituality of dying. Pastoral care’s holistic approach is crucial in hospice.” Health 
Prog, 72 (1991), 48-52.
250 •Cicely Saunders, “Dying with cancer,”5?. Thomas Hospital Gazette, 56 (1958) 37-47. For pain 
control see, “Care of the dying 3. Control of pain in terminal cancer” Nursing Times, Oct. 23 (1959b), 
1031-1032. For a study on mental pain see, “Care of the dying 4, Mental distress in the dying,” 
Nursing Times, Oct. 30 (1959c), 1067-1069. For articles on fear, see “Uncertainty and fear”, District 
Nursing, Dec. (1962b),2002. See also in: Uncertainty and fear, Proc. Conference on “Long term illness 
and its implications” Queen's Institute of District Nursing, London (1962), 7-9.
On intractable pain see “The treatment of intractable pain in terminal cancer,” Proceedings of the Royal 
Society of Medicine 56 (1963), 195-197. And “The care of the terminal stages of cancer,” Annals of the 
Royal College of Surgeons 41, Suppl. (1967), 162-169. Finally, typescript of a talk, I was sick and you 
visited me, given at Si. Mary’s Hospital, London, May 30, 1961; Cicely Saunders’ archive, St. 
Christopher’s Hospice, Sydenham. Although a substantial draft of her MD thesis on this subject was 
prepared, it was never submitted.
251Cicely Saunders, Living with Dying: a guide to palliative care. (New York: Oxford University Press, 
1995).
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anguish in which faith is stretched to breaking-point.252 Here Saunders explores the 

elements, which contribute to the fear of patients, and her insight into these matters, is 

transferable to all patient’s who are experiencing fear in approaching imminent death. 

In order to understand better Cassidy’s approach to her work it is necessary to review 

briefly the work of Dame Saunders.

Pain first emerged as an area of clinical specialization in the 1950’s, but more 

recently has attracted wider interest from social scientists and clinicians who wish to 

expand its understanding to incorporate ideas about meaning, embodiment and 

culture. At present there have been few empirical studies, which focus on how ideas 

and practices about pain are changing in modern healthcare. David Clark has now 

addressed these issues through a specific case study of the early writings of Cicely 

Saunders in the period 1958-1967. From a talk given at St. Mary’s Hospital in 

London we can deduce the reason why Cicely Saunders became involved in terminal 

care and particularly pain in terminal illness, in the decade after 1958. In an excerpt 

from this talk Saunders said:

I am fortunate, above all, in being a doctor who isn’t in a hurry, so that I have 
time to know and enjoy my patients, and I very often take a portable tape- 
recorder round with me, which of course, they all know about. It is a very 
great help, both to get permanent recor ds of them talking about their pain and 
its relief, but also about their attitudes towards their illness; what they know 
about it, and what they find particularly hard, and it is very revealing, both for 
them, and about myself too when I play it back.253

This is an unusual practice for any doctor of the period and is perhaps matched only 

by the parallel work of Elizabeth Kubler-Ross who at Montefiore Hospital, New

252 Sheila Cassidy, Light From the Dark Valley, 84
253 Cicely Saunders, typescript of a talk, 1 was sick and you visited me, given at St. Mary’s Hospital, 
London, 30th May, 1961: Cicely Saunders archive, St. Christopher’s Hospice, Sydenham.
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York, in the early 1960’s, sat on beds, held hands and talked for hours, and learned 

that there was not a single dying human being who did not yearn for love, touch or 

communication. Both doctors thus began to develop a certain method of talking with 

and listening to patients, which was to transform those patients into active subjects.

In each case also the method they employed was to develop into a theory: for Kubler- 

Ross the ‘stages of dying,’254 and for Cicely Saunders the concept o f ‘total pain.’255 

These issues add further insight into the needs of the dying, and highlight the 

importance of empathy and communication skills of both listening and dialogue, 

which is central to patient-oriented care, an important element in holistic care of the 

patient, and is applicable to all patients, across the medical spectrum, which I will be 

recommending in my proposal for a holistic medical model.

Since no one person can meet all of the patient’s needs, Hospice care is 

supported by multidisciplinary teams: doctors, nurses, social workers, chaplains, each 

contributing a particular expertise, trying to weave a seamless garment of loving care. 

According to Cassidy cancer has no respect for internal boundaries:

The physical and the psychological become inextricably mixed up, fear 
exacerbating pain and pain making people terribly afraid. Spiritual issues are 
likewise inseparable from physical and psychological ones, for a depressive 
illness can induce a pathological sense of guilt and the resultant sense of 
unworthiness can make the person feel that they are beyond the reach of God’s 
love and mercy.256

This phenomenon of ‘total pain’ in the dying demands of carers not only that they 

work in teams, each respecting the other’s contribution, but that they be ‘total

254 E. Kubler Ross, On Death and Dying, (London: Tavistock, 1970)
255 D. Clarke, “Total pain, disciplinary power and the body in the work of Cicely Saunders,” 1958- 
1967,” Soc Sci Med. 49 (1999), 727-36.
256 Sheila Cassidy, Light From the Dark Valley (London: D.L.T., 1994) 85.
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physicians’, ‘total nurses’, and ‘whole person chaplains.’ When a patient is admitted 

to a hospice environment the concept of total pain is discussed together with the need 

for a multidimensional assessment of pain to enable effective management to be 

accomplished. A multi-professional approach to care along with inclusion of patient 

and spouse in decision making achieve the best quality possible quality of life for 

both. This is achieved by providing relief from pain and other distressing symptoms, 

including psychological, spiritual and social aspects of care, together with patient and

* •  257relative autonomy. This study exemplifies contemporary palliative care m action.

It is another example of holistic care, with multidisciplinary support, which, treats the 

patient as a whole human being, is patient-orientated, involves the patient in decision 

making, and is concerned with quality of life. These entities are transferable to 

patients who suffer from a wide spectrum of diseases and disability, which would 

ideally be part of a holistic approach to care which I am advocating in this thesis, and 

from which I will be formulating a holistic medical model.

Recognizing the unmet needs of dying patients in hospital, Dame Cicely 

Saunders established the hospice, and with others, conceived of a comprehensive 

approach to dealing with the variety of symptoms and suffering often experienced by 

patients with progressive debilitating disease. Careful observation of the use and 

effects of morphine and similar drugs also originated at the hospice. When palliative 

medicine was accorded specialist standing in the United Kingdom, in 1987, the 

agreed definition was ‘the study and management of patients with active, progressive, 

far-advanced disease, for whom the prognosis is limited and the focus of care is the 

quality of life.’ Physical aspects of pain cannot be treated in isolation from other

257 W. Greenstreet “The concept of total pain: a focused patient study,” Br JNurs, 10 (2001) 1248- 
1255
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aspects, nor can patients’ anxieties be effectively addressed when patients are 

suffering physically. The various components must be addressed simultaneously. 

There is an important lesson here for all who care for the sick and are involved in the 

alleviation of pain and suffering, irrespective of the nature of the illness. It is 

becoming obvious that palliative care is synonymous with patient-oriented holistic 

care. The alleviation of the patients’ pain and suffering, taking into account of the 

whole person, psychological, social, spiritual as well as physical is part of a holistic 

medical model I am promoting in this thesis.

Cassidy adds further comments and insights into the provision of palliative 

care. Palliative care:

* Affirms life and regards dying as a normal process
* Neither hastens nor postpones death
* Provides relief from pain and other distressing symptoms
* Integrates the psychological and spiritual aspects of care
* Offers a support system to help patients live as actively as possible until death
* Offers a support system to help patients’ families cope during the patient’s

Illness258

A seven step approach for physicians who provide end-of-life care, has been 

devised by von Gunten et. al.259 In their opinion physicians should prepare for 

discussions by (1) confirming medical facts and (2) establishing an appropriate 

environment; (3) establish what the patient (and family) knows; (4) determining how 

information is going to be handled at the begimiing of the patient-physician 

relationship; (5) delivering the information in a sensitive but straightforward manner; 

(6) responding to emotions of the patients, parents, and families; (7) establishing 

goals for care and treatment priorities when possible; and establish an overall plan.

258 I b i d .  8 0 1 .
259 • . . .C.F. von Gunten, F.D. Ferris, L.L. Emanuel, “The patient-physician relationship. Ensuring 
competency in end-of-life care communication and relational skills,” JAMA, 285 (2000) 3051-3057.
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This pattern of palliative/holistic care and dialogue is ideal for an appropriate 

response to caring for patients dying from a terminal illness. It can compliment 

Cassidy’s insights. What is new here is the setting of an appropriate environment, 

prioritising goals for treatment, strategic planning of how information is to be related 

to the patient and his/her family and how to deal with their emotions as it becomes 

clear that the patient cannot be cured of their illness. This can be applied to any dying 

patients and their relatives and lessons can be learned. In the light of these facts, next, 

I propose to explore Cassidy’s ideal approach to care which she relates in 

considerable detail in her writings. She emphasizes that her recommendations refer to 

an ideal situation.

3.5 AN IDEAL APPROACH TO PATIENT CARE

According to Cassidy, doctors are learning slowly that a wielding of hi-tech 

medicine is not to be equated with ‘doing everything possible’ for the patient. In an 

ideal world, a different approach might consist of:

A treating of the whole person, a negotiation and consultation and 
a tailoring of treatment to the individual. It involves making ourselves 
available to answer people’s questions, sitting by the bedside, drawing 
diagrams, talking to relatives and above all admitting that we do not have the 
power to cure we are not God.

It also means learning new skills, how to handle old drugs effectively, how to 

improve our communication skills, discover the usefulness of meditation, relaxation

108



and psychotherapy. We must learn to become whole person doctors because patients 

are whole people, and we must learn humility.260

Cassidy’s views exemplify lessons, which can be learned concerning the 

treatment of patients with terminal illnesses and which can be applied to other 

patients. Here she mentions the role additional treatments and therapy can play in the 

provision of a good quality of life for her patients. This coincides with my ideas 

concerning the formulation of a holistic medical model. I will be suggesting, not the 

replacement of the current medical model but rather its retention, and suggesting that 

other therapies and treatments are added to it.

Cassidy also expresses her concern for her patients in personal matters. In 

Cassidy’s view, what really upsets many patients is the depersonalizing treatment of 

being stripped of their clothes and put into hospital dressing gowns before they see 

the doctor. A patient dresses in a particular way to see her doctor; she dresses as she 

wishes to be seen. Clothes in this way can be seen as the body language, which 

declares who they are, individual patients with their particular tastes and ideas. In 

asking patients to remove these clothes we are asking them to put aside some of their 

armour, which, the patient feels they need for perhaps a first difficult interview. In 

this way they are depersonalised and treated as objects. They will be less able to 

communicate effectively because they are nervous or embarrassed. The presence of a 

third person, a nurse, can inhibit patients from speaking freely, thus compromising the 

doctor-patient relationship. The second thing that doctors are unaware of is the

260 Sheila Cassidy, Sharing the Darkness, 16
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emotional discomfort of their patients. A third reason for patients’ distress has to do

• * • 261 with doctors and how they ‘distance’ themselves from their patients.

Distancing themselves from their sick patients is the way in which doctors 

cope with constant daily contact with suffering in general medicine. Cassidy explains 

how she personally copes with her terminally ill patients. When she feels strong, she 

sees patients alone, without her white coat, and asks them how they are feeling, not 

just physically but emotionally. She asks if they are sad, angry or afraid, and inquires 

about home circumstances. In this way she meets some of the needs of her patients. It 

takes a lot of her emotional energy and she would be unable to give this attention to 

everyone and so gives it to patients who need it most. On days when she is not 

feeling strong, she sees patients in a more formal way, with a nurse, she checks 

symptoms, the progress of the disease, orders tests and prescribes treatments. This is 

the reality of caring.

Cassidy wished to be voice for the voiceless, and articulate their needs. She

feels that it is part of her duty to be a spokesperson for those who are looked after in

hospice care, and further believes that mainstream medicine could benefit from the

hospice way of caring. She outlines in great detail the needs of the terminally ill:

We listen to the cries of the people and try to speak out for them.
We relate that they want to be treated as normal responsible people.
They want to have their illness explained to them in words they can 
understand and be consulted about its treatment. They want to retain 
their dignity as individuals and keep some control over their lives.
They want to participate in their care and share in the decision-making.
They want doctors to be honest with them, warm and bumble. More than 
anything else, they want us to combine our competence with compassion and 
when our hands are empty, to stay our ground and share the frightening 
darkness with them. More than anything they need our love.262

261 Sheila Cassidy, Sharing the Darkness, 17-18
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At times Cassidy tries to understand at an intellectual level why hospice care

works. Hospitals have similar facilities but the staff-patient relationships are different.

This is because their philosophy is different. The philosophy of hospice care is built

on the conviction that all people, however far gone, are infinitely precious and their

treatment must be tailored to their individual needs. Each patient is an individual, not

just a case with cancer, but also for instance a woman called Mary, with a husband

and child. Cassidy feels that this is the heart o f the matter, the dying are individuals,

complex human beings whose needs are legion: physical, intellectual, emotional,

spiritual, and social. Hospitals also provide high quality diagnosis, and treat and try

and cure disease. They provide for the physical needs as resources permit. They treat

their patients with patience and kindness given the shortage of personnel and pressure

of work. They try to help distressed families. What they dare not do is to enquire or

treat their patients fear and anguish. Personnel are trained to surpress their feelings,

and wear a protective uniform that keeps their patient’s at a distance, and meet as

professionals and client. It is possible that hospital patients are denied the one gift

that they long for, that is, human warmth.263 For Cassidy, this is an issue, which

‘burns within her heart’ the fear and embarrassment, which prevents us from giving

those facing death the help they so desperately need.264 More than anything they need

empathy. What Cassidy tries to argue for is not more hospices but rather:

a set of attitudes, developing a degree of insight into the patients’ world, what 
the psychologists call empathy. With that insight goes a heightened sensitivity 
to the patients’ distress and a searching for ways to relieve it ... At heart 
professional loving is about competence, empathy and communication. It is 
about becoming sensitive to the pain of others, and therefore terribly 
vulnerable. For me, as for many, it is a way of caring which I aspire to, but

262 I b i d .  1 8 - 2 0 .
263 I b i d .  2 2
264 Shelia Cassidy, On Death: being together in the darkness. The Tablet, 29-11-97 
http://vvwvv.thetablet.co.uk/ogi-bin/archivedb.ogi viewed 05-08-03, p. 1-2.
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achieve only some of the time. It is a costly loving for which I am repaid a 
hundredfold265.

Patients are often referred to a hospice when there is nothing more to do, Cassidy 

does not agree, she claims that there is always something to be done perhaps a fine- 

tuning of pain control, local anaesthesia, or other physical ways of easing their pain. 

A certain number of patients could benefit from counselling or psychotherapy. The 

terminally ill patients however are different from others in terms of the short life

span, and the enormity of their loss. They may need physical comforting, human 

warmth and can benefit from honest communication about painful truths, that in no 

way dependant on the length of the relationship. Marchant agrees with Cassidy that a 

lot can be done to assist a person who is facing the end of his/her life on earth. In 

caring for dying persons and their loved ones, spiritual caregivers help them look at 

the past, cherish what has meaning and set right what is unfinished or in need of 

reconciliation. In listening to the life stories voiced, spiritual caregivers assist in the 

clarification of values and beliefs, the claiming of joys and pains, successes and 

failures, hopes and dreams. By non-judgmental presence in the search for meaning, 

spiritual care-givers foster inner spiritual growth, enabling patients and family 

members to find within themselves strength and integrity. The emphasis on 

spiritual care is part of the holistic care of patients.’ At times Cassidy is asked to see 

a hospital patient in the surgical ward, who may have difficulty coming to terms with 

a diagnosis, or who might benefit from being moved to a hospice. Meeting a new 

patient for the first time is an important encounter, for which she prepares herself.

265 Sheila Cassidy, Sharing the Darkness, 25.
266 Jean Marchant, Ministering to persons who are dying.
liU|i://www.rciib.ora/licalthcare/notesmiiiistcrina%2to%2()dviiig.htm Viewed 04-07-03, p. 1-5
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3. 6 E N C O U N T E R  W IT H  A N E W  P A T IE N T : E S T A B L IS H IN G  A  

T H E R A P E U T IC  R E L A T IO N S H IP

Cassidy believes that the setting up o f  a therapeutic rela tionsh ip  w ith  her 

pa tien t’s is o f  the u tm ost im portance for successful treatm ent, as their disease 

progresses and their pain  increases. A  good doctor-patient rela tionsh ip  is crucial, and 

m ust be instigated  during the first interview . I f  Cassidy is tired , she postpones her 

visit until she is w ell rested, unless the case is urgent. B eing  rested  helps her to  w ork 

w ith sensitivity, and being well inform ed, as to  w hat the patien ts fear and hope for, is 

also im portant. Conscious o f  the lack o f  privacy in hospital, she arranges to  m eet her 

patient in a side room  w here she can speak privately. H aving a th ird  party  p resen t she 

feels com prom ises the doctor patient relationship  and inh ib its patien ts from  speaking 

freely. Then, she invites her new  patien t to ‘tell her sto ry .’ T his is no t to  in form  her, 

but out o f  a w ish  to establish a good rapport, and to unearth  som e o f  the sadness and 

anger. Cassidy em phasises that it is in  the telling  o f  the story that she m eets her 

patients, and in  her listening to them  they m eet her.267

This first m eeting is a pivotal one in establishing a therapeutic  relationship , 
and it m ay take up to an hour - som etim es longer. B u t it is to m e w ell spent for 
in that hour one can establish bonds o f  trust and confidence, w hich  are the 
practical tools for later work. E very th ing  depends on  the quality  o f  m y 
listening: The patients m ust understand clearly from  m y verbal and non
verbal cues that I am  interested in  them  as persons as w ell as their physical 
prob lem s.268

As the story unfo lds and questions o f  c larification  have been answ ered, the patients

are asked how  they  feel about having cancer, w ith  a v iew  to establishing a supportive

267 S h e i la  C a s s i d y ,  Sharing the Darkness,  2 8 .  T h i s  e n c o u n t e r  b e t w e e n  C a s s i d y  a n d  h e r  p a t i e n t , 
c o r r e s p o n d s  p r e c i s e l y  t o  B u b e r ’ s d i a l o g i c a l  r e l a t i o n s h i p  in  a n  I-Thou r e a l m  o f  b e i n g , f u r t h e r m o r e  it  
p r o p e r l y  lo c a te s  t h e  h a p p e n i n g  in  t h e  r e a l m  o f  “ t h e  b e t w e e n .”
^ 8 Ibid.
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relationship. H ow  the doctor breaks bad new s to the patient is im portant, g iving the 

patient som e inform ation, m onitoring the response and stopping i f  the patien t has 

enough to absorb at that tim e. Cassidy reiterates once m ore, tw o essential com ponents

269o f  good caring: com petence and com passion.

For the effective practice o f  m edicine, and good patien t-physician  relationship , 

C haron believes that the physician  m ust have the ability to acknow ledge, absorb, 

in terpret and act on the stories and plights o f  others. M edicine practised  w ith 

narrative com petence, called narrative m edicine, is p roposed as a  m odel for hum ane 

m edical practice. W ith narrative com petence, physicians can  reach  and jo in  their 

patients in illness, recognize their ow n personal journeys through  m edicine, 

acknow ledge kinship w ith  and duties tow ard  o ther healthcare p rofessionals and 

inaugurate d ialogue w ith the public  about healthcare. By bridging  the gap that 

separates physicians from  patients, them selves, colleagues, and society, narrative 

m edicine offers fresh opportunities for respectful, em pathic, and nourish ing  m edical 

care.270 T w ycross m akes the point that pallia tive  care is patien t-centred  ra ther than 

disease-focused, and while acknow ledging the inevitability o f  death, sim ultaneously 

provides life-affirm ing  holistic care. It also stresses the im portance o f  appropriate 

treatm ent and the need for doctors no t to subscribe to a  lingering death. E ven though 

there is no chance o f  a cure, there is m uch scope for psychosocial and spiritual 

healing.271 B ollw inkel agrees w ith  Tw ycross that spirituality  p lays an integral ro le in 

the care o f  the term inally  ill patient. H ospice philosophy does indeed  prom ote 

patient-oriented care that is palliative, holistic  and interdisciplinary. In  spiritual care

269 I b i d .  2 8 - 2 9 .
270 R .  C h a r o n , “ T h e  p a t i e n t - p h y s i c i a n  r e l a t i o n s h i p . N a r r a t i v e  m e d i c i n e : a m o d e l  f o r  e m p a t h y ,  
r e f l e c t i o n , p r o f e s s i o n  a n d  t r u s t ”  JAMA, 2 8 6  ( 2 0 0 1 ) ,  1 8 9 7 - 1 9 0 2
271 R . G .  T w y c r o s s ,  “ T h e  c h a ll e n g e  o f  p a l l i a t i v e  c a r e ,”  IntJ Clin Oncol. 7  ( 2 0 0 2 ) ,  2 7 1 - 2 7 8
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giving and in  the context o f  the patien t-docto r relationship guidelines fo r caregivers 

include self-know ledge o f  o n e’s ow n spiritual needs, au thentic ity  and honesty  and 

respect fo r the beliefs and practices o f  the patien t and fam ily .272

In the last chapter o f  Sharing the Darkness, C assidy w rites an account o f  the 

God w hom  she m eets in her life o f  ‘sharing the darkness’, and  o f  ho w  she personally  

has m ade sense o f  the w orld  in w hich  she lives. Som e years ago she w ou ld  have 

thought tha t a  ca re r’s G od concept w as his/her ow n private business, bu t the longer 

she w orks in  the field o f  caring, the m ore im portant it is no t to  get hung  up on false 

gods how ever com forting. She gives three reasons for this. F irstly , she believes that 

dam age can be done to  those w e care for i f  w e are prom oting  a theology in  w hich 

illness is seen as a punishm ent for sin, or that physical healing is declared  freely 

available to those w ith  sufficient faith. Secondly, w e ourselves w ill com e unstuck  if  

w e search for facile explanations o f  the m ystery  o f  suffering instead o f  bow ing  dow n 

in baffled  aw e before the one, holy, unknow able God. Thirdly , as adult hum an 

beings, we have no business clinging to childhood beliefs w hen  we should  be letting 

go in faith to  fo llow  the tru th .273

3. 7 T H E  W O U N D E D  H E A L E R

C assidy believes that her experience in  prison  helped  to  prepare  her for her 

w ork w ith  the dying. A ny m ajor experience o f  pow erlessness gives one insight, 

how ever lim ited , into the feelings o f  those facing death. T he question  arises as to

2 7 2 E . M .  B o l l w i n k e l ,  “ R o l e  o f  s p i r i t u a l i t y  in h o s p i c e  c a r e ,”  Ann Acad Med Singapore, 2 3  ( 1 9 9 4 ) ,  2 6 1 -  
2 6 3 .
2 7 3 Sheila Cassidy, Sharing the Darkness, 86
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w hat the p risoner o f  conscience has in com m on w ith the  cancer pa tien t?  H er 

strongest m em ory is o f  fear, the fear o f  pain, o f  helplessness, o f  bru tality , o f  

hum ilia tion  and o f  death. It w as fear, w hich  possessed her like a  dem on, present day 

and night, lurking like an anim al in  the shadows. It invaded her very  being. It 

attacked her knees and she could barely w alk. It attacked he r m ind , paralysing  

thought, clouded her v ision  like the b lindfold so that all landm arks d isappeared and 

she was d isorientated  and alone. It w as a fear that m ade her w ant to scream  like an 

anim al, bu t she did not. She w as hurt, vulnerable, it w as hard  but she never lost hope.

274She w as sustained by her strong faith  in  G od, and her sense o f  transcendence.

To transcend is to go beyond the lim its o f  lived hum an  experience, and 

hospice w orkers accom pany peop le  w ho are travelling beyond the  lim its. Z erw ekh 

has w ritten  about th irty-tw o hospice w ork  experts w orking  w ith  peop le  nearing death. 

Spirituality  w as described as the essence o f  personhood, the  longing  fo r m eaning in 

existence, experience o f  G od, experience o f  ultim ate values, and trust in  the 

transcendent. Its ultim ate end is un ion  or connection w ith  a  reality  m ore enduring 

than the individual self.

In contrast, spiritual distress is m anifested as alienation and disconnection.

The reality o f the dying process involves a progressive series o f disconnections from  

life, w hich requires the process o f letting go. T hus, transcending  life involves both 

the need to detach and separate from  life as it has been lived. O ne hom e visiting 

hospice nurse has described dying as a spiritual process o f both reflecting  and 

detaching. T hree goals o f caring spiritually include: fostering  personal integrity;

274 Ibid. 87.
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prom oting interpersonal connection; and supporting personal search fo r m eaning.

This hospice spiritual care is prom oted through the practice o f  presence, com passion, 

hopefulness and the affirm ation o f life as fru itfu l.275

The W orld H ealth  O rganisation has defined palliative care as: the active total 

care o f  the patient w hose disease is no t responsive to  curative treatm ent.276 A  holistic 

m edical m odel includes control o f  pa in  and other sym ptom s, o f  a psychological, 

social or spiritual nature in  order to  achieve the best quality  o f  life for patien ts and 

their fam ilies. W hen palliative m edicine was given specialist standing  in  B ritain  it 

w as agreed that physical aspects o f  pain  could not be treated  in  iso lation  from  aspects, 

nor could  patien t’s anxieties be effectively addressed w hen patien ts are suffering 

physically , various com ponents o f  pain  m ust be addressed simultaneously. This was 

the state o f  know ledge concerning alleviation o f  pain, suffering and the care o f  the 

term inally  ill and dying w hen C assidy becam e involved in  hospice care. Cassidy 

w hile benefiting  from  Saunders concept o f  to tal pain  nevertheless sought to add to 

this know ledge, her basic philosophy being that the dictum o f  m ain line m edicine that 

nothing m ore could be done for term inally  ill patients, w as untrue. In  her experience 

there w as alw ays som ething m ore that could be done for a d istressed  patient. It could 

be a fine tuning o f  m edication, treating  localised pain  w ith  anaesthetic, or providing 

oxygen w hen  a  patient w as short o f  breath. A  m eticulous atten tion  to  detail was 

C assidy’s forte.

2 7 5
J .  Z e r w e k h ,  “ T r a n s c e n d i n g  l i f e : th e  p r a c t i c e  w i s d o m  o f  n u r s i n g  h o s p i c e  e x p e r t s .”  Am J Hosp Palliat 

Care, 1 0  ( 1 9 9 3 ) ,  2 6 - 3 1 .
276 O p .  c i t .
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H aving com pleted the exploration o f  the clinical p ractice  o f  Sheila  Cassidy 

w ith her term inally  ill patients I w ill now  deal w ith the w ork  o f  a second clinical 

practitioner M ichael K earney. K earney goes beyond conventional pallia tive  care in 

order to address the psychological suffering, w hich causes d istress fo r patien ts w ho 

have not becom e reconciled  to  the idea o f death. K earney is a specialist in  this area, 

and m akes use o f  guided im agery, psychological w ork  and psycho therapy  to assist 

this group o f  patients to find  healing and accept that their lives in  th is w orld, are 

com ing to  an end. K earney is em inently  qualified to do this w ork. I w ill now  proceed 

w ith a  b rie f  b iography

3. 8 M IC H A E L  K E A R N E Y : A B R IE F  B IO G R A P H Y

M ichael K earney w as born  in  1953 and graduated from  U niversity  College 

Cork M edical School in 1977. He w as the first Irish m edical graduate to qualify  as a 

specialist in  Palliative M edicine, at St. C hristopher’s H ospice, London. In  1989 he 

was appointed consultant in  palliative m edicine and m edical d irec to r o f  O ur L ad y ’s 

H ospice in D ublin. K earney has m any years experience in psychological and spiritual 

aspects o f  healthcare. T rained  in psychotherapy (London Institu te  o f  Psycho 

synthesis) and spiritual direction (H eythrop C ollege, London) w ith  m any years 

experience o f  Jungian analysis and clinical supervision, he has also com pleted  a tw o 

year postgraduate train ing  in dream  w ork at Pacifica G raduate Institu te, California.

He has gained international recognition  for his contribution to  p rom oting  a m odel o f  

integrated, w hole-person palliative care, w hich is relevant th roughou t healthcare. 

A m ongst his referees he cites D am e Cicely Saunders, C hairm an, St. C hristopher’s 

H ospice, London. He w as a frequent keynote speaker at m ajor conferences throughout
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the w orld on all aspects palliative care, w ith particular em phasis on psychological and 

spiritual issues. W ork w ith psycho-spiritual suffering in  patien ts w ith  advanced and 

term inal illness has been featured in  a television docum entary  on Irish  telev ision  

(Radio Telefis E ireann, 1996). He taught a num ber o f  courses w ith  an em phasis on 

healing in healthcare. In the academ ic years o f  2002-2003 he w orked  w ith  Professor 

B alfour M ount at M cG ill M edical School M ontreal to  in troduce an educational 

in itiative on “H ealing in M edicine” into the undergraduate m edical curriculum . This 

involved w orking w ith all years o f  the undergraduate p rogram  and w ith  an ongoing 

group o f  m edical faculty, w hich  w as established to exam ine in  depth  the  question o f 

“H ealing in m edicine” and to consider how  these issues m ight rela te  to  ongoing 

m edical education and clinical practice. This initiative has, in part, been  responsible 

for a num ber o f significant recom m ended changes in  the M e G ill M edical

• • • 2 7 7Curriculum . O ther published w ork attests to his broad experience and expertise.

W hen K earney in itially  fin ished his m edical studies, he had already becom e 

d isillusioned w ith clinical m edicine, as he saw  it practiced on the w ards o f  the 

teaching hospitals and w as considering leaving m edical school to pursue his interests 

in  E nglish  literature and film . A n older m an, w hose advise he w as seeking, suggested

277 M i c h a e l  K e a r n e y ,  A Place of Healing: working with suffering in living and dying ( O x f o r d :  O x f o r d  
U n i v e r s i t y  P r e s s , 2 0 0 0 ) .  S e e  a ls o  s e l e c t i o n : Hospice Medicine, in  Changing Health Care. e d s . A .  
C r i b b  a n d  D .  S e e d h o u s e , ( J o h n  &  S o n s )  1 9 8 9 . M . K .  K e a r n e y ,  B .  M o u n t ,  Spiritual Care of the Dying 
Patient, in  P s y c h i a t r i c  d i m e n s i o n s  o f  p a l l i a t i v e  m e d i c i n e , e d s . H .  C h o c k i n o v  a n d  W .  B r i e t b a r t  ( O x f o r d  
U n i v e r s i t y  P r e s s )  2 0 0 0 . B .  M o u n t ,  M .  K e a r n e y ,  “ H e a l i n g  a n d  p a l l i a t i v e  c a r e : c h a r t i n g  o u r  w a y  
f o r w a r d .”  E d i t o r i a l  i n ,  P a l l i a t i v e  M e d i c i n e ,  1 7  ( 2 0 0 3 )  6 5 7 - 6 5 8 .  M . K .  K e a r n e y ,  “ S p i r i t u a l  p a i n ”  The 
Way ( 1 9 9 0 )  4 7 - 5 4 .  M . K . K e a r n e y ,  “  P a l l a i t i v e  M e d i c i n e -  j u s t  a n o t h e r  s p e c i a l l y ? "  Palliative Medicine 
6 ( 1 9 9 2 )  3 9 - 4 6 . M . K .  K e a r n e y ,  “ I m a g e w o r k  in  a c a s e  o f  in tr a c t a b le  p a i n ,”  Palliative Medicine 6 
( 1 9 9 2 )  1 5 2 - I 5 7 . D .  W a l d r o n ,  C .  A .  O ' B o y l e ,  M .  K e a r n e y ,  M .  M o r i a r t y ,  D .  C a r n e y .  “ Q u a l i t y  o f  l i f e  
m e a s u r e m e n t  in  a d v a n c e d  c a n c e r : a s s e s s in g  th e  i n d i v i d u a l ,”  Journal of Clinical Oncology, 1 7  ( 1 9 9 9 )  
3 6 0 3 - 3 6 1 1 .
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that before he did that, he should visit St. C hristopher’s H ospice in  London, w hich he 

described as ‘a place o f  hea ling .’ H e did this and there he encountered  patients w ho, 

despite the fact that their bodies w ere frail and dying, seem ed to  be am ong the m ost 

real and com plete hum an beings he had ever m et. He too fe lt m ore alive in their 

presence and left w ith  his faith  restored in the pow er o f  the hum an  spirit and m edical 

care. As he struggled afterw ards to  understand w hat had happened  there, he found 

h im self rem em bering his friend’s words. A place o f  healing  accurately  described 

w hat he experienced during his visit, w hich had also rek ind led  an  enthusiasm  to 

continue w ith his m edical training.

T hat experience in  m any ways, becam e the genesis o f  an  exploration, both  

professional and personal, into the nature o f  healing and its p lace  w ith in  healthcare. 

By ‘healing ’ he m eant the process o f  becom ing psychologically  and spiritually  m ore 

in tegrated  and w hole, a phenom enon w hich enables persons to  becom e m ore 

com pletely them selves and m ore fu lly  alive. W e m ay feel that ‘healing  in healthcare’ 

is w hat it is all about, but th is is far from  the truth. W estern  healthcare  has becom e 

good at ‘curing’ as in ‘fix in g ’ or ‘m aking be tte r,’ on resto ring  the patien t to  the status 

quo o f  how  life was before. C ontem porary healthcare is n o t really  concerned w ith  the 

question o f  healing. I f  healing  happens it is considered a  bonus rather than  a desired 

outcom e. A  significant advance in healthcare in  the latter part o f  the tw entieth  century 

has been the developm ent o f  the hospice m ovem ent and the specialty  o f  palliative 

care. F rom  w ithin  th is specialty  a body o f  expertise has been  established tha t can do
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m uch to control the pain  and lessen the suffering o f  patien ts and their fam ilies w ho

278are living w ith  far advanced and term inal illness.

3.9 M Y T H

In order to appreciate fu lly  the essence o f  M ichael K earney ’s w ork in Mortally 

Wounded, and A Place o f Healing a  b rie f in troduction to m yth  seem s appropriate.

The w ord m yth  has tw o basic m eanings. It m ay m ean an ancien t story about 

superhum an beings, gods and heroes, or it m ay refer to  som ething illusory, fictitious 

or difficult to prove. In  the past m yths w ere used to exp la in  unknow n phenom ena, 

like the cycle o f  nature, or natural disasters and to  ju stify  the  existing order like the 

h ierarchical structure o f  societies. They also reflected  com m on virtues or v ices or 

epitom ised num erous w ishes and desires: eternal youth, unconditional love, undying 

devotion, or true justice. T hroughout the ages, artists and authors have found

• 9 7 Q
m ythical them es a vast source o f  inspiration.

M yth is also the sym bolic language o f  hum an experience, o f  story and ritual, 

o f  dream s and tradition. M yth links us together, p roviding crucial context and 

illum ination for understanding  the m ysteries o f  existence. M yths are the eternal truths 

hidden w ith in  the heart o f  the stories we hear, read  and see. T heir w isdom  guides us 

to m eaning, m ental health  and even conflict resolution. Today, how ever people seem  

cut o ff  from  their trad itional sources o f  m eaning. A  deeper m eaning in  life can be 

reached through  delving into m yths, archetypes, stories and cultural history. It w as 

Jung w ho saw  the im portance o f m ythology for the hum an psyche and w ho cam e to

278 M i c h a e l  K e a r n e y ,  A Place of Healing: working with suffering in living and dying ( N e w  Y o r k ,
O x f o r d  U n i v e r s i t y  P r e s s , 2 0 0 0 )  v i i .
279 B r i t i s h  C o u n c i l .  T h e  p o w e r  o f  m y t h ,  h t t p :/ / e l t .b r i t c o u n .o r g .p l / m _ _ p o w e r .h t m  2 0 0 4 .  V i e w e d  2 4 - 0 3 - 0 4 .
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understand the sym bolic and m etaphoric language as a fo rm  o f  co llective dream ing. 

By m aking the connection betw een the unconscious m aterial o f  our ow n dream s and 

the sym bols and m etaphors that m ake up the m ythological w orld , Jung has a llow ed us 

to see the connections betw een our ow n individual psyche and the collective 

psyche.280

In Mortally wounded K earney explores the nature  o f  soul pa in  in  those close 

to death, by sharing and reflecting  on the stories o f  a  num ber o f  individual patients, 

w ith advanced illness in  the light o f  tw o m odels, one m ythological, and the other 

psychological. Som e o f  these stories illustrate a particu lar w ay o f  w orking w ith  the 

deep inner aspects o f  a  dying person’s experience and show s that the w ork  is 

essentially a co-operative adventure w ith the healing forces o f  the p e rso n ’s ow n 

psyche. K earney believes that this inner or depth  w ork is the essential com plem ent to 

the outer care o f  the individual, and m ay enable that person  to  find his or her ow n w ay 

through the prison o f  soul pain  to a place o f  greater w holeness, a new  dep th  o f  

living.281 From  the outset, in  his w ritings, it becom es clear tha t K earney em phasizes 

the crucial ro le o f  com m unication in the doctor-patient encounter. B ecause the 

patien ts’ he treats, have particu lar d ifficulty  in  com ing to  term s w ith  im m inent death, 

K earney needs access to their subconscious, i f  his psychological w ork and im age 

w ork are to be o f  therapeutic  value for his p a tien t’s.

280 C .  J .  J u n g , The structure and dynamics of the psyche, C o l l e c t e d  w o r k s  v o l .  7 ,  B o l l i n g e n  s e r ie s , X X  
( N e w  Y o r k :  P a n t h e o n , 1 9 5 3 , 1 9 0 - 1 9 3 .  S e e  a l s o , E l i z a b e t h  D .  E . ,  P a p a t h a n a s s o g l o u , E l i z a b e t h  I .  
P a t i r a k i ,  “ T r a n s f o r m a t i o n s  o f  s e l f :  a  p h e n o m e n o n o l o g i c a l  in v e s t i g a t i o n  in to  t h e  l i v e d  e x p e r i e n c e  o f  
s u r v i v o r s  o f  c r i t i c a l  i l l n e s s ,”  Nursing in Critical Care, 8 ( 2 0 0 3 )  1 3 .
281 M i c h a e l  K e a r n e y ,  Mortally Wounded, 5 7 ,  6 0 - 6 6
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3.10 STORY

In our hurried  and high-tech society, patients hope that those w ho care for 

them  are in terested in  the depth and uniqueness o f  their lives. A ccord ing  to  N agai- 

Jacobson & B urkhard t 282view ing persons as stories enables the understanding  that 

events and experiences in life occur w ith in  a unique context for each individual.

Story involves an in terp reta tion  o f  events and experiences and m ay reveal m ore tru th  

about the patien t than  extracted data from  trad itional history  taking. P a tien t’s 

accounts o f  illness can  reveal the disruption in selfhood tha t accom panies illness, and 

the narration  is a w ay to m ake sense o f  that illness. A ccord ing  to  Sakalys, the 

w itnessing o f  illness narratives can be seen as a part o f  a caring  nursing  practice w ith 

considerable healing potential. W hat is im portan t for the nurse or carer is the  quality 

o f  the listening, especially  listening for m eaning, rather than  gathering facts, and 

providing a relationship , enabling the ongoing story o f  the patien t to be to ld  as it 

unfolds.283 R oche believes that allow ing the patien t to narrate the story o f  h is/her life 

is therapeutic. Each pe rson ’s story has the potential to provide the key to  healing. 

Sensitive listening and dialogue can help the dying person  d iscover connections 

betw een their ow n story and possibly those o f  the Scriptures. E ven  dream s can 

provide a m ethod o f  unlocking the unconscious. As Jesus used  im ages from  nature 

and sym bols from  everyday life, so too care givers use analogies to get to  the heart o f  

the m atter.284

282 ■ • *M . G .  N a g a i - J a c o b s o n ,  M . A .  B u r k h a r d t .  “ V i e w i n g  p e r s o n s  as s t o r i e s : a p e r s p e c t i v e  f o r  h o l i s t i c
c a r e .”  Altern Ther Health Med. 2  ( 1 9 6 0 )  5 4 - 5 8 .
283

J . A .  S a k a l y s ,  “ R e s t o r i n g  t h e  p a t i e n t ’ s v o i c e ,  t h e  t h e r a p e u ti c s  o f  il ln e s s  n a r r a t i v e s ." J Holist Nurs. 2 1  
( 2 0 0 3 ) 2 2 8 - 2 4 1
284

J  R o c h e , “ T h e  s t o r y :  a p r i m a r y  s p i r i t u a l  t o o l :  s t o r ie s  c a n  b e  a h e a l i n g  p o w e r  in  t h e  d y i n g  p r o c e s s .”  
Health Prog 7 5  ( 1 9 9 4 )  6 0 -6 3
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O ver the centuries, listening has been  a crucial aspect o f  the various endeavors 

undertaken by healers in the in terest o f acquiring inform ation  from , achieving 

understanding of, and bringing about healing effects fo r suffers. Y et it has been  

vision rather than  hearing that has been  em phasized in  know ing and understanding, 

and looking rather than listening that has been em phasized in  healing endeavors. 

Jackson believes that it was only around the turn o f the tw entie th  century  tha t there 

em erged, the focused study o f  care in  listening, o f  listening beyond  the w ords 

them selves, and o f  the significance o f  the in terested  listener as a soothing, em pathic 

force. The p lace o f  listening in  depth and w ith  em pathy is a  crucial e lem ent in 

healing. W hile the em phasis on looking rem ains significant in  the gathering and 

appraisal o f  data, at tim es it threatens to overw helm  the need for an  atten tive and 

concerned listener. There appears to be a natural tension betw een  the tw o m odes that 

has, in m odern  tim e, been translated into a tension betw een a scientific m ode o f  

gaining inform ation  and a hum anistic  m ode o f  know ing sufferers. T elling  our stories 

is at the core o f  hum an  com m unication. W hile we have developed  m any form s o f 

com m unication, w hich carry our m essages across vast reaches o f  space and tim e, 

“ S tory,” in  the  oral tradition, still transports us into the essential realm s o f  im agination 

as no o ther form  can. There is a trem endous difference betw een new s and story. The 

news m edia inform s the m ind  in im portan t w ays but storytelling  allow s for 

transform ation. A ccording to H echest, story draw s from  w ellspring  deep hum an 

sym bols, archetypes and story exalts w hat w e can be, w hat w e can becom e, and our 

potential to transform . W henever and w herever stories are to ld  a cord is p lucked 

w ithin  the understanding o f  the listeners. O ften  the story is heard  by the ear, but 

listened to by the  sub-conscious m ind w here its deeper m eaning resides. Stories, 

m yths, or fables, seep into the  listeners inner resources and aw aken the
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im agination.285 There is convincing evidence that the pa tien ts’ narra tion  o f  their 

story, is beneficial no t only in  providing inform ation for the doctor b u t it is beneficial 

also for the patient. G ood patient-doctor com m unication is a crucial com ponent o f  

palliative care, and for the provision o f  a holistic m edical m odel o f  care to treat pain  

and alleviate suffering w hich I am prom oting  in this thesis

A dam  B latner w rites about ‘R e-story-ing the sou l.’ T he idea o f  re-story-ing  is 

not ju st having  a  story, or even telling  the story, but actually re-creating  and re

w orking the story, bringing the pow er o f  spontaneity and the know ledge o f  

circum stances in  the here-and-now  to the  cultural conserves o f  the past. A s far as re- 

story-ing affecting the soul is concerned, th is involves w eaving  in  som e elem ents o f 

w hat m ight be called m yth- m aking. This helps people not only to  rea lize  and re 

create their stories bu t also to connect these to som e deeper d im ensions o f  the psyche, 

those associated w ith  the idea o f  “soul.” In  so doing, people are helped  to  develop 

that ego-soul connection, w hich  is an im portant elem ent in spiritual developm ent and 

psychological healing and resiliency. H elp ing  people to tell their stories, is itself, 

healing. H elping them  to re-tell their stories, to re-construct them  in  a m ore positive 

fashion, a story that then can lead one tow ards th inking m ore hopefully  about oneself 

and life, this is even m ore healing .286 The potential capacity o f  patien ts to  becom e 

involved in a  healing process m ay be restricted, by the level o f  fear experienced  at the 

thought o f  im m inent death. K earney suggests that we all share prim al fear, an 

instinctive fear o f  the dark. This existential and prim al fear o f  the unknow n causes a 

particu lar form  o f  hum an suffering he calls ‘soul pa in ’. He explains th is pain in

285 M .  H e c h e s t ,  i n t e r v i e w e d  b y  K a r i  B e r g e r .  “ T h e  t r u t h  in  s t o r y ,”  The Ecology of Media 2 3  ( 1 9 8 9 )  5 8
286

A d a m  B l a t n e r ,  “  R e - s t o r y - i n g  t h e  s o u l : t r a n s f o r m a t i o n a l  p o w e r  o f  t h e  h e a l i n g  a r t s ,”  A v a i l a b l e  
h t t p :/ / v v v v v v .b l n l n e i - .c o m / a d a m / l e v e l 2 / i e s l o i s o u l .h U n .V i e w e d  0 2 - 1 1 - 0 4 .
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psychological term s. The prim e m over, he feels is that a  particu lar part o f  the m ind 

know n as the ‘ego ’ w h ich  is happiest w hen in  control o f  a  w orld, tha t is fam iliar and 

predictable, but w hen threatened by the approach o f death, it sees chaos and the 

u ltim ate unknow n. In  an effort to survive, the ego m ay p ro jec t its fear o f  death  on to 

the unconscious aspects o f  the m ind, w hich K earney term s ‘sou l’ seeing in  it 

unpredictable depths a “m icrocosm  o f  death itself.” This unraveling  o f  existential 

and prim al fear by K earney, explains w here th is fear com es from , and how , it can be 

accessed th rough  the m edium  o f  story.

In  order to survive the ego ‘flees from  the soul’ and alienates itse lf  from  all in  

our depths leaving us feeling isolated and terrified  in  a  w asteland  o f  m eaninglessness 

and hopelessness, that is soul pain. For those patients w ho are hav ing  a difficult tim e 

in their dying and seem  im possible to com fort, K earney is convinced that i f  he could 

lead these vulnerable individuals to  a p lace w here they could  find  a creative w ay o f 

responding to the challenge o f  soul pain, tha t it m ight open up  a path  to the very heart 

o f  living, even in  the shadow  o f  death.287 K earney, in  his w ork w ith  d istressed 

pa tien t’s, adds h is particu lar expertise to the field  o f  pallia tive  care, and it could also 

be part o f  a ho listic  m odel o f  care

3.11 THE HOSPICE MOVEMENT

M ichael K earney has the  experience o f  w orking as a consultan t w ith in  the 

H ospice M ovem ent. H e is fam iliar w ith  the im pact the ho listic  approach and

287 Michael Kearney, M ortally Wounded, 13-15.
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com passionate attention to the w hole person, can m ake for the term inally  ill. D am e 

Cicely Saunders, founder o f  H ospice provides their m ission statem ent:

Y ou m atter because you  are you,
Y ou m atter to  the last m om ent o f  your life,
A nd w e w ill do all we can
N o t only to help  you die peacefully
B ut also to  live until you die

This m akes the process o f  dying easier by expertly controlling  the ind iv idual’s pain  

and other physical sym ptom s w hile fostering ‘open and honest com m unication  w ith 

them  and their fam ilies.’ This can transform  w hat m ay have been  a frightening and 

m iserable existence into a tim e o f ‘continuing personal grow th  and com pletion .’ The 

hospice m ovem ent w hich, has done so m uch to  allay the fears and distress associated 

w ith the dying process, has origins, w hich  can be traced back  to the caring im pulse, at 

the heart o f  all professions. K earney believes that this caring  im pulse has evolved in  

the tw enty-first century as a redress to the im balance created  by increasingly  

scientific, and technological m edical system s. In the past tw en ty-five years the 

principles o f  treatm ent and care w hich  w ere developed w ith in  this m ovem ent have 

begun to  be integrated into m ainstream  w estern  m edicine and has led to  the 

international d issem ination o f  this new , yet old, healthcare specialty  know n now  as 

palliative care.288 W hile the stories o f  term inally  ill patients, w hich, K earney uses in 

this tex t show  w hat p ioneer hospice w orker C icely Saunders calls this ‘effective 

loving care’ o f  the dying, the stories also reveal that som etim es, the suffering persists, 

and m ore is necessary in  responding to soul pain.

288Michael Kearney, Mortally wounded, 15, J Cameron Muir, Robert M. Arnold, “Palliative care and 
the hospitalist: an opportunity for cross fertilization,” The American Journal of Medicine 111 (2001) 
10-14.
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This suggests that a quest for inner w holeness, understood  m ore in  term s o f  

com m itm ent to a process than achievem ent o f  a goal, m igh t in form  the d irection  o f  

our response. A nd i f  the theory is correct that the root o f  th is p rob lem  is a personal 

and cultural disconnection from  and a devaluing o f  all that is soul, then  the initial 

direction we m ust take in  th is quest is inward. K earney acknow ledges the pivotal role 

that honest and open com m unication  plays in the life o f  each person. This perception  

o f  ones existence as a w hole, how ever, is opposed in  our tim e by everything that is 

com m only understood as speci fically m odern.289 A  holistic m edical m odel o f  care, 

w ould  treat the patient as a w hole hum an being, psychologically , social, spiritual and 

physical. A chieving w holeness, renew ed strength  and acceptance is one o f  the goals 

o f  palliative care, w hich  is synonym ous w ith holistic care.

3. 12 ENCOUNTERS WITH PATIENTS

D uring the course o f  his w ork K earney encounters patien ts w ho do not 

respond to palliative care. Being tra ined  in psychotherapy and spiritual direction, 

w ith  experience o f  Jungian analysis and training in  dream  w ork, he is in  a position  to 

offer patients inner therapies based on m ythological and psycho log ical m odels, to 

com plim ent the physical or outer care o f  the patient. The first pa tien t in th is group 

w as a young w om an w ith  recurring  term inal cancer. She w as in  pain  and very  fearful 

w hich  further exacerbated her distress. She w as terrified  o f  m oving  in  case her pain  

w orsened. In  consultation w ith  sta ff and fam ily m em bers it w as agreed to  sedate her. 

A ny attem pt to lighten this sedation provoked further distress. It w as decided then to

289 Henry Reed, “The healing power of communication”
http:/Avww.treat ivespiril.net/henrvreed/bookievicwsM book9708.htm view ed 06-06-05, p. 1-2.
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continue the palliative sedation in  order to offer her a hum ane alternative to conscious 

suffering. The second patien t had term inal cancer bu t did not accep t it, and becam e 

increasingly distressed. She w as an Evangelical C hristian  and believed  that G od was 

ju s t testing her faith. Then, one day she felt m uch better, believed  that she had  been 

healed and died peacefully . The th ird  patient w as an agnostic  w ith  term inal cancer. 

H is drinking had led h im  to loosing his job , and becom ing estranged  from  his fam ily. 

He was short o f  breath, looked terrified  and did not w ish  to  d iscuss his illness. 

B ecom ing even m ore fearful he accepted a bed in the hospice. A fter h is adm ission he 

appeared m ore secure in  his new  surroundings. G radually he began to feel better, and 

experienced conten tm ent even happiness and truth. H e could  not explain  w hy bu t felt 

that it had com e from  w ith in  him self. He now  had no fear o f  dying, and died  very 

peacefully. H ere w e have an exam ple o f  patient-oriented care, and how  the provision  

o f  a healing environm ent is conducive tow ards assisting patien ts to accept their 

illness, and lessen their fear o f  im pending death

The arrival o f  patients 2 & 3 in  a  place o f  inner healing and fearlessness 

contrasted starkly w ith  the first p a tien t’s unresolved anguish. W hat b rought about 

such radical transform ation  in these tw o very d ifferent people is no t know n. W hatever 

had happened it w as because o f  some subtle ye t pow erful change w ith in  the  

individuals them selves.290 The fourth  patient trea ted  by K earney w as in  h is second 

w eek in the hospice, and said tha t his pain w as ‘the w orst it had ever b een ’. It w as felt 

that his deep em otions w ere using his pain  as a m egaphone. In  his case K earney 

recom m ended guided visualization, to give h is patient access to his unconscious 

m ind, w here deep em otions w ere buried. D uring guided v isualization, h is patien t

290 Michael Kearney, M ortally Wounded, 27
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began to  grieve for his father, w ho had died. He felt th a t his fa ther could  have helped 

him  in his distress. In  the w eek  after this, the patient show ed a defin ite  im provem ent, 

and his pain  partially  responded to drug treatm ent and he felt that he could  live w ith  

the rem aining pain. H is encounters w ith the im ages that arose from  his deeper inner 

experience, transform ed the quality o f  his living and dying.291 T hrough  guided 

im agery and visualization techniques K earney w as able to assist a p a tien t’ to  resolve 

his g rie f occasioned by the death  o f  his father, after w hich  h is pa in  w as lessoned. 

Lessons can be learned from  the successful treatm ent o f  th is distressed patient, w hich 

could be o f  benefit to other patien ts in general m edicine.

3. 13 GUIDED IMAGERY AND THE MEDICAL MODEL

There are num erous areas in healthcare w here guided  im agery has im proved 

patient w ell-being. Firstly, it can  be a m eans for healing  and  transform ation. Im agery 

enables patients to m ake sense o f  physical and em otional illness, and can be healing. 

E llio t states that by expanding the patien t’s aw areness o f  the in terconnection  betw een 

body, m ind and soul the outcom e o f  the disease process can be affected. In  review ing 

the use o f  guided im agery Tusek & C w ynar recom m ended its use in an acute care 

setting w here again, the patien t is distressed em otionally  as w ell as physically . The 

experience o f  being hospita lized  can evoke feelings o f  fear, anger, helplessness and 

isolation. M ore patien ts are rely ing on the use o f  guided im agery  to  provide a 

significant source o f  strength, support, and courage as they prepare for a procedure or 

m anage the stresses o f  a hospital stay. W ithin  a holistic approach, M iller po in ts out 

that nursing sta ff can play  a  pivotal ro le in providing pa tien ts’ w ith  self-care
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strategies, w hich  can be em pow ering, it is cost-effective and som etim es it can be 

f u n 292

K earney also uses M yth, The C hiron M yth, as an aid to the patien t w ho has 

d ifficulty  accepting that his death is im m inent. B asically  the m ythological m odel has 

five d istinct parts: the w ounding, the struggle, the  choice, the  descent, and finally  the 

return. These represent tw o radically  different view points. The first o f  these is called  

‘the heroic s tance’ w hich  becom es evident in  the successes and struggles o f  the early 

part o f  the story. The pivotal m om ent w here this v iew poin t shifts to another com es as 

Chiron chooses to let go o f  his im m ortality  as he sw aps places w ith  Prom etheus.

From  that po in t onw ards h is actions com e from  a new  v iew poin t ‘the w ay o f  descen t’. 

This turn-about m arks a transition  from  one realm  to  another: from  the above to  the 

below , from  the know n to the unknow n.293

C hiron’s early life, first as conscientious pupil o f  A pollo , later as teacher o f  

the sons o f  G recian K ings, show  that he w as closely identified  w ith  the heroic stance. 

This is the sam e hero ic attitude that underpins scientific W estern  healthcare w here it 

is referred  to as the ‘m edical m odel’. This m edical m odel states that (all) illness o f 

the body and m ind  has an underlying cause; i f  one can find  this cause (diagnosis) and 

proceed to  rem ove, reverse, replace or bypass it (treatm ent) one can retu rn  to the 

status quo (cure).

292 H. Elliott, “Imagevvork as a means for healing and personal transformation.” Complement Ther Nurs 
Midwifery, 9 (2003) 118-124. See also, D.L. Tusek , R.E. Cvvynar, “Strategies for implementing a 
guided imagery program to enhance patient experience,” AACN Clin Issues, 11 (2000) 68-76, and T.
Miller, “The use of guided imagery in perioperative nursing,” Semin Perioper Nurs. 7 (1998) 108-113.
293 Michael Kearney, M ortally Wounded, 44
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It is evident that the m edical m odel w orks well. It has led  to cures being  

found for an ever increasing num ber o f  illnesses. It has resu lted  in an  ex tension  in 

quantity o f  life and an im provem ent in quality o f  life for countless sick individuals. 

W here the m edical m odel and heroic stance, w hich  inform s it, runs into troub le  is in 

confrontation w ith insoluble problem s. This happened in the C hiron  M yth  w hen 

C hiron is w ounded ironically  by H ercules, the very em bodim ent o f  the  heroic 

principle. H ercules w as Ch iro n ’s form er pupil. The analogous situation  in  W estern  

healthcare is w hen a p a tien t’s illness is diagnosed as term inal. N o m atter how  we deal 

w ith it, we will, like C hiron be m ortally  w ounded.294 W hile the m edical m odel is 

successful in treating  m any sick patients, it is inadequate in  the face o f  suffering, and 

a m ore holistic m edical m odel is needed. The addition  o f  guided im agery, and the 

provision o f  a healing environm ent, to the m edical m odel p roved  successful in 

treating patients. The provision o f  a holistic m edical m odel w hich  I am  prom oting  in  

this thesis, w ould also retain  the current m edical m odel, to w hich other therap ies or 

treatm ents w ould  be added.

3. 14 PARADIGM SHIFT

A  paradigm  shift is a change in  the conceptual fram ew ork, a m ental fram e o f  

reference or w ay o f  v iew ing a situation. E very  tim e w e look at and then  respond  to a 

given set o f  circum stances, we do so in  the context o f  a particu lar paradigm . W e m ay 

see and respond to exactly  the sam e situation in  a variety  o f  w ays depending  on  w hat 

paradigm  we are operating from. The heroic stance represents one parad igm  i.e. the 

Greek M yth o f  Chiron. It offers a m ythological way o f  understanding, bo th  the nature

294 Michael Kearney, M ortally Wounded, 44-46
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o f  such distress and how  an individual m ight begin  to m ove beyond such suffering to 

a place o f  healing, a state o f  acceptance.295 The heroic stance is usually  the dom inant 

paradigm  at the earlier stages o f  a term inal illness and is apparent in  efforts m ade to 

alleviate and contain  the physical, the em otional, and social aspects o f  the individuals 

suffering. This paradigm  helps to create the em otional conditions tha t facilitate  the 

essential paradigm  shift. A  tim e com es for all w ho are dying w hen  they know  that 

they and those around them  have done all that is possib le to do, w hen  they  realize that 

the heroic stance has achieved all it can  and w here a continued  struggle against the 

inevitable is no t only futile but dam aging and is adding to their suffering. W hen, at 

this m om ent, such individuals let go o f  their struggle, the new  paradigm , the w ay o f  

descent, has already begun. For people w ho suffer, a m ove into the  w ay o f  descent 

represents a radical change in perspective. E ven though circum stances m ay rem ain 

exactly the sam e, they w ill now  experience them  in  another way. It is as if  they  have 

m oved from  a cram ped place w here fear w as dom inant to a m ore open  space. A  

lessoning o f  em otional pressure, and feelings o f  sadness and the re-em ergence o f  a 

sense o f  m eaning  are som e signs that this shift has occurred.

K earney, in  observing those close to  death, sees that som e patien ts m ake the 

transition  from  w hat w e now  term , the heroic stance to the w ay o f  descent. This 

com es easily to  som e patients. They have m ade their choice. C onscious o f  the  support 

and care o f  those around them , and the w eariness o f  their bodies from  their struggles 

they prepare for their decent. The im age w ork is particularly  valuable in  that it 

creates the circum stances w hereby individuals like th is patien t w ho are ripe to m ake 

the decision but get trapped in the process, are enabled to m ake their penultim ate

295 ibid.
296Michael Kearney, M ortally Wounded, 45-52
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decision as they set out on their last journey , into the unknow n, th rough  uncharted

9 Q7
territo ry  to the w ay o f  descent.

A nd, so C hiron died and descended into the underw orld  o f  Tartarus. In  the

pa tien t’s story, his descent was into dream tim e, w here his attitude w as all im portant.

H e had to m ake his final choice, and did ju s t that. H e w as ready  fo r w hat he

encountered in  his im agination. He noticed, in teracted  w ith  and allow ed h im se lf to be

surprised, and educated by its im ages. H e trusted  his depth and in  turn  th is enabled the

* <
autonom ous, healing  aspects o f  depth to beg in  w orking on  him .

A lthough  th is patient w as not cured, he had  less pain, and  needed less 

m edication. H is attitude to his illness had changed, and he becam e m ore peaceful. 

T hese changes could  be attributed to the em otional catharsis and articu lation  w hen he 

expressed his g rie f  fo r his father, all th is due to the healing pow er o f  the  im agination. 

K earney w as p leased  w ith  the pa tien t’s reso lu tion  o f  his problem s. W hereas early on 

he despaired o f  finding a w ay to alleviate th is suffering, and fe lt a failure, now  

how ever he felt enriched, it had been a learn ing  experience for him . H e felt sure that 

h is patien t had now  becom e a w ounded healer a  sure m ark  o f  the  return. The p a tien t’s 

return, refers to  the changes w hich  becam e apparent, he seem ed d ifferen t and yet 

‘m ore h im self,’ it w as an enigm atic sense o f  transform ation, characteristic  o f  the 

return. 299

297lbid.
298lbid.
299 Michael Kearney, M ortally Wounded, 47-53.
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The possib ility  o f  arriving at a  p lace o f  healing and o f  personal g row th  at the 

end o f  life is an issue w hich K earney deals w ith  in  h is second book, A Place o f  

Healing, K earney once again raises m any issues w hich  w ere in troduced  in  h is first 

book Mortally Wounded and treats them  in greater depth, w ith  som e differences. He 

places particu lar em phasis on ‘new  w ays o f  seeing’ and treating pain  and suffering.

He uses m etaphor to illustrate three possib le options to  choose from  in the treatm ent 

o f  the term inally  ill: a psychological m etaphor, a scientific m etaphor and a 

historical/m ythological one. He outlines the strengths and w eaknesses o f  each 

approach and points out the links w ith  curren t m edical practices.

3. 15 THE MEDICAL MODEL

The m edical m odel is the dom inant paradigm  in w estern  healthcare, it reflects 

a value system  w hich  prizes rational analysis and the ability to  in tervene in  a logical 

way to  change and control events. That th is paradigm  has been  h ighly  successful is 

evident in its ability to  prevent, treat, and cure an ever-expanding range o f  life- 

threatening illnesses. H ow ever not all hum an  distress is responsive to the 

in terventions o f  the m edical m odel, as is the case in  p sychological and existential 

suffering. The m edical m odel, w hile  it has its strengths it also has its lim its. F rom  the 

patien ts’ po in t o f  view , illness is m anifest th rough  pain and suffering .300 A  crucial 

aspect o f  the experience o f  pain  is in  the pe rson ’s sensory and em otional reaction  to  it. 

Cecily Saunders in her use o f  the term  ‘total p a in ’301 further em phasizes how  pain  is a 

dynam ic construct m ade up o f  in terw eaving layers o f  physical, social, em otional, and 

existential distress. The vast m ajority  o f  such pain  can now  be fu lly  contro lled  or

300 Michael Kearney, A Place of Healing, 3.
301 Cecily Saunders, The management o f terminal malignant disease (London: Edward Arnold) 194.
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significantly  eased using a m ultid iscip linary  approach and the ho listic  expertise 

accum ulated  in  palliative care and specialist pain  clinics.

F rom  tim e to tim e K earney finds patients, for w hom  the m edical m odel fails. 

He speaks o f  patien t A, w ith  recurring  prostate cancer. N o lasting pain  re lie f  w as 

found and his disease progressed, causing paralysis and great distress. It becam e clear 

that palliative care alone w as insuffic ien t.302 A t this stage o f  h is p a tien t’s illness, 

K earney, w ith  the consent o f  his patien t decided to do som e ‘inner w o rk ’. The patient 

began to keep a journal and reflect on  his dream s. He was asked to try  to find a 

connection w ith  anything in  the dream  that seem ed im portan t to him . T his helped  the 

patient to  begin  to find som e com fort and peace.303 W e see how  K earn ey ’s specialist 

train ing w as vital for the alleviation o f  pain, in  this patient. This expertise  could be 

part o f  a holistic  m edical m odel and could transfer to clinical p ractice  in  general 

m edicine, or it could be part o f  in terdiscip linary  support.

A lthough the m edical m odel helped  patient A  in the earlie r phases o f  his 

illness and in a variety  o f  w ays th roughout the later stages o f  his illness, its lim itations 

becam e apparent in  the face o f  the insoluble problem s o f  his spinal cord com pression 

and the resulting  em otional and psychological torm ent, it w as fe lt that further 

interventions w ould be futile. A ll the carers could do w as to  continue to  treat w hat 

problem s could be treated, and to  stay w ith  their patient in h is sufferings. As Cassell 

puts it: “The test o f  a system  o f  m edicine should be its adequacy in  the face o f  

su ffe rin g .. .m odern  m edicine fails that te s t . .. For pain, difficulty  in  breathing, or

302 Michael Kearney, A Place of Healing, 9.
303 Ibid. 12-13
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other afflictions o f  the body, superbly yes, for suffering no .”304 I f  w e are to  find 

creative and effective w ays o f  w orking  w ith patients in  suffering, w e m ust describe 

m ore accurately and understand in  greater depth the ‘o ther w a y ’ the ‘second m odel’, 

w hich becam e operative alongside the m edical m odel during pa tien t A ’s final 

w eeks.305 This is rem iniscent o f  the com m ent by Teilhard  de C hard in , in regard to 

Galelio

A s in the tim e o f  Galileo, w hat we m ost urgently need is m uch less new  facts 
than  a new  w ay o f  looking at the facts and accepting them . A  new  w ay o f  
seeing, com bined w ith a new  w ay o f  acting tha t is w h a t w e need .306

The p rovision  o f  a holistic m edical m odel for the alleviation o f  pain  and suffering has 

precedence in H ellenic m edicine, w hich  w as based on  the co-existence o f  both 

traditional (A sclepian) and rational (H ippocratic) m edicine sym bolises the necessary 

co-existence and co-operation o f both system s, a synthesis o f their concepts deem ed 

essential to  solve problem s. His entire w ork was inspired by hum anistic  ideals and an 

undeviating dedication to the patient. M odern m edicine can derive valuable lessons 

from  the H ippocratic tradition. For the com ing 21st century, m edicine senses m ore 

than ever the need to com bine the concepts of hum anistic values and the H ippocratic 

m essages w ith the technologic ‘im perative’ or the m edical m odel. M arketos and 

Skiadas point out that this bond is necessary to the im provem ent o f  m edicine in the 

fu ture because, currently, the enorm ous biom edical techno logy  so far has contributed 

little to the traditionally  hum an fields o f psychosom atic and functional disturbances,

304 Eric Cassell (1991) op cit., preface, vii. The failure of medicine to meet the test put by suffering, 
which is really the failure of physicians to deal adequately with the suffering of their patients, only 
comes to be considered a failure because of personal and social expectations that are only recently
emerging Doctors do not deal with suffering in the abstract, they treat persons who are afflicted by
something that leads to the suffering. The separation of the disease that underlies the suffering from 
both the person and the suffering itself, as though the scientific entity of disease is more real and more 
important than the person and the suffering, is one of the strange intellectual paradoxes of our time.
305 Michael Kearney, A Place o f Healing, 14
306 Pierre Teilhard de Chardin, Activation of Energy. (London, Collins, 1970) 294-5
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posing new dilem m as and threatening scientific problem s.307 T h e  holistic m edical 

m odel w hich I am  proposing in this thesis w ould provide care fo r the w hole person, 

psychologically , socially, spiritually and physically.

3.16 A CRITIQUE OF THE WORKS AND PRACTICE OF CASSIDY AND 

KEARNEY WITH RESPECT TO A HOLISTIC MEDICAL MODEL OF 

CARE

The difficulty  w ith C assidy’s w ork  is that it is entirely centered  on palliative 

care. T he patients she sees and treats are w ith  her for only a  short span o f  tim e given 

that they are suffering from  cancer, w hich the conventional m edical m odel has failed 

to cure. T hey arrive at the hospice in  pain and suffering at the  en d -o f -their lives. So 

Cassidy is dealing w ith  a  specific group o f  patients, in  a hosp ice environm ent. Their 

treatm ent consists o f  palliative care, w hich is pa tien t centred  and tailored  to  the 

individual requirem ents o f  each patient. R esponding to the concep t o f  ‘to ta l pa in ” as 

established by  Cecily Saunders, patients are treated  for their pain  and o ther sym ptom s 

w hich  include psychological, spiritual, and social aspects. R esearch  has show n that 

physical pain  cannot be treated  in isolation from  other aspects o f  distress, bu t m ust be 

addressed simultaneously. These patients are also supported  by a  m ultid iscip linary  

team .

The level o f  em otional energy Cassidy spends, in  order to do her jo b  is 

substantial, w hich she frequently  referred  to  as costly caring. She dedicates a  great 

deal o f  tim e to each individual patient. She prepares m eticu lously  for her first 

encounter w ith  a new  patient, speaks to them , and listens to  them  as they  narrated  the 

stories o f  their illness. She establishes a therapeutic  relationship  w ith  them , treats

307 S . G .  M a r k e t o s ,  P . K .  S k i a d a s ,  “ T h e  m o d e r n  H i p p o c r a t i c  t r a d i t i o n . S o m e  m e s s a g e s  f o r  c o n t e m p o r a r y  
m e d i c i n e .”  Spine 2 4  ( 1 9 9 9 )  1 1 5 9 - 6 3 .
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them  w ith  dignity and provides the privacy, w hich they need. T his level o f  a ttention 

to detail, and the am ount o f  tim e dedicated to this w ork w ould  no t be readily  available 

in a general hospital. Cassidy h e rse lf rem arked that the sam e com binations o f  drugs 

used in palliative care provided  in som e hospitals did not achieve, pain  relief, in a 

hospital setting. In  the rush  and business o f  a general hospital the  environm ent is no t 

conducive to the alleviation o f  pain  and suffering. P a tien ts’ fears and w orries are not 

dealt w ith. N o consultant in  general m edicine at present has enough  tim e to sit at a 

bedside, d raw  diagram s to  explain  the progress o f  their disease, or speaks to relatives. 

N either do general physicians establish close relationships w ith  patients, and m any 

patients can feel depersonalized as a  result. C urrent policy in  acute hospitals is to 

apply the m edical m odel, diagnose and treat the patient, and discharge them  as 

quickly as possible. T im e does not allow  for individual care and quick discharge 

m eans that patients m ust heal them selves. R esearch has show n that the current 

m edical m odel is inadequate in the face o f  suffering, m ore is needed. Specialists in 

palliative care know  that a hospice environm ent is conducive to healing, and that the 

righ t com bination o f  drugs in conjunction w ith a  holistic m edical m odel can 

successfully alleviate m ost pain  and suffering.

Like C assidy’s w ork  K earney’s too, is centered in  pallia tive  care, dealing w ith  

cancer patients, w ho are in pain  and suffering at the end o f  their lives. H ow ever unlike 

Cassidy, K earney is also a specialist in the areas o f  im age w ork , v isualization  and 

dream  w ork, as w ell as psychotherapy, Jungian analysis, and psychological 

techniques. K earney’s w ork  w ould  not easily be transferable to  a general hospital. To 

begin  w ith he spends a great length  o f  tim e w ith  his pa tien ts’. H e is aw are o f  the 

im portance o f  listening to  them , for m eaning as well as fo r inform ation, and is aware
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o f  the psychological d ifficulties o f  som e patients w ho have an inordinate fear o f  death 

and annihilation. H e provides a close relationship w ith  his pa tien ts  and holistic  care 

in attending to their needs o f  body, m ind and soul. H e goes to  great lengths to assist 

patients w ho w ere fearful and unable to let go. H e uses his expertise  in the use o f  

story, m yth  and sym bol to reach their subconscious w here th e ir fear lay. H e also 

believes in  a paradigm  shift and looks at the problem s o f  h is patien ts from  m any 

different perspectives. K earney’s contribution to the field  o f  pa llia tive  care is 

considerable, and we have evidence o f  how  a holistic m odel o f  m edicine can alleviate 

pain  and suffering even for very  distressed patients. W ith  the  appropriate  train ing  o f  

m edical and ancillary staff, together w ith  m ultid iscip linary  support, and a conducive 

environm ent for healing, a holistic  m edical m odel o f  healthcare  could provide the 

alleviation o f  pain and suffering in a general healthcare setting.

3.17 CONCLUSIONS

C assidy’s account o f  the palliative care provided for term inally  ill p a tien t’s is 

substantial, and a num ber o f  them es becom e obvious. I believe that m any o f  the 

treatm ents and strategies used to care for these patients could  be transferred  to other 

genera] m edical patients, w ho suffer from  unrelieved pain. She speaks o f  the fear 

experienced by patients, w hen they  learn that treatm ent has been  unsuccessful and 

that their death is im m inent, and for this reason she prepares w ell for her first 

encounter w ith  a new  patient. H er first concern  is to convey to  the patien t that she is 

in terested in them  as persons as w ell as patients. She invites them  to narrate  their 

story o f  illness, and listens carefully. H er first priority  is to estab lish  a therapeutic  

relationship to  enable the patients to benefit from  her treatm ents and care as the 

disease progresses, and pain  increases. Care is pa tien t-orien ted  and tailored to
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individual need. She believes in providing com petent care w ith  em pathy and 

com passion conscious o f  upholding the dignity o f  the patient. She also believes in 

treating her patients w ith  honesty  and authenticity  respecting their beliefs and 

practices. She accepts that her pa tien ts’ have a constellation o f  needs, and spiritual 

care is p rom oted through the practice o f  presence, com passion  and hopefulness. She 

fosters personal in tegrity , believes that all patients are infin ite ly  precious and affirm s 

their lives as fruitful, and m eaningful. F inally she prom otes in terpersonal connection, 

aware that w hat term inally  ill pa tien t’s w ant m ost o f  all, is a spirit o f  com panionship, 

som ebody w ho w ill rem ain  w ith  them , through all the d ifficu lties they  experience, 

until their jou rney  ends.

K earney’s account o f  caring for the term inally  ill is d ifferen t. Palliative care is 

a given, and his prim ary  concern  is w ith patients who are d istressed  and have 

difficulty com ing to term s w ith  the fact that their death is im m inent. H is task  is to  

d iscover the best w ay to  com m unicate w ith  these patients. D istressed  patients are full 

o f  fear, anger, helplessness and isolation. H is strategies for com m unication  include 

the use o f  m yth, used to explore unknow n phenom ena, w hich  provides context and 

illum ination for understanding the m ysteries o f  existence. A nother strategy involves 

view ing patients as stories, enabling the understanding that events and experiences in 

life have a unique context for each individual. W itnessing patien t narratives he listens 

for m eaning. Sensitive listening and dialogue assists the patien t to  m ake connections 

betw een his story and others even Scripture. Story can transport patien ts into the 

realm  o f  the im agination. S torytelling allow s fo r transform ation. Story is heard by the 

ear but is listened to in the subconscious m ind. G aining access to the subconscious o f  

the patient is im portan t for K earney since this is w here fear resides, causing patients
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great distress. Taking patients through guided im agery can prov ide a source o f  

strength, support and courage, w hich can lead to healing. A sking patien ts to recount 

their dream s, also provides a w ay o f  unlocking the unconscious. T hrough the 

encounter w ith  the im agination, the patient can be educated  by im ages, becom e 

transform ed, allow ing healing to begin. T hrough the use o f  m yth, p a tien ts’ m ay be 

encouraged to undergo a paradigm  shift, w here their v iew poin t shifts and they 

undergo a radical change in perspective. They m ove aw ay from  fear and w ith a 

lessoning o f  em otional pressure they realize that everything possib le  has been  done 

for them , and continuing to  struggle is pointless.

Looking at m yth  in its constituent parts: w ounding, struggle, descent and 

return  there are certain  com m onalities w ith  the m edical m odel. The patien t suffers 

from  his disease, (diagnosis) the struggle represents searching for w ays to relieve it, 

(treatm ent). The descent represents success (cure) and the re tu rn  (healing). H ow ever 

the m edical m odel does not alleviate all hum an distress or p rom ote  healing, as is the 

case in psychological and existential suffering. A  m ore holistic  m edical m odel o f  

care is required. Pain and suffering consist o f  in terw eaving layers o f  physical, social, 

em otional and existential distress. A holistic m edical m odel, w hich  I am  prom oting in 

tliis thesis w ould  provide for the patient as a w hole. W hile reta in ing  the rational 

m edical m odel, a  patien t-orien ted  holistic m edical m odel w ould  require the addition 

o f  other treatm ents and therapies, in the case o f  patients suffering from  cancer, 

m editation, relaxation, and psychotherapy have proved beneficial.

The necessity  o f  a healing m odel to  supplant the m edical m odel has as its 

origins the H ellenic m edicine o f  ancient G reece. H ellenic m edicine w as based on  the
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co-existence o f  both A sklepian  (traditional) and H ippocratic (rational) m edicine. A  

synthesis o f  their concepts w ere essential to  prom ote healing. W e have m uch  to  learn  

today from  the history  o f  m edicine. Just as m odern  m edicine is inadequate in  the 

face o f  pain and suffering, H ippocratic (rational) m edicine needed the addition  o f  

A sklepian (traditional) to bring about healing. So also m odern  m edicine (rational) 

needs the addition  o f  adjuvant m ethods to supplem ent it, in  order to  p rov ide  a  m ore 

holistic m edical m odel, w hich  I am  prom oting  in  this thesis.

A m ongst the num erous valuable lessons to  be learnt from  the  experience and 

clinical practice o f  Cassidy and K earney the im portance o f  good com m unication  and 

the establishm ent o f  relationships especially the doctor-patient rela tionship  becom es 

apparent. In  order to prov ide a philosophical underpinning for these relationships, in 

the next chapter I w ill explore the insights o f  M artin  B uber w ho has dealt at length  

w ith  m any kinds o f  relationships, and is best know n perhaps for h is I-Thou.
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CHAPTER FOUR: H OLISTIC M EDICAL PRACTICE IN THE 

LIGHT OF BUBER’S PHILOSOPHY OF DIALOGUE

4.1 INTRODUCTION

In  this chapter I present the argum ent that B uber’s ph ilosophy o f  d ialogue 

provides a philosophical basis for a holistic m edical m odel.308 The holistic  clinical 

practice o f  the tw o authors, Cassidy and K earney w ill be reconsidered  in  the  light o f  

B uber’s philosophy. It is hoped that th is exam ination w ill illum inate further the nature 

o f  a holistic m edical m odel and substantiate its use. To counterbalance the rational 

stance o f  the curren t m edical m odel, the inclusion o f  the social, em otional, spiritual 

and existentialist concerns o f  the patient m ust be taken into account. T he problem  

w ith  the current m edical m odel is that it restricts itse lf to  physical ev idence alone at 

the top o f  a h ierarchy and devalues any evidence low er dow n. This is no longer 

appropriate, a m ore holistic m edical m odel is called  for, w ith  a w iden ing  process that 

w ould include philosophical and spiritual perspectives, as w ell as the social and 

physical concerns o f  the patient. W ithout these difficulties m ay arise w here issues o f  

hum an suffering are concerned.309

M artin  B u b er’s philosophy has developed  concepts o f  rela tionship  and 

dialogue that could provide insights into the doctor-patient relationships. B u b er’s 

philosophy o f  dialogue view s hum an existence in  two d ifferen t kinds o f  relationships: 

I-It and I-Thou, The I-It belonging to  the norm al everyday relation  o f  hum an  beings

308 M a r t i n  B u b e r ,  I and Thou, t r a n s . R .  G .  S m i t h  ( L o n d o n :  T  &  T  C l a r k e ,  2 0 0 3 )
309 R . G .  E v a n s ,  “ P a t i e n t  c e n t e r e d  m e d i c i n e : r e a s o n , e m o t i o n ,  a n d  h u m a n  s p ir it ?  S o m e  p h i l o s o p h i c a l  
r e fle c t io n s  o n  b e i n g  w i t h  p a t i e n t s .”  JMed Ethics: Medical Humanities 2 9  ( 2 0 0 3 )  8 - 1 5 .
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tow ards the th ings around them , the m edical m odel belongs to  th is rea lm  o f  order.

The I-T hou relationship  is w here the hum an being enters w ith  h is w hole being, in 

m eeting, in a d ialogue, w ith  another. B uber explains h is standpoint as operating  on “a 

narrow  ridge” the dialogue happens betw een tw o people, ye t the m eaning  is no t found 

in either o f  the tw o partners, nor in both, but only in the d ialogue itself, in  this 

“betw een” w here they live together. He outlines behavioral characteristics o f  

participants in  genuine dialogue, that is “directness and w holeness; w ill and grace; 

and the presence o f  m utuality .” The presence o f  m utuality , or the “betw een” is central 

to B uber’s thought. O ne o f  B uber’s insights concerns the “E ternal T hou .” F or B uber, 

such in terhum an m eetings are a reflection o f  the hum an m eeting  w ith  God. This 

philosophical stance has radical im plications for hum an relationships, including 

relationships w ith in  the practice o f  m edicine, as w ill be dem onstrated.

I w ill begin  w ith  a b rie f biography o f  M artin  B uber after w hich I w ill exam ine 

in some detail h is ph ilosophy o f  dialogue. Then, taking C assidy and K earney in  turn  I 

will exam ine their m odel o f  clinical practice in  the light o f  insights gained, w ith  a 

v iew  to identify ing key aspects o f  the holistic  practice o f  m edicine

4. 2 MARTIN BUBER: A BRIEF BIOGRAPHY

M artin  B uber was born  in V ienna in  1878 and was brought up until the age o f  

fourteen in  the G alacian  hom e o f  his grandfather Solom on B uber, one o f  the last great 

scholars o f  the Haskalah (Jew ish E nlightenm ent)310. In his grandparents household  

B uber experienced the harm onious union o f  authentic Jew ish trad ition  w ith  the

310C .  W .  M a y h a l l ,  T i m o t h y  B .  M a y h a l l ,  On Buber, ( C a n a d a ,W a d s w o r t h :  T h o m s a n ,  2 0 0 4 )  7 .
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liberating spirit o f  the E nlightenm ent or Haskalah. In  particu lar he absorbed the 

atm osphere o f  healthy piety and respect for learning, w hich  w ere to set the  fram ew ork  

for his w hole life. O f  his father he wrote:

H e took  part in  the life o f  all the people w ho w ere dependent on  him : the 
laborers, the peasants, and the tenants. H e concerned h im se lf  w ith  their fam ily 
lives, w ith  the upbringing and schooling o f  the children. This solicitude was 
directly  personal. This sam e w ay o f  acting in relationship  to peop le  carried 
over into the town. He understood no other help than tha t from  person  to 
person .311

Buber cam e to appreciate his fa ther’s role as the instructor o f  the m ore practical and 

relational aspects o f  society, w hich one day he w ould thoroughly  explore in  intim ate 

detail. A t school, B uber studied languages and the hum anities, and philosophy. True 

philosophy, he learned, should m ove beyond the sim ple academ ic exercise o f  history  

and into life application; answ ers to  the essential questions o f  being  should translate 

into m ore m eaningfu l interpersonal relationships. In: The Way o f Response, Buber 

writes:

Existence will rem ain m eaningless fo r you if  you yourself do not penetrate 
into it with your active love and if  you do not in this way discover its m eaning 
fo r your self. E verything is w aiting to be hallow ed by Y ou; it is w aiting to be 
disclosed in its m eaning and to  be realized in it by you. He w ho loves brings 
God and the w orld together.312He felt called by G od to establish  a nation 
w hich w ould prom ote a genuine com m unity and a ju s t w ay of life.313

For m any years B uber served as p rofessor o f  the Jew ish history  o f  relig ion  and 

ethics in  F rankfurt U niversity. This w as also the year o f  the pub lica tion  o f  his best 

know n book  I and Thou, 1923.314 A very p ro lific  author, som e o f  h is m ost fam ous 

w orks include: Between Man and Man, Daniel, Hasidism and the Modern Man, I  and

3,1 Ibid. 8
312 M a r t i n  B u b e r ,  The Way of Response, ( N e w  Y o r k :  S c h o c k e n , B o o k s ,  1 9 6 6 )
3,3 J a m e s  J .  B a c i k ,  Contemporary Theologians, ( N e w  Y o r k :  T r i u m p h  B o o k s ,  1 9 9 1 )  p . 2 4 7
314 S e e , 1 6 1
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Hasidism, The Way o f  Man, The Way o f Response, and The Knowledge o f  Man.

B uber’s w ritings span six decades and cover a w ide range o f  interests. H is 

m ost constant them e perhaps is best defined by the phrase “the  w ay o f  response .” His 

idea is that it is only through the other “that I becom e fully I .” H is relig ious life was 

influenced through  his study o f  H asidism  and he used the re-telling  o f  stories as a 

m ethod to instruct local com m unities. He saw  H assidic stories as p rom oting  an 

invitation to live a joyous com m unity life and to find holiness in  everyday life. Buber 

understood story to be a m edium  w ith in  w hich  various ex isten tial them es o f  life: 

belonging, yearning for com panionship, loss o f  hom eland, courage in adversity , could 

be w oven and transm itted  from  one generation to the next. T he telling  o f  a  story 

could convey the struggle to  understand the m ystery o f  life, the d ilem m as encountered 

and how  challenges could be met. A bove all story could convey both  the uniqueness

• •  » •  ’ 3 1 6 '  *o f  individual experiencing and the connectedness o f  all things. H is b road  education 

and diverse w ritings supported his scriptural inspired understanding  o f  the 

in terpersonal dim ension o f  life. T hrough his open and courageous w ay o f  life B uber 

calls us to a life o f  dialogue, characterized by personal invo lvem ent and deep respect 

for everything, w hich constitutes our w orld. B uber is a m an o f  m any talents: as 

prophet he proclaim s the im portance o f  the personal realm , as poet he poin ts to the 

depths o f  hum an  existence, and as a w ise teacher he guides us in  the quest for

3l5M a r t i n  B u b e r ,  Between Man and Man, T r a n s .  R . G .  S m i t h ,  ( N e w  Y o r k :  M a c m i l l i a n ,  1 9 6 5 )  Hasidism 
and the Modern Man, t r a n s . M .  F r e e d m a n  ( N e w  Y o r k :  H o r i z a n  P r e s s , 1 9 5 8 )  I and Thou, t r a n s . R . G .  
S m i t h  ( L o n d o n :  T  & T  C l a r k e ,  2 0 0 3 )  On Judaism, t r a n s . E .  J o s p e  ( N e w  Y o r k :  S c h o c k e n , 1 9 6 7 ) 7 w o  
Types of Faith, ( L o n d o n :  R o u t l e g e  &  K .  P a u l ,  1 9 5 1  )The Legend of the Baal-Shem, t r a n s . M .  F r e e d m a n  
( N e w  Y o r k :  H a r p e r .  1 9 5 5 )  Tales of Hasidism, t r a n s . O .  M a r x  ( N e w  Y o r k :  S c h o c k e n , 1 9 4 8 )  The Way 
of Man, ( L o n d o n :  C a r o l  P u b l i s h i n g  W o r l d ,  1 9 9 5 )  The Way of Response, ( N e w  Y o r k :  S c h o c k e n , 1 9 6 6 )  
a n d  The Knowledge of Man ( N e w  Y o r k :  H u m a n i t y  B o o k s ,  1 9 9 8 ) .
316 J .  C .  G u n z b u r g ,  The Power of Story, i n , H e a l i n g  T h r o u g h  M e e t i n g ,  ( L o n d o n :  R o u t l e d g e , 1 9 5 7 )  2 7 -  
3 1 .

Thou, On Judaism, Two types o f  Faith, The Legend o f  the Baal-Shem, Tales o f

315
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authentic personal re la tionships.317H um an existence for B uber is essentially  

relational. He sees hum an persons as social beings necessarily  re la ted  to  nature, to 

other hum an beings, m ost fundam entally  to  God.

4. 3 BUBER: A PHILOSOPHY OF DIALOGUE, I-THOU, AND I-IT

T he negative consequences o f  docto rs’ failure to establish  and m aintain  

personal relationships w ith patients are part o f  a hum anistic crisis in  m edicine today. 

To resolve th is crisis, a new  m odel o f  patient interaction is proposed , based on 

B uber’s philosophy o f  dialogue. This m odel show s how  the doctor can successfully 

com bine the  personal (I-Thou) and im personal (I-It) aspects o f  m ed ic ine318. There is 

an initial m eeting  stage, w hich initiates the doctor-patient rela tionsh ip , and requires 

m utual confirm ation; next, an  exam ination stage, w hich  requires a  sh ift from  a 

personal to an im personal style o f  interaction, follow ed by an in tegration  phase 

through dialogue or “healing through m eeting” stage, w hich  involves the in tegration 

o f  the im personal m edical data into the ongoing dialogue betw een  the  doctor and 

patient, as a  basis for decision m aking319 This m odel o f  doctor pa tien t interaction, is 

patien t-orien ted  and holistic, and can be incorporated  into a holistic m edical m odel o f 

care, w hich I am  prom oting in  th is thesis.

B u b er’s philosophy o f  d ialogue view s hum an existence in  tw o fundam entally  

d ifferent kinds o f  relationships: I-It and I-thou .320 The I-it re la tion  belongs to the 

norm al everyday relation  o f  hum an beings tow ards the th ings tha t surround him /her,

317 J . J .  B a c i k ,  Contemporary Theologians,  2 5 1
318 M a r t i n  B u b e r ,  1 and Thou, t r a n s . R .  G .  S m i t h ,  ( L o n d o n :  T . & T .  C l a r k ,  2 0 0 3 ) ,  1 5
319 H .  A b r a m o v i t c h ,  E .  S c h w a r t z ,  “ T h r e e  s ta g e s  o f  m e d i c a l  d i a l o g u e ” . Theoretical Medicine 1 7  ( 1 9 9 6 )  
1 7 5 - 1 8 7 .
320 I b i d .
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view ed from  a distance. The current m edical m odel belongs to  the I-it realm  o f  

relation. This is characterized by objectivity, abstraction, de tachm ent and experience. 

The I-thou  relationship  is radically  different. The hum an  person  en ters into it w ith  his 

innerm ost and w hole being, in m eeting, in a real dialogue, tha t is w hat bo th  parties do. 

The I-thou  relationship  is characterized by spontaneity, subjectiv ity , reciprocity  and 

recognition  as w ell as acceptance o f  the unique other, these en tities are im portan t for 

w hole hum an  beings. For, Buber, in ter-hum an m eetings, are also a  reflection  o f  the 

hum an m eeting  w ith  God. B uber’s m ain  them e is that hum an  existence m ay be 

defined by the w ay in  w hich  w e engage in  dialogue, w ith  each  other, w ith  the w orld, 

and w ith  God. B uber’s thought suggests three conceptual shifts: from  disease- 

centered to  person-centered; from  crisis to everyday m anagem ent; and from  principles 

and contracts to relationships.321 H ere, B uber sets out the necessary  criteria  for the 

developm ent o f  a successful m odel o f  in ter-hum an in teraction, in  a ho listic  way, 

involving w hole hum an beings, w hich  has im plications for the doctor-patient 

relationship.

In  I  and Thou, B uber in troduces h is fam ous d istinction  betw een  I-It and I- 

Thou, w hich  underlies the w hole book. B uber’s entire dialogical ph ilosophy is 

grounded in these tw o prim ary pairs, or tw o types o f  interactions:

To m an the w orld  is tw ofold , in  accordance w ith  his tw ofo ld  attitude.
The attitude o f  m an  is tw ofold, in  accordance w ith  the tw ofo ld  nature o f  the
prim ary w ords he speaks.
The prim ary w ords are not iso lated  w ords, bu t com bined  w ords.
The one prim ary w ord is the com bination I-T hou
The other prim ary w ord is the com bination  I-It; w herein , w ithou t a change in
the prim ary w ord, one o f  the w ords H e or She can rep lace It

321 F .  C o h n ,  “  E x i s t e n t i a l  m e d i c i n e : M a r t i n  B u b e r  a n d  p h y s i c i a n - p a t i e n t  r e l a t i o n s h i p s .”  J Contin Educ 
Health Prof 2 1  ( 2 0 0 1 )  1 7 0 - 1 8 1 .
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H ence the I o f  m an  is also tw ofold
For the I o f  the prim ary w ord I-T hou is a d ifferent I from  that o f  the prim ary 
w ord I-It.322

In the opening verse-paragraph  o f  I  and Thou, B uber lays dow n the cornerstone o f  his 

Life o f  Dialogue. The w orld  itse lf is no t tw ofold. Instead, tw o  w ays o f  standing in  the 

w orld, or com m unicating (translated above as a  ‘tw ofold  a ttitu d e’) flow  th rough  each 

person  into ‘the real w orld ’ o f  lived experience323 These tw o w ord  pairs are prim al 

because they  establish  tw o fundam ental m odes o f  speaking in  the  w orld .324 T here is 

no I taken  by itself. I exists only in relation  to the other, w hether w e tu rn  to  the other 

as w holly Thou or objectified  It. W hoever speaks one o f  the p rim al w ords enters into 

the I, the chosen subject position , and stands there In  the I-It relation. I rem ains 

outside these in teractions by controlling  the beginning, m idd le  and end, the subject 

discussed, and how  it is defined. In  I-T hou relationships, on  the  o ther hand, I y ield  

control by fully entering into relationship  naturally  and spontaneously .325 The I-T hou 

in teractions are direct and open m om ents o f m utual presence betw een persons 

according to Buber, and are necessary for becom ing w hole hum an  beings. W hen I 

address you  as Thou, I enter into direct relationship  w ith  you  as a  uniquely  w hole 

person, not m erely as an identity.

322 M a r t i n  B u b e r ,  I and Thou, t r a n s . R o n a l d  G .  S m i t h ,  ( L o n d o n :  T . & T .  C l a r k ,  2 0 0 3 ) ,  1 5
323 S i n c e  B u b e r  a n c h o r s  e v e r y t h i n g  th a t  h e  w i l l  s a y  in  I and Thou i n  th is  o p e n i n g  p a s s a g e , w e  n e e d  to  
a s c e r ta in  e x a c t l y  w h a t  h e  m e a n t  b y  “ t w o f o l d  attitude” (Haltung). Haltung r e fe r s  t o  a  p e r s o n s  s ta n c e  in  
th e  w o r l d .  I t  is r e f le c t e d  b y  th e  d i f f e r e n c e  b e t w e e n  t w o  p r i m a r y ,  o r  g r o u n d i n g  w o r d s  ( Grundwörter) 
t h a t  o n e  s p e a k s : I-Thou a n d  I-It. T h e  t r a n s l a t io n  “ a t t i t u d e ”  u s e d  b y  S m i t h  is t o o  p s y c h o l o g i c a l l y  
o r i e n t e d . T h e  G e r m a n  w o r d  Haltung, is m o r e  r e l a t i o n a l . I t  r e fe r s  t o  th e  w a y  I  a s s o c ia te  m y s e l f  to  w h a t  
is p r e s e n t  w i t h  m e  t o  m y  b a s ic  b e a r i n g , o r  l i f e  o r i e n t a t i o n .
324 M a r t i n  B u b e r ,  I and Thou o p . c i t .  B u b e r ’ s f o u n d a t i o n a l  d i s t i n c t i o n  is c l e a r e r  in  G e r m a n  b e t w e e n  I  
a n d  T h o u  r e l a t i o n s h i p  ( lch-Du Beziehung) a n d  I-It r e l a t i o n  ( Ich-es Verhältnis) . B o t h  w o r d s  a re  
tr a n s la te d  b y  S m i t h  as “ r e l a t i o n ,”  Beziehung m e a n s  r e l a t i o n s h i p  b e t w e e n  p e r s o n s  t h a t  in c l u d e  p a s t , 
p r e s e n t , a n d  f u t u r e  d i m e n s i o n s . T h e s e  t w o  l i f e  s ta n d s  a re  p r i m a l ,  o r  b a s i c , b e c a u s e  t h e y  c o n s t it u te  w h a t
is m o s t  f u n d a m e n t a l  a b o u t  h u m a n  l i f e .

3 2 5
K e n n e t h  P .  K r a m e r ,  M .  G a v v l i c k .  Martin Buber’s I and Thou, practicing living dialogue, ( N e w  

Y o r k :  P a u l i s t  P r e s s , 2 0 0 3 ) 1 8 - 1 8 .
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I-T hou thus refers to a tw o-sided event in w hich  our personal uniqueness 

enters into relationship  w ith  ano ther’s personal uniqueness, as i f  a child  has been  laid 

in our arm s and w e are called  to respond to it w ith  our w hole person. Certainly, 

B uber’s ever renew ed reason  for w riting w as his conviction  tha t each o f  us is capable 

o f  entering into I-T hou relationships w ith  one another, th rough  w hich  surprising and 

new  dim ensions o f  reality  arise. H ow ever, there is no pure I-T hou  rela tionship  

w ithout an I-It po in t o f  reference. N or can we have an I-T hou  rela tionship  w ith  

everyone in  every situation. W e can how ever, rem ain  open and w illing  to in tend  I- 

T hou in teractions w ith  those o f  sim ilar intentions. A  question  arises, i f  a continuous 

relationship  is neither possib le nor desirable, how  frequently  does it occur? B uber 

addresses this question in  Philosophical Interrogations

Since the perfec t I-T hou relationship  in  general m akes no statem ent
concerning itself, I do not know  how  frequent or how  rare it i s  For I believe
that it can transform  the hum an world, no t into som ething perfect, bu t perhaps 
into som ething very  m uch m ore hum an, according to  the  created  m eaning o f  
(a person), than  ex ists.326

It is also im portant to rem em ber that by Thou B uber does n o t m ean  either ‘G od’ or 

Y ou as an object o f  m y perception, or He, or She, or It. R ather, w ith  the w ord  iDu> 

B uber refers to the presence o f  uniqueness and w holeness em erging  from  genuine 

listening and responsible response. W hen I enter a real rela tionship  w ith  another as a 

Thou, I voluntarily  becom e ano ther’s Thou. I-T hou relationship , then, is exclusive 

and m om entary, cannot be held  on to, and does not perm anently  hold. W hen B uber 

asked him self, w hat does one experience o f  the T hou? H e gave tw o seem ingly 

contradictory responses: “no th ing” or “everything” . By “no th ing” he m eant no

326 M a r t i n  B u b e r ,  Philosophical Interrogations, ( e d .)  S i d n e y  a n d  B e a t r i c e  R o m e  ( N e w  Y o r k :  H o p e ,  
R i n e h a r t  &  W i n s t o n ,  1 9 6 4 .)  3 8 - 3 9 .
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particu lar object. By “every th ing” he m eant the unique p resence o f  w holeness.327 

Buber, did not consider h is statem ents as sure or absolute, b u t “as being on a narrow  

ridge” H ere Buber suggests a  paradigm  shift, in order to look  at the question o f  

dialogue, w hich  in this thesis concerns the dynam ics and com plexities o f  the doctor- 

patient relationship.

4. 4 THE NARROW RIDGE AND THE BETWEEN

R eferring to his w ork, M artin  B uber describes his standpoin t as operating on a 

‘narrow  rid g e’ betw een the gulfs w here there is no sureness o f  expressib le know ledge 

but the certainty o f  m eeting tha t rem ains undisclosed” . T his statem ent includes the 

insecurity o f  his I-Thou, or dialogical philosophy, w hich  he form ulated  as a third 

alternative to the insistent either-or o f  our age. Thus, B u b er’s “narrow  ridge is no 

happy m iddle ground, w hich  ignores the reality  o f  paradox and contradiction, it is 

rather a paradoxical unity  o f  w hat one understands only as a lternatives,” I and Thou, 

love and justice , good and evil, or love o f G od and fear o f G od, unity  and duality .328 

A ccording to  the logical conception o f  truth, only one o f  the tw o contraries can be 

true, bu t in the reality  o f  life as one lives it they  are inseparable, the person  w ho has 

acted know s that he w as and is in the hand o f  God. The unity  o f  the contraries is the 

m ystery  at the innerm ost core o f  the dialogue. B uber in troduces new  perspectives, 

w hich question the fundam ental channels o f  our th inking, and forces us to th ink, in a 

new  way, i f  we are to fo llow  h im 329

327 K . P .  K r a m e r ,  M .  G v v a l i c k  ( e d s .)  Martin Buber, I and Thou: p r a c t i c i n g  l i v i n g  d i a l o g u e  ( N e w  Y o r k :  
P a u l i s t  P r e s s , 2 0 0 3 )  1 9 - 2 0 .
328 M .  F r i e d m a n ,  Martin Buber: the life of dialogue, ( N e w  Y o r k ,  R o u t i e d g e ,  2 0 0 2 ) ,  3 - 4
32‘‘ M .  B u b e r ,  Israel and the World: essays in a time of crisis, ( N e w  Y o r k :  S c h o c k e n  B o o k s ,  1 9 4 8 ) 1 7 .
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In  his later w ork  B uber sets out his attem pt to  ground his v ision  in  a 

‘personalist’ philosophy. In  order to analyze the “universal structures o f  rea lity” he 

developed the category o f  the “betw een’. B uber insists tha t the really  real is the 

“betw een” the sphere w hich  is created by the in teraction  betw een  tw o people. This 

sphere is com m on to bo th  parties in the relationship  and transcends w hat properly  

belong to each o f  them . The genuine m eaning o f  personal life  cannot be found w ithin 

individuals, or even in  tw o people in  a relationship, bu t only  in  the ‘in te r-hum an’, 

w hich binds them  together and m akes com m unication possib le. R eference to  the 

Spirit or spiritual life m ust be located in the ‘betw een .’330 T his analysis o f  the 

dynam ics o f  com m unication, w ith  its em phasis on hum anism  has relevance for 

com m unication not only betw een the doctor and patient, b u t also w ith  o ther 

healthcare personnel as well.

The attem pt to  describe the structures o f  reality  leads B uber to  his 

understanding o f  hum an  existence. As hum an beings, w e com e to  existence only in  

relationships, it is our w ay o f  being-in-the w orld. W e have the capacity  to distance 

ourselves from  others, bu t w e can also reach  out to them  in  order to  ‘encoun ter’ them  

in m utual interests. A s persons o f  potential w e have the capacity  to enhance our 

relationships. A  patien t-centered  style w ould  take account o f  the pa tien t’s subjective 

experience, gain  an understanding  o f  his/her hopes, their fears and expectations, in  

their life context, in  o ther w ords it m eans getting  to know  the  other as a  fellow  hum an 

being. A lthough B u b er’s peers w ere critical o f  his w ork, nevertheless h is view s can 

sharpen our aw areness o f  the  relational aspects o f  our life and sum m ons us to  a life o f

330 J . J .  B a c i k ,  Contemporary Theologians,  2 5 3
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dialogue. B uber’s patien t-centered  style o f in teraction is essentially  holistic , and 

takes place, betw een w hole hum an beings.

A  life o f  d ialogue suggests an ideal m ode o f  existence: rela ting  openly w ith 

others by respecting their uniqueness; aligning ourselves w ith  cu ltural form s such as 

relig ion  and art by probing  their inner m eaning; and encountering  the ‘E ternal T h o u ’ 

in everyday life by refin ing  our aw areness o f  the divine presence. T hus, B uber offers 

both a v ision  and a program m e to recover the personal d im ension  o f  life in  a  w orld 

filled w ith depersonalizing forces. O ur w orld  is an It w orld  o f  things, w here w e can 

feel trapped in  m eaninglessness, and existential angst unless w e stand in  solidarity  

w ith  others, open ourselves up to dialogue and satisfy our need  for rela tion , a 

perm anent rela tion  is that w ith  God. A  spiritual com ponent is an essential elem ent in 

the provision  o f  a  holistic  m edical m odel, especially  for those w ho are suffering 

and/or in pain. In  C assidy’s w ork Sharing the Darkness, she speaks o f  the needs o f  

the dying, and w hat they  need above all else is a com panion  som eone w ho w ill stay

3 3 1w ith  them , share the pain, and face the darkness w ith  them .

4. 5 COMMUNICATION IN A LIFE OF AUTHENTIC DIALOGUE

M artin B uber, first proposed the transform ing  possib ilities o f  genuine dialogue in 

order to address the breakdow n in com m unication  w hich often  obstructs hum an 

relationships. W hether descriptive o f  a failed  doctor-patient relationship , 

disagreem ent or m isunderstanding, various d im ensions o f  hum an in teractions 

continue to receive w idespread attention across a spectrum  o f  fields and social 

situations. The consensus o f  feeling being tha t m eaningful com m unication  is

331 S h e i l a  C a s s i d y ,  S h a r i n g  th e  D a r k n e s s  ( L o n d o n :  D a r t o n ,  L o n g m a n  a n d  T o d d ,  1 9 8 5 )
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absolutely necessary  to the survival o f  individuals and nations. M artin  B u b er’s 

states:

That people can no longer carry on authentic d ialogue w ith  one another 
is not only the m ost acute sym ptom  o f  the pathology o f  our tim e, 
it is also that w hich  m ost urgently m akes a dem and on us.332

In response to this d ifficult situation B uber in  his w ork I and Thou suggested  a 

liberating alternative: a life o f  ‘genuine d ialogue’ based on his understanding  o f  

‘engaged’ interaction. A ccording to Friedm an, it m ust be understood  first, that Thou 

is no t an object but a relationship  in  w hich  partners are m utually  unique and whole.

* « • •  • •  • •  • 3 3 3
This living realization  is neither subjective nor objective, bu t in ter-hum an. It 

em erges from  the p lace that B uber calls the realm  o f  the ‘be tw een .’ This is w hy Buber 

writes: ‘A ll real living is m eeting .’ G enuine m eeting occurs w hen people enter 

dynam ic solidarity  w ith  one another. This deep bonding is contained neither in one, 

nor the other, nor in the sum  o f  both but becom es really  p resen t betw een them . It is 

relationships w hich  gives m eaning to our lives.

W hat is com m on to every person  according to  B uber is speech-w ith-m eaning, 

specch through w hich  w e becom e hum an w ith other hum ans. B u b er’s Life o f

3 3 4Dialogue is the ever-renew ing presence o f  alternative life stances. In  h is view , 

hum an life is lived in a continuous interplay betw een tw o prim al attitudes or w ays-of- 

speaking about I-It and I-Thou, w ith all that they involve. These life stances are no t 

for B uber absolute alternatives, but rather com plem entary  opposites that continually

332 K .  P . K r a m e r ,  M .  G a v v l i c k ,  ( e d s .)  Martin Buber’s I and Thou: practicing living dialogue, ( N e w  
Y o r k :  P a u l i s t  P r e s s , 2 0 0 3 )  v i i i ,
333 I b i d . 1 5 ,  S e e  a l s o , M . S .  F r i e d m a n  ( e d .)  Martin Buber: the life of dialogue ( L o n d o n :  R o u t l e d g e ,
2 0 0 2 )  6 5 - 7 0
334 334 £  p . K r a m e r ,  M .  G a w l i c k ,  ( e d s .)  Martin Buber’s I and Thou: practising living dialogue, ( N e w  
Y o r k :  P a u l i s t  P r e s s , 2 0 0 3 )  1 6 .
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interchange w ith  one another. In  the beginning, therefore, it is crucial to  grasp the fact 

that w hen B uber speaks o f  the tw o prim al w ord pairs, he m eans to indicate tw o 

fundam ental w ays o f  responding to, or com m unicating w ith  w hatever is before  us. 

W hen we say I, we use one or the other w ays o f  speaking. Thus, accord ing  to  Buber, 

by speaking in either one or the other prim al m odes, w e continually  reposition  

ourselves relationally . K now ing how  hum an relations are continually  in terw oven 

betw een the personal and the im personal provides a better understanding  o f  an  ideal 

patient-doctor relationship, w here the patient is addressed as a w hole  hum an being, 

social, em otional, and spiritual. It also clarifies the doc to rs’ response, and how  it 

m oves from  the in terpersonal (I-Thou) o f  h istory taking, to  the  physical exam ination 

(I-It) w hen the p a tien ts’ illness is d iagnosed and treatm ent is discussed and 

negotiated. T his is w here the holistic m edical m odel, w hich I am  proposing, is applied 

to the patient.

In  I-It relations, for exam ple, the pa tien ts’ d isease is ob jectified  and reduced 

to the content o f  the observers ow n experience.335 In I-T hou  relationships, on  the 

other hand, the d ialogue is open and m utual (reciprocity) w here fo r exam ple, the 

exchange is patient-oriented, and the patien t is involved in the decision m aking.

Both m ethods o f  speaking are necessary. W hile our lives in  the w orld  benefit in 

practical w ays because o f  I-It relations, developing personal w holeness requires I- 

T hou relationships. A ccording to B uber, one becom es hum an  only in I-T hou 

relationships, because these call a person  into unique w holeness, as B uber states: “I 

becom e th rough  m y rela tion  to the Thou. As I becom e I, I say Thou, that is I becom e

335 Ibid. 16-17.
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genuinely hum an  w ith  and through T hou.” 336 This can be achieved in  the application 

o f  a patien t-orien ted  holistic m edical m odel.

4. 6 DIRECTNESS AND WHOLENESS, WILL AND GRACE, AND 

PRESENCE OF MUTUALITY

H aving discussed the central I-T hou  axis o f  relationship , and the concepts o f  

the “narrow  ridge” or the “betw een, ” Buber next outlines three behavioral 

characteristics o f  participants in genuine dialogue, that is d irectness and w holeness, 

will and grace, and the presence o f  m utuality:

M eeting, the Thou m eets me through grace— it is no t found by seeking.
B ut m y speaking o f  the prim ary w ord to  it is an act o f  m y being.
The T hou  m eets me. B ut I step into d irect relation w ith  it. H ence, the relation 
m eans being chosen and choosing, suffering and action in  one; ju s t as any 
action o f  the w hole being, w hich m eans the suspension o f  all partial actions 
and consequently  o f  all sensations o f  actions grounded only in their particular 
lim itation, is bound to resem ble suffering.
The prim ary w ord I-T hou can be spoken only w ith the w hole being 
C oncentration  and fusion into the w hole being can never take p lace w ithout 
me.
I becam e th rough  m y relation to  the ‘T h o u ;’ as I becom e I, I say ‘T h o u ;’
A s I becom e I, I say Thou

• • • ^37A ll real living is m eeting ' .

F rom  this pivotal passage outlining the undiv ided  w holeness o f  genuine m eeting (in 

the sense o f  engaging and being engaged) the rest o f  B uber’s I and T hou  proceeds. 

The decisive single sentence ‘A ll real living is m eeting ’ is crucial for B uber, because 

genuine m eeting requires an altogether d ifferen t kind o f  attentiveness, a living 

relationship  o f  w hole person  to w hole person. “A ll real living is m eeting” does not

336 Ibid. 17
337 I b i d .  2 1
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mean that the objective other is unreal, but that, the It finds its reality when brought 

into the direct presence of an affirming I. Genuine meeting embodies directness and 

wholeness. By directness Buber means immediacy, presence without agendas. In his 

definition of wholeness Buber includes both ‘choosing’ to enter relationship, and 

‘being chosen’ by one who also chooses to enter into relationship. Dialogical 

wholeness, then, involves both “surrender and action.” Smith translates the key 

German word (Leidenschaft) ‘Passion’ as ‘suffering’. But in this context ‘Passion’ 

means more, moving toward ‘surrendering’ into relationship338

As Buber demonstrates in various contexts, I become fully myself in and 

through relationships with the Thou: “I become through my relationship to the Thou; 

as I become I, I say Thou”. In other words when genuine meeting happens, my will 

and identity are passionately involved. The implications of this insight also 

reverberates throughout the text. Yet, no matter how much I ‘will’ genuine 

relationship, finally the Thou meets me through the effective grace of reciprocal acts 

of compassion. Action and surrender, will and relational grace, generate the 

interactive immediacy of meeting. For Buber, grace is not a theological term but the 

spontaneously undetermined presence of mutuality, which cannot be activated by will 

alone. I f ‘will and grace’ provide the necessary preconditions for meeting, the 

presence o f mutuality characterizes its genuine nature. This precise level of insight 

enhances our understanding of all relationships

The I-Thou relationship, is simultaneously inclusive and exclusive. It is 

inclusive in so far as the world dwells in me as an image and I dwell in it as a thing

338 Ibid. 21-22
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but it is exclusive when, as Buber writes, the Thou steps forth and confronts me and 

‘fills the heavens’. When the relationship between /  and Thou is genuine, there exists 

a mutual giving. ‘You say Thou to it and give yourself to it, it says Thou to you and 

gives itself to you’. In other words, I and Thou give to one another in the mutual 

reciprocity between two persons, Buber writes:

Relation is mutual. My Thou affects me as I affect it 
We are moulded by our pupils and built up by our works.
The ‘bad’ man, lightly touched by the holy primary word,
becomes the one who reveals
how we are educated by children and by animals!
We live our lives inscrutably included within the streaming 
Mutual life of the universe.

According to Buber, this primary togetherness—the mutual life of the Universe is 

formed by real immediacy. Therefore, genuine meeting involves mutual ‘stand- 

taking’ and mutual self giving. And, since genuine I-Thou relationships are mutually 

present, the reality of that relationship—meeting others and holding our ground in the 

meeting—cannot be reduced to a distinct or an abstract feeling for example ‘emotion 

recollected in tranquillity’. But the question now arises as to what should we 

understand here by ‘mutually present’. If for example Buber’s understanding of love 

and ask ourselves where does love occur? Inside a person or between persons ? 

According to Buber feelings may accompany love, but they do not constitute love. 

While feelings dwell in a person the way a person dwells in the world, a person in 

love dwells in the mutual presence of love. Real love is deep bonding between 1 and 

Thou?40 In this context it becomes apparent that I-Thou moments consist not of two 

experiences dwelling distinctly in two persons but a third dimension, the dimension of

339 Kenneth P. Kramer, M. Gawlick, (eds.) Martin Buber's 1 and Thou, practicing living dialogue, 23
340 Ibid. 24
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the between in which shared experiences enlivens the I-Thou relationship: in the 

between, real meeting happens, there is elemental togetherness, vital reciprocity, 

memorable common fruitfulness, and mutual bonding. The presence of mutuality, or 

‘the between,’ is central to Buber’s thought.341

4.7 THE ETERNAL THOU

One of Buber’s significant insights in I and Thou, he called the ‘Eternal 

Thou’. As he indicated on several occasions, the central principle of his life’s work 

was that the I-Thou relationship between persons intimately reflects the I-Thou 

relationships humans have with God. Genuine relationship with any Thou shows 

glimpses of the ‘Eternal Thou’.342Thus Buber’s use of the word Thou has a twofold 

concern: both a temporal Thou (who can become It) and the ‘eternal Thou’ (who 

cannot become It) The following passage which occurs in part I of I  and Thou is 

repeated again in the middle of part III.

In every sphere in its own way, through each process of becoming 
That is present to us we look out toward the fringe of the 
Eternal Thou; in each we are aware of a breath from the 
Eternal Thou; in each Thou we address the eternal Thou.343

The Eternal Thou is not to be regarded as a separate being who is brought into the 

relationship. In contrast to all other existing beings, the ‘Eternal Thou’ cannot be 

reduced to even the ‘loftiest’ conceivable objective image. The eternal presence of 

God is instead glimpsed in the immediacy of the relationship itself. The importance

341 Kenneth P. Kramer, M. Gavvlick, Martin Buber’s I  and Thou, practicing living dialogue, 24. See 
also M. S. Freedman, (ed.) Martin Buber: the life o f dialogue, 69
342Martin Buber, I and Thou, 99
343 Martin Buber, 1 and Thou, 130, see also Kenneth P. Kramer, M. Gavvlick, Martin Buber’s I  and 
Thou, practicing living dialogue, 24-25
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of a spiritual element in a holistic medical model, for those who believe in the eternal 

presence of God cannot be underestimated, especially for patients who are 

experiencing pain and suffering. According to Buber the ‘exalted’ melancholy of our 

fate, is that every Thou in our world must become an It: The intense presence of Thou 

moments inevitably flows away, becoming objects, ideas relegated to past experience. 

The I-It relation refers to a one sided experience of ‘knowing,’ ‘using’ and putting 

things in ‘categories’. In this objective experience of the world with its plans, 

schemes and purposes.344 This could apply to healthcare services, and charters of 

rights for patients.

While I-Thou relationships are wholly personal, I-It relations are removed. I- 

It knowledge, or subject-object knowing, contains largely socially conditioned 

categories of self-thought. Although the title I  and Thou conveys the dialogical 

necessity of striving for genuine interaction with the world, Buber found it impossible 

to disregard the functional necessity of subject-object knowing. He makes this clear 

in Philosophical Interrogations:

I have often indicated how much I prize science so-called ‘objective 
knowledge’ without it there is no orienting connection with the space-time 
sphere in which we have to pass our individualized life on earth. Without the 
splendid condensations, reductions, generalizations, symbolizations that 
science turns out, the handing down of a ‘given’ order from generation to 
generation would be impossible.345

344 Martin Buber, I  and Thou, 58.
345 Martin Buber, Philosophical Interrogations , 48, see also Martin Buber, /  and Thou, 130, and 
Kenneth P. Kramer, M. Gawlick, (eds.) Martin Buber's I  and Thou, practicing living dialogue, 26-27.
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The current medical model is science based, and has proven its efficacy in 

both curing and eradicating diseases, and in the provision of markers and endpoints, 

which define disease, and assists in the diagnosis and treatment of patients. However 

this model is insufficient in the face of suffering, for this reason, I am advocating a 

holistic medical model, which would retain the current medical model, and add on 

further therapies and treatments in order to provide for patients in their wholeness, 

social, emotional, spiritual, physical, and psychological. The melancholy of our 

ability to imagine that we are removed from the objects of our senses, leaves every 

Thou in the world fated to become a thing among things:

It does not matter how exclusively present the Thou was in the direct relation. 
As soon as the relation has been worked out or permeated with a means, the 
Thou becomes an object among objects—perhaps the chief, but still one of 
them, fixed in its size and its limits346

This passage is tinged with sadness, the recognition that the mind not only holds the 

capacity for ordering the world, but that it also elevates its own melancholy, even 

while it mechanically limits the capacity for the genuine unfolding of every human 

life. These types of expressions remain exclusively within one frame of reference and 

typically involve evaluation, judgment, justification, and association. This could 

apply to the medical model. While this form of discourse is necessary to serving the 

means and ends of healthcare, I-It discourse alone is not enough to restore fuller 

humanness. Clinging to the chrysalis of objective experience, severely limits our 

ability to acknowledge what Buber considers our fundamental birthright. Without the 

opportunity to fulfill our need for transforming relationships, our quality of life

346 Martin Buber, I  and Thou, 31,58.
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suffers. This exemplifies the deficiencies inherent in the current medical model, and 

justifies changing to a holistic medical model.

One of the recurring phrases in Buber’s thesis is ‘All living is meeting.’’ He 

reinforces his thesis by tracing the experience of an infant emerging into ‘relational 

consciousness.’ Buber begins: ‘In the beginning is relationship’, here he refers to the 

prenatal life of a child in pure union with its mother.347 It is from the natural 

combination of mother and child Buber writes, that the primary awareness of the I- 

Thou relationship begins. In this perspective the presence of the Thou corresponds to 

the development of the human being and we are all born with an ‘inborn Thou.’ In 

the womb the child is unfolded in a natural relationship the bonds of which are broken 

at birth. From the first moment of life, the child reaches out for contact confirming 

otherness. It is only through developing this ‘inborn Thou’ that a child eventually 

becomes a person.348 In Buber’s formulations the ‘inborn Thou’ is both a ‘category of 

being’ and a ‘model for the soul:’

The inborn thou is realized in the lived relations of that which meets it. The 
fact that this Thou can be known as what is over against the child, can be 
taken up in exclusiveness, and finally can be addressed with the primary word, 
is based on the apriori of relation.349

It is because the lived experience of the Thou is both a priori and inborn that Buber 

placed it ‘in the beginning.’ The I-Thou relationship comes before the self existence 

of either I or Thou alone. Through seeing, hearing, and touching, writes Buber, a 

child finds his or her own world. The “inborn Thou” manifests itself only through 

entering into relationship with another Thou. As the child becomes conscious of I, by

347 Kenneth P. Kramer, M. Gavvlick, (eds.) Martin Buber’s I  and Thou, practicing living dialogue, 28
348 Ibid. 28.
349 Martin Buber, I and Thou, 42-44.
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learning to perceive his or her separateness from what is reached for, the child learns 

to form objectifying relationships. From this separation the child confronts the 

world350

Summarizing the ambiguity of the human situation, Buber concludes by 

indicating that every particular Thou is bound to become I-It: without It a person 

cannot live. But one who lives with It alone is not a person. While a person cannot 

become fully human without a Thou, a human being cannot live without an It. Buber 

himself lived much of his life in the It world of gathering materials and analyzing 

their meanings across disciplines.351 This demonstrates the interdependence of the two 

modes of being-in-the world as described by Buber. This could also refer also to the 

comparison between the medical model, which lacks humanism, and the holistic 

medical model I am proposing. While the current medical model is sufficient where 

the elements of physical examination, diagnosis, and treatment are concerned, (I-It) 

nevertheless, it is insufficient in dealing with matters of pain and suffering, because 

pain is multidimensional, and patients’ are whole human beings, in other words, the 

totality of the whole person is involved, social, emotional, and spiritual as well as 

physical, and research has shown that in the case of the terminally ill especially, each 

element of the patient’s pain must be addressed simultaneously before the successful 

alleviation of pain and suffering can be achieved.

350 Ibid. 29
351 Ibid. 31.
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4.8 CASSIDY’S HOLISTIC CLINICAL PRACTICE, IN THE LIGHT OF 

MARTIN BUBER’S PHILOSOPHY OF DIALOGUE

Buber, has been able in both I-Thou and in later writings to recover and 

express the unique force at work in the Christian tradition as well as the Hebrew. 

Buber’s work is embodied in a faith, which, has hope as one of its chief elements in I  

and Thou; his main concern is how to understand the experience of relationships, with 

each other and with God, and do justice to its inner nature. In common with the work 

of Sheila Cassidy, he speaks of a direct or immediate relation with God, whom he 

refers to as the Eternal Thou352 Cassidy has a deep sense of faith in God, which 

sustains her, in her work with the sick and suffering and through her personal ordeal 

of torture and suffering. She felt his presence at her side, throughout her ordeal in 

prison, and gradually realized that God was calling her to do his work.353 Her work is 

interspersed with theological insight. In “Sharing the Darkness” referring to her 

constant exposure to pain and death, she said:

I believe that our spiritual attitude to suffering is crucial because it not only 
determines the way we relate to those for whom we care but our very survival 
as carers. If our attitude is illogical because of ignorance or a flawed 
theology, we run the risk of being so overwhelmed by pain that we “burnout”. 
If, however we are able to maintain a Paschal overview, keeping the 
resurrection in the same perspective as the cross, then our inevitable human 
sadness will be tempered by the joy we experience in our faith in the loving 
purposes of God.354

Buber speaks out of what he himself regards as a relationship with God, which is

basic to humanity: a reflection which he believes is largely unrecognized today,355 and

352 Martin Buber, I and Thou, 99-104
353 Sheila Cassidy, “Sharing the Darkness" 65
354 Ibid. 65.
355Martin Buber, I  and Thou, 5
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is largely absent in the practice of medicine using the current medical model. This is 

why a holistic medical model could be of benefit to patients. A spiritual element is 

essential for healing. Buber agrees, he believes that a relationship with God is 

essential for the recovery of true humanity in all spheres of life. This relation he 

presents in I-Thou, with a variety and richness of experience, can convey the sense of 

that relation as a presence.356

The medical model belongs to Buber’s I-It realm of physical examination, 

diagnosis, treatment, cure, and his I-Thou mode of being is concerned with 

relationships; where genuine meeting occurs, when two people enter dynamic 

solidarity with each other. The bond or realization is inter-human, and emerges from 

the place Buber calls the realm of the “between.”357 Buber describes the possibility of 

a therapeutic relationship that approaches the I-Thou realm, which offers ways of 

being in the presence of suffering.

In her work Sharing the Darkness Cassidy writes about the meaning and the 

cost of caring.358 It is an exploration, a series of reflections and an account of caring 

for others, of recognizing a need and moving out to meet it. Most of her work 

belongs to the realm of I and Thou 359. Her description of the incurable and dying is of 

people, on a journey, traveling fearfully into the unknown. Her Good Friday People, 

in particular, belong to Buber’s realm of I and Thou. Those who accompany the 

dying, share in a ‘spirituality of presence’ and companionship, which belongs to the I

357 Martin Buber, I an d  Thou, 78. See also F. Cohn, “Existential medicine: Martin Buber and the 
physician-patient relationships.” J Con tin Educ  21 (2001) 170-181.
358 Sheila Cassidy, Sharing the Darkness, 19
359 Kenneth Noble, Doctor to the dying  hllp://\v\v\vroraclian»c.co.ukAiug94/f,'assiilv.htni Viewed 05-08- 
03. P. 1-3. Sheila Cassidy, Sharing the Darkness, p. 4-5.
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Thou, way of being. Those who care for the dying, she believes, must enter into their 

darkness and go part of the way with them on their frightening journey. This is true 

compassion: entering into the suffering of another, sharing their pain, and 

desolation.360 Shelia Cassidy is a strong advocate of patient centered medicine and a 

holistic medical model in providing relief from pain and other distressing symptoms. 

Pain relief is seen as part of a comprehensive pattern of care encompassing the 

physical, psychological, social and spiritual aspects of suffering which must be 

addressed simultaneously. This holistic care embodies alternating between Buber’s

• * 3 6 1I-It and I-Thou realms of being and caring,

In Sharing the Darkness Cassidy relates what the hospice movement is saying 

to main-stream medicine.362 She feels that those who care for suffering and dying 

patients’ are spokesmen for the sick. They listen to the cries of the people who are 

terminally ill and try to speak out for them:

They want to be treated as normal responsible people. They want to have their 
illnesses explained to them in words that they understand and they want to be 
consulted about its treatment. They want to retain their dignity as individuals 
and to keep some control over their lives. They want to participate in their 
care and share in the decision-making. They want doctors to be honest with 
them. More than anything they want us to combine our competence with 
compassion, and when their hands are empty, to stay and share the frightening 
darkness.363

In this passage we have an interweaving of the realms of I-It and I-Thou. When 

Cassidy outlines her preparation for an encounter with a new patient, which is patient 

oriented, it takes place in a predominantly I-Thou realm of being. She treats her

360 Shelia Cassidy, Good Friday people (London: DLT, 1988), also “Together in the Darkness,” The 
Tablet, Nov. 29, 1997, p .1-2. Viewed 05-08-03. Balint, W. Shelton, “Regaining the initiative, forging a 
new model of the patient-physician relationship” JAMA 275 (1996) 887-891.
361 Bill O ’Neill, Marie Fallon, “ABC of palliative-care and pain control” BMJ, 35 (1997) 801-804.
362 Shelia Cassidy, Sharing the Darkness, 15, 27-28.
363 Ibid. 19-20.
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patient’s with sensitivity, and listens attentively to their stories. She gives her patients 

an opportunity to express their anger and sadness. She wants to know how they feel 

about having a terminal illness, and facing imminent death, and what resources they 

can draw on to support them at this critical period of their lives. The information she 

gleans from this encounter will be used to tailor treatment to the individual needs of 

her patient. She communicates with them on a person to person basis, and affirms 

their worth. Good doctor-patient communication is vital in the establishment of a 

therapeutic relationship. Cassidy’s encounter with her new patients are clearly forged 

in the I-Thou, realm of dialogue364

Cassidy’s experience in clinical practice in the successful alleviation of pain 

and suffering is documented in her works, which have relevance for the treatment of 

the sick and suffering. Cassidy’s attention to detail has always been her forte, and she 

believes that the heroic struggle of patients to cope with inordinate suffering, should 

be made known to others, so that lessons can be learned in how to treat critically ill 

patients. According to Cassidy there are two essential components of good caring: 

competence and compassion.365 Well meant kindness is not enough, nor are learned 

communication skills, but the two together can transform despair into hope, dignity, 

and courage. One of the most important aspects of caring is helping people cope with 

impending death is by exploring their fears and debunking the myths and facing the 

real difficulties truthfully.366 Professional loving is about competence, empathy and

364 Martin Buber, I  and Thou, 24-25. See also, R.M. Zaner, “Medicine and dialogue” J  M ed Philos 15
(1990) 303-325., See also H Abramovitch, E. Schwartz, “Three stages of medical dialogue” Theor Med 
17(1996)175-187.
165 Sheila Cassidy, Sharing the Darkness, 29
366 Ibid. 29, See also, David Clarke, “Between hope and acceptance, the médicalisation of dying,” BMJ, 
324 (2002), 905-907., Martin Buber, 15.

1 6 8



communication.367 Cassidy’s insight into the needs of the sick and suffering is 

obvious throughout her work. These insights are transferable to all patients whether in 

hospital, nursing home or other healthcare facilities, as part of a holistic medical 

model.

4. 9 KEARNEY’S WORK IN THE LIGHT OF BUBER” S PHILOSOPHY 

OF DIALOGUE

Genuine dialogue and open communication is vital in the practice of medicine. 

The quality of the patient-doctor relationship is crucial for a good outcome in the 

diagnosis and treatment of disease. This is especially true when caring for the 

terminally ill. Treatment must be patient-oriented and tailored to individual needs 

through negotiation and consultation. This describes the possibility of a therapeutic 

relationship in Buber’s I-Thou realm, which offers guidance in ways of being in the 

presence of suffering.368 In his work entitled Mortally Wounded. Michael Kearney 

explores the nature of soul pain in those close to death.369 He does this by sharing and 

reflecting on the stories of a number of individuals with advanced illness in the light 

of two models, one mythological, and the other psychological. Some of these stories 

illustrate a particular way of working with the deep inner aspects of a dying person’s 

experience and shows that the work is essentially a co-operative adventure with the 

healing forces of the person’s own psyche. Kearney believes that this inner or depth 

work is the essential complement to the outer care of the individual, and may enable

367 J.V. Jordan, “The role of mutual empathy in relational/cultural therapy”. J  Clin Psychol 56 (2000) 
1005-1016.
368 J. Balint, W. Shelton, “Regaining the initiative, forging a new model of the patient-physician 
relationship.” JAMA , 275 (1996), 887-891. Sec also, D. Rotor, “ The enduring and evolving nature of 
the patient-physician relationship” Patient Education Counselling 39 (2002) 5-15.
369 Michael Kearney, Mortally Wounded, 57, 60-66
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that person to find his or her own way through the prison of soul pain to a place of 

greater wholeness, a new depth of living and a falling away of fear. Kearney 

acknowledges the importance of Buber’s work for medical practitioners:

Martin Buber believed in the potent healing effect of story on the aching soul. 
He understood story to be a medium within which various existential themes 
of life belonging, yearning for companionship, loss of homeland, courage in 
adversity, the blossoming of love, could be woven and transmitted from one 
group to another and from one generation to the next. The telling of a story 
could convey the struggle to understand the mystery of life, the dilemmas 
encountered and the myriad ways that such challenges could be met. Above 
all, story could convey both the uniqueness of individual experiencing and the

• • ^70connectedness of all living things.

‘Healing through meeting’ is a theme, which Buber uses repeatedly. In it Buber talks 

about the risk of walking in this relational way into therapeutic relationships with 

people but he states his belief that it is through this kind of deep meeting in this risky 

place that healing can take place. It is in this way through presence, authenticity and 

opening to the other that we are in relationship to that healing possibility. The 

connection between the unconscious of the patient and therapist describes what 

Martin Buber called interpersonal spirituality. He named it the response to an I-Thou 

relationship. In this timeless realm, according to Buber there is ‘Healing through 

meeting.’ As therapeutic language would put it, the therapists capacity for depth of 

unconscious response, both to self and to client, encourages the expansion of the 

client’s own self-acceptance, and then the client can come to participate freely with 

the therapists ‘Thou’ as an ‘I ’ to the therapists ‘Thou’. Then too, the client can bring 

this ‘I-Thou’ range to bear on all other relationships in his or her life. In these 

spiritual terms, the ground of a clients suffering, is self-rejection. Spiritual health on

370 John C. Gunzberg, Healing through meeting, Martin Buber’ s conversational approach to 
psychotherapy. (London: Jessica Kingsley Publishers, 2003) 13-23
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the other hand is self-acceptance with the spontaneous compassion towards self

acceptance brings with it. In this depth of ‘Healing through meeting’ the client is met 

beyond the clients self maintained limit, so that he or she in turn can meet the inner 

self more fully.371 Buber’s philosophy of dialogue, and insights into the 

psychological difficulties facing the critically ill, fits very well with my vision of the 

necessity of a holistic medical model, which would take cognizance of the total needs 

of the suffering patient, social, emotional, physical as well as spiritual.

Kearney also highlights the fact that the telling of our stories is at the core of 

human communication. While we have developed many forms of communication, 

which carry our messages across vast reaches of space and time, ‘Story,’ in the oral 

tradition, still transports us into the essential realms of imagination as no other form 

can. Storytelling allows for transformation. It draws from wellspring-deep human 

symbols, archetypes and puts those images into words.372 To be healthy children and 

healthy adults, we need to live a symbolic life. Martin Buber is of the belief that ‘play 

is the exaltation of possibility’ and in a way that is what story is. It exalts what we can 

be, what we can become, and our potential to transform. Whenever, and wherever 

stories are told a cord is plucked within the understanding of the listeners. Often the 

story is heard by the ear, but listened to by the sub-conscious mind where its deeper 

meaning resides. Stories, myths, or fables, seep into the listeners inner resources and 

awaken the imagination. Storytelling facilitates a connection between the biblical 

words, the stories of their lives and the kingdom of God. Kearney shares Buber’s

371Stephen Schoen, “ Psychotherapeutic spirituality and its ethics.” Ethical Directions, vol. 22, no.2, 
p .1-3
See also, “The truth in story.” An interview with Merna Hecht, by Kari Berger, in The Ecology o f  
Media 23(1989) 58.
372 M. Kearney, A Place o f  Healing (New York: Oxford University Press, 2000)16
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view concerning the dynamics and power of story as a form of communication, and 

how it can be used therapeutically for patients’ who have difficulty in their dying.

Kearney suggests that we all share primal fear, an instinctive fear of the dark. 

This existential and primal fear of the unknown causes a particular form of human 

suffering he calls ‘soul pain’.373 For those patients who are having a difficult time in 

their dying and seem impossible to comfort Kearney thought that if he could lead 

these vulnerable individuals to a place where they could find a creative way of 

responding to the challenge of soul pain, that it might open up a path to the very heart 

of living, even in the shadow of death. With a lessoning of fear, creativity is possible, 

and this can lead to healing. Fear inhibits healing.374

Michael Kearney is familiar with the impact the holistic approach of multi

professional expertise and compassionate attention to the whole person, can make for 

the terminally ill. This makes the process of dying easier by expertly controlling the 

individual’s pain and other physical symptoms while fostering open and honest 

communication with them and their families. The hospice movement has its source in 

the caring impulse at the heart of the health professions. Kearney believes that it has 

evolved in this century as a redress to the imbalance created by increasingly scientific 

and technological medical system. The holistic medical model which I am 

promoting in this thesis would take care of the needs of the critically ill and dying 

patients, The current medical model would be insufficient.

373 M. Kearney, Mortally Wounded (Dublin: Marino Books, 1996) 13.
374 Michael Kearney A Place o f  Healing, 16, see also James Hillman, The dream and the underworld, 
(New York: Harper & Row, 1979), 116.
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In his most recent work, A Place o f Healing, Kearney outlines his ideas about healing, 

which coincide remarkably with Buber’s views. Kearney observed how some of his 

terminally ill patients reached a place of healing shortly before they died, whilst 

others remained distressed. And while the medical model was successful in treating 

many patients, it failed to work for those who were suffering both spiritually and 

existentially. By using a psychological metaphor, to examine the source of this 

distress, he looked at the human psyche from two different points of view, which he 

termed the surface and deep minds. The surface or conscious part of the mind could 

be accessed through logical concepts, in normal waking consciousness, using the 

medical model. The subconscious or intuitive aspect of the deep mind, active during 

nocturnal dreaming is connected to the emotions and the physical body, its vocabulary 

being image symbol and myth. This realm of the psyche could only be reached 

through the subconscious. Because story is a powerful way of reaching the 

subconscious, the use of visualization, image work or story became therapeutic ways 

of dealing with spiritual or existential difficulties, which enabled patients’ to move on 

towards a place of healing.375

Kearney acknowledges the pivotal role that honest and open communication 

plays in the life of human persons. Buber gives us an example of his philosophy of 

genuine dialogue in his I-Thou relationships. Here two people meet as existential 

equals, as whole persons, in mutuality and reciprocity. The outcome from this 

meeting lies in the ‘between’, not in either party. This can describe the ideal 

relationship that exists between doctor and patient. The treating of a patient as a

375 Michael Kearney, A Place o f  Healing 16.
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whole person, body, mind, spirit and emotion is evident in both Mortally Wounded 

and A Place o f Healing.

Buber however does not wish to denigrate the importance of scientific 

knowledge. Kearney agrees. Evidence based medicine (EBM) is an essential part of 

patient investigation, diagnosis and treatment, and belongs to Buber’s I-It realm of 

being. However the medical model has its limitations. Science investigates the 

human person not as a whole, but in selective aspects and as part of the natural world. 

Scientific method in fact is the human person’s most highly perfected development of 

Buber’s I-It philosophy or subject object way of knowing. Its methods of “abstracting 

from the concrete actuality and of largely negating the inevitable difference between 

observers reduce the ‘I’ in so far as possible, to the abstract knowing subject the 

passive and abstract object of thought.” Just for these reasons scientific method is not 

qualified to discover the wholeness of man. Kearney knew from his clinical work that 

another system along with the medical model was needed to bring about healing in his 

terminally ill patients’. His second book ‘A place of healing’ outlines his research 

work and successful treatment of patients through the addition of his healing model, 

which depended largely on providing access to the subconscious through dialogue and 

communication with the patient.376 It is of interest that Kearney in his work looked at 

the scientific method of Hippocrates, who also needed the addition of a healing 

component to treat patients even at that time in history.

376 D.B. Morris, “How to speak postmodern: medicine, illness and cultural change,” Hastings Cent Rep 
30 (2000) 7-16, see also, Martin Buber, Knowledge o f  Man, 9-10.
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The works of Cassidy, Kearney, and Buber converge with respect to the 

centrality of God in their lives, and in their provision of a spiritual component for 

patients in their care and the possibility of transcendence and hope for a new life with 

God after their death. Having explored the clinical work of Cassidy and Kearney I 

believe that their work has a significant contribution to make, in the provision of 

holistic, patient oriented medical care. Furthermore their specialist training and 

experience in the provision of palliative care is also a valuable asset applicable to 

many sections of healthcare

4.10 CONCLUSIONS

The holistic model of medical care as illustrated here by Cassidy and Kearney 

in the context of palliative care, finds a philosophical underpinning in the dialogical 

philosophy of Martin Buber. Buber and Cassidy share a strong belief in God. Cassidy 

felt called by God to do his work, and she did this by dedicating her life to the care of 

the terminally ill. Buber felt called by God to promote genuine community and a just 

way of life. He firmly believed in the holiness of everyday life. He was also 

concerned by the inability of people to communicate with each other and proposed the 

transforming possibilities of genuine dialogue. His concepts of relationship and 

dialogue, corresponds to Cassidy’s need to establish a therapeutic relationship with 

her terminally ill patients. Buber’s formulations of I-thou and I-It have relevance for 

Cassidy in her clinical care of the terminally ill. The medical model of diagnosis, 

treatment, and cure belongs to Buber’s I-It realm of being, which Casssidy finds 

insufficient, of itself in caring for the terminally ill and dying patient. Nevertheless 

His I-Thou concept of dialogue offers a new model for being in the presence of 

suffering as exemplified by Cassidy, in her sensitive empathie listening as patients

175



narrate their story of pain and suffering. Through her empathic listening the patient 

reaches out to her, and it is in the telling of their story that Cassidy reciprocates by 

reaching out to them. This is what Buber was referring to in his concept of the“ 

between,” where the relationship is forged, each by reaching out to the other and 

meeting in the “ between.” Her whole outlook and way of being-with her patient’s in 

their suffering is empathic, compassionate and patient centred. She is sensitive to all 

their needs. Her interaction with her patients fits well within the realm of Buber’s I- 

Thou concept of relationship and philosophy of dialogue. Her insight in dealing with 

her patients’ is holistic, and it would be appropriate as part of a holistic medical 

model, which I am promoting in this thesis.

Buber’s conviction of the power of story is mirrored by Cassidy, who 

encourages patients’ to narrate their story of illness and pain. She believes that it is in 

the narration of their story that patients come to terms with their illness. Buber also 

believed story to be a medium within which various existential themes of life could be 

conveyed to the listener. This dialogical exchange is couched very much in Buber’s

I-Thou philosophy of dialogue. Cassidy’s concern with the quality of her listening is 

shared by Buber when he refers to the presence of uniqueness and wholeness 

emerging from genuine listening and responsible response. He speaks of the 

undivided wholeness of genuine meeting, requiring a living relationship of whole 

person to whole person. Cassidy’s holistic clinical care of her patients, provides 

treatment for “total pain” which takes care of the whole person. In achieving 

wholeness patients arrived at a place of reconciliation and peace enabling a 

meaningful death experience for them and their family. Buber’s philosophical 

underpinning of Cassidy’s clinical care of her patients affirms the value of her
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contribution towards the care of the sick and suffering, thus making her contribution 

eminently suitable for use in many fields of medicine, and as part of a holistic medical 

model which I am promoting in this thesis.

Kearney’s holistic clinical care of the terminally ill and his provision of 

patient-orientated treatment is arrived at through negotiation and consultation with his 

patient. Buber’s concepts of dialogue and communication provides a framework for 

Kearney based on his formulations of dialogue, expressed in terms of I-Thou and I-It 

realms of being . In Mortally Wounded, Kearney explores the nature of existential 

pain experienced by some patients who, despite the application of the medical model 

and palliative care, still suffer from unrelieved pain. In his treatment of these patients 

Kearney shares and reflects on the stories of patients through the use of psychological 

and mythical metaphors to enable patients to gain access to their dormant healing 

processes, which were inaccessible due to their fear of imminent death.

Kearney shares Buber’s belief in “ the power of story”. Its potent healing 

effect reflected a medium through which existential suffering could be challenged and 

met. According to Buber there is also “ healing through meeting.” The connection 

between the unconscious mind of the patient and therapist encourages compassion 

towards self-acceptance and this therapeutic relationship makes healing possible. 

Buber also believes that in order to be healthy we need to live a symbolic life.

Stories, myths or fables are heard by the ear but listened to by the self-conscious mind 

where deeper meaning resides. This is where existential fear can reside blocking 

creativity and inhibiting healing. Story can activate what we can be, what we can 

become and our potential to transform ourselves and reach a place of healing even

177



though death is imminent. This is what Kearney sought for his patients and he 

succeeded in alleviating pain and suffering, as fear slipped away and patients arrived 

at a place of reconciliation and healing. Kearney’s healing model in addition to the 

medical model provided a holistic medical model of clinical care needed to alleviate 

the pain and suffering of his terminally ill patients

What all three authors Cassidy, Kearney, and Buber, shared was a strong 

Christian belief in God interwoven with their experiences of the sick and suffering. 

Each dealt with the notion of fear, and how it interfered with healing. Kearney 

identified the location of fear, as residing in the patient’s unconscious. They also 

shared a strong conviction that the quality of the doctor- patient relationship was of 

the utmost importance in their continuing care of their patients, which Buber affirmed 

with his unique insight into the dynamics of the patient doctor relationship. Buber’s 

power of story was mirrored by Cassidy in her description patient’s narrative and 

Kearney used story and myth therapeutically. The alternating stance of his concepts 

of dialogue, I-Thou and I-It in the application of the medical model and the necessity 

of adding a healing model, was also shared by Cassidy and Kearney. This has 

implications for my thesis in proposing a holistic medical model. Cassidy and 

Kearney’s awareness of their patient’s ‘total pain’ and concern that patients be treated 

as whole persons is also shared by Buber in his concern for uniqueness and 

wholeness. Finally, all three authors believed in treating patients with empathy and 

compassion, in their concern for the dignity of the patient at all times.
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CHAPTER FIVE: A THEOLOGICAL FOUNDATION FOR A 
MODEL OF HOLISTIC MEDICAL CARE, EXPLORING THE 
CONTRIBUTION OF JOHN PAUL II.

5.1 INTRODUCTION

In the previous chapter we have provided a philosophical underpinning for the 

holistic medical model of healthcare proposed in this thesis. In this chapter I further 

advance a theoretical underpinning by providing a theological foundation for same. 

The field of theology offers a profound reflection on the meaning of human suffering 

which, is a central aspect of this thesis. Interwoven in this reflection are theologies 

of salvation, redemption, theodices of evil, as well as scriptural reflections on the 

healing of the sick. Certain themes become evident in this examination of suffering in 

the Christian tradition, such as: the meaning of suffering, theologies of salvation and 

redemption; Christ centered approach to suffering and healing; social responsibility in 

the context of healthcare; faith, hope and love as central virtues in human illness; 

human dignity and human rights, solidarity and civilization of love. In this chapter I 

will examine these themes by means of an analysis of the works of John Paul II; most 

particularly: Redemptor Hominis, (1979), Salvifici Doloris, (1984); Donum Vitae, (1987),

Evangelium Vitae, (1995).377

In this chapter my aim is to identify central elements of a holistic medical 

model, by means of exploration of the work of John Paul II. While, from a Roman 

Catholic perspective, this does not preclude people of other faiths, benefiting from 

this holistic medical model, since the spiritual component can accommodate other 

beliefs and the reasons advanced, transcend ‘faiths.’

377See also John Paul II, Dives in Misericordia, (1980); Fides et Ratio, (1998); Novo Millenio Ineunte,
(2000); Evangelium Vitae, (1995).



I begin by describing John Paul’s interest in science, and healthcare issues, 

including how he keeps well informed about advances in medical research, especially 

new ways of alleviating pain and suffering.378 His views on scientific achievements 

which, while generally positive, include a warning not to substitute it for other human 

activities. He also cautions against specific medical practices, and the associated 

ethical issues involved. I will be advancing in my thesis a proposal for a holistic 

medical model for the alleviation of pain and suffering in the patient as a whole 

human being, socially, emotionally, spiritually as well as physically.

Following on this I will define and describe suffering as understood by John 

Paul II. I will mention the fact that suffering is multidimensional, and that a holistic 

medical model, with multidisciplinary support, is the most appropriate option in its 

treatment. I will be describing different interpretations of suffering; Hebrew, post- 

exilic and Israelite looking at the implications for a holistic approach. Using John 

Paul II’s document Salvifici Doloris, I will advance a holistic medical model, which 

looks at suffering from many different perspectives.379 Drawing also on the works of 

other theologians I propose to review Schillebeecks concerns over merited and 

unmerited suffering.380 I will examine Keenan’s view and his concern for theodicy, 

and how to distinguish between merited and unmerited suffering which has 

implications for medical responses.381

378John Paul II, Science and human values, Meeting on Relativistic Astrophysics, Rome, (1985)
379John Paul II, Salvifici Doloris, (1984) viewed 08-12-99, p. 1-27.
380 Edward Schillebeeckx, Christ (New York: Seabury Press, 1980) 675.
381James F. Keenan, “Suffering and the Christian tradition.” Yale Journal fo r  Humanities in Medicine, 
May, 2002.hUp://inl,o.mcd.vnk‘.cdu/iiilmod/lnimn'icd/vipn)/spii il//suiTei,ii)'j/jkeenanl.htm Viewed. 01- 
05-05, p. 1-8.
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In the third section on suffering in the context of salvation and redemption I 

will look at the implications of faith perspectives on healing and the provision of 

meaning in the care of suffering. I will describe salvation and show why it must be 

faced in the context of the redemption, and how we can participate in it through our 

suffering. Suffering reached its culmination in the passion of Christ and redemption 

was achieved through his suffering. In Salvifici Doloris, suffering is described as 

happening in order to release love, and to transform it into a civilization of love.3H2 

John Paul II discusses the Redeemer of the world in Redemptor Hominis, how Christ 

the Redeemer reveals man to himself, and how the redemption was accomplished in 

the paschal mystery leading through the cross to the resurrection.383 This salvation- 

redemption model reflects the meaning systems of numerous patients, even from 

faith’s other than Christian, and therefore is significant in terms of the patient’s 

perspective.

In the fourth section on a Christocentric theology of suffering I will explore 

the Christian perspective; how, because of Christ’s saving work, man lives in hope of 

eternal life. I will be showing that Christ drew close to all who suffered and became 

sensitive to their needs. This has implications for the manner in which we treat the 

sick and suffering. I will discuss his mission, which was to strike at the root of evil, 

and in the plan of eternal love by means of his cross, he was to accomplish. I will 

show how sins were cancelled out, by the very fact that Christ took them upon 

himself. Christ suffered voluntarily and innocently and in the depths of his suffering 

he felt rejected and abandoned by the father. In their suffering patients can identify

382 John Paul II, Salvìfici Doloris, (1984) viewed 08-12-99, p. 1-27.
383 John Paul II, Redemptor Hominis, (1979)
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with Christ especially those who are alone and feel abandoned, and isolated because 

of their illness or disability, they can find solidarity with Christ in his suffering.

I will explore the Christocentric virtues of faith, hope and love, recommended 

by John Paul II as resources available to the sick.384 He reminds those who care for 

them to recognize the face of Jesus in the in the sick. Patients can transform their 

situation into an expression of grace and love, and their pain can become salvific and 

add to the completion of Christ’s suffering. In the treatment of the sick and suffering 

I will be promoting a holistic medical model, emphasizing a spiritual component as an 

important resource in the overall care of the patient.

In the section on contemporary challenges in healthcare I plan to discuss the 

challenges to the teaching of the Church, which have been influenced by advances in 

medical science, and the directives on moral and ethical issues set out in Donum 

Vitae.385 Evangelium vitae is the most complete statement on the inherent value and 

dignity of human life.386 The issues raised concern the eclipse of the value of life; a 

culture of death; threats to the incurably ill and dying; control of life and death; and 

unprecedented attacks on life. John Paul II states that a climate of uncertainty has led 

to a culture of death, which has led in turn to a climate of war against the weak. In the 

holistic medical model, which I am proposing I will be addressing the patient as a 

whole person, socially, emotionally, spiritually and physically, with special emphasis 

on the alleviation of pain and suffering. The safeguarding of the sacredness of life is 

part of the ethical duty of those who care for the sick.

384John Paul II, Message o f  the Holy Father fo r  The First Annual Day o f  the Sick, (1993)
385Congregation for the Doctrine of the Faith, Donum Vitae, (1987)
386John Paul II, Evangelium Vitae, (1995)
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In the section on care of the sick and suffering and the dignity of the human 

person I refer to the celebration of the world day of the sick, where John Paul II 

speaks of how the Church is guided in her view of suffering, and promotes the 

integrity of the human person, his dignity and his rights. He acknowledges the work 

of doctors, who witness to Christ through works of charity and dedication, help to 

eliminate the causes of suffering and in practicing their profession have an 

opportunity to promote the dignity of the human being. John Paul II also states that 

illness will strike us all and effects people at every level from the physical to the 

psychological, and how medicine must strive to treat patients as whole persons at all 

time respecting their dignity. This view is holistic. I will be re-iterating the words of 

John Paul in my promotion of a holistic medical model, paying special attention to the 

alleviation of pain and suffering which is an integral part of this thesis. John Paul II 

expects Catholic doctors to defend human life at all times, see Christ in every ailing 

person, and in this way humanize their care.

In the final section on healthcare and society I will be presenting deliberations 

and proposals as set out under the guidance of the Pontifical Council for Health 

Pastoral Care, highlighting the contemporary challenges and moral questions arising 

with a view towards achieving the humanization of medicine in a society which is 

becoming increasingly globalized.387 Amongst the issues to be discussed are: the 

frontiers of modern technology, new spaces for healthcare services, new healthcare 

workers, new services offered to the sick, new and emerging illnesses, medicine and 

cultural changes, the contemporary questions of moral theology, prospects offered to 

modern medicine by inter-religious dialogue and finally the training of healthcare

387 Pontifical Council for Health Pastoral Care on the subject, Health Care and Society, in the New 
Synod Hall of the Vatican, (2000)



workers and chaplains. These discussions are wide ranging, holistic and inclusive 

reflecting the needs of society at the present time. An exclusive over reliance on the 

science of medicine and new technology has proved inadequate, in the face of 

suffering and does not meet the healthcare needs of society at the present time. A 

more inclusive holistic medical model, which I am promoting in this thesis, is needed 

to encompass the needs of patients in their many dimensions, psychological, social, 

physical and spiritual.

In John Paul II’s address to the Americans he is critical of their society in 

which the powerful predominate, setting aside the powerless.388 He speaks of the 

incurably ill and elderly subjected at times to euthanasia, and the unnecessary use of 

the death penalty. His directive is to support a culture of life as a matter of pastoral 

priority, as well as his commendation of the good work of charities and various 

religious institutions who guide and care for the sick. He states what he expects from 

Catholic hospitals, and deals with issues such as: hospitals as centers of hope, which 

promote, along with chaplaincies and ethics committees, compassionate care for the 

sick, and sensitivity to the needs of the poor and marginalized. This work he reminds 

them should be done in a genuine witness to charity, bearing in mind that health is a 

gift from God, and man merely its steward. In his address to those engaged in 

research he reminds them of their ethical obligations, to defend life and have regard 

for the inviolable dignity of the sick person. He also addresses priests and religious 

and encourages them to be disciples of Christ the Good Samaritan. John Paul II’s

388 John Paul II, Ecclesia in America, Post-Synodal Apostolic Exhortion, on The Encounter with the 
Living Jesus Christ: the Way to Conversion, Communion and Solidarity in America, (1999)
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vision of healthcare covers a wide range of expertise. This is achievable using a 

holistic medical model, which I am advocating, along with multidisciplinary support.

5.2 THE PROBLEMS OF SCIENCE ARE THE PROBLEMS OF MAN

John Paul II’s involvement and interest in matters of science and healthcare is 

evident from his writings. Early in his Pontificate, in 1974 he addressed members of 

the European Physical Society.389 For him it is a continuation of previous 

experiences, when still in Poland and Krakow, to meet with scientists, especially with 

physicists for different talks. John Paul 11 encourages the scientists in their work and 

assures them of his ongoing support, and discusses with them the mutual position of 

scientific knowledge and faith. In the holistic medical model, which I am promoting 

in this thesis, I will be acknowledging the contribution of the dominant medical 

model, evidence-based medicine, which is science based.

Addressing the scientists as researchers he encourages the rightful freedom of 

their research and method, according to the legitimate autonomy of culture and 

especially of the sciences recalled in Gaudium et Spes, (no. 50)390 “Science in itself is 

good since it is knowledge of the world, which is good, created and regarded by the 

Creator with satisfaction, as the book of Genesis says: “And God saw everything that 

he had made, and behold, it was very good” (Gen 1:31) He refers to Redemptor 

Hominis 1979, where he states the necessity of a moral rule and ethics, which enable

389 John Paul II, Ecclesia in America, An address to members of the European Physical Society, (1979)
390 Vatican Council II, Austin Flannery (ed) Dominican Publications Ireland, (1975) Pastoral 
Constitution of the Church in the World, Gaudium E tSpes, promulgated by Pope Paul VI, (1965)
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man to take advantage of the practical applications of scientific research391. He speaks 

of the duty of scientists:

It is incumbent on scientists of different disciplines and particularly physicists, 
who have discovered immense energies, to use all your prestige in order that, 
scientific implications abide by moral norms in view of the protection and 
development of human life.

When scientists advance in their search for the secrets of nature, God’s hand leads 

them towards the summits of the mind as noted by Pope Pius XI in Motu proprio, 

(1923) who set up the Pontifical Academy of Scientists; the scientists called to be 

members of it “did not hesitate to declare, rightly, that science, in whatever branch it 

may be, opens and consolidates the way leading to Christian Faith.”392

Attendance at Scientific Meetings attests to John Paul’s interest in science and 

knowledge. At a Meeting on Relativistic Astrophysics he addresses the participants 

saying how he honored the world of science and all men and women who contribute 

to an increase in human knowledge and to the possibilities of peace.393 He assures 

them of the common resolution of the Church and science to serve side by side, in 

friendship and mutual support, the cause of man. He speaks of these scientific 

achievements as proclaiming the dignity of the human being, which greatly clarify 

man’s unique role in the universe. Where medical research is concerned, he looked 

forward to new medicines being provided to alleviate pain and suffering, which has

391 John Paul II, Redemptor Hominis, (1979)
392 The Pontifical Academy of Sciences, has its origin in the Accademia dei Lincei, established in 
Rome in 1603, under the patronage of Pope Clement VIII, by the learned Roman Prince, Federico Cesi. 
The leader of this academy was Galileo Galilei. Dissolved by the death of its founder but, re-created 
by Pope Pius IX in 1847 and given the name Accademia Pontifica dei Nuovi Lincei. Pope Pius XI then 
refounded the Academy in 1936 and gave it its present name, bestowing it with statutes, which were 
subsequently updated by pope Paul VI, 1976, and by Pope John Paul in 1986.
393 Pope John Paul II, Science and Human Values, Address to an International Group of Scientists, 
taking part in, The Marcel Grossman Meeting on Relativist Astrophysics, 1985.
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direct relevance for this thesis. As a peacemaker, his interest in the production of new 

energies was positive, provided it was used for the betterment of mankind, and not for 

the production of nuclear weapons. In his compassionate concern for all humanity, 

John Paul II kept in touch with all new developments in science and biomedicine, and 

stressed that medicine needs to be re-humanized. In the holistic medical model, which 

I am promoting, the current science based medical model (EBM) will be retained. 

However, because the medical model is insufficient where the treatment of pain and 

suffering is concerned, additional therapies and treatments will be encompassed, to 

treat the patient as a whole human being, psychological, social, physical and spiritual, 

with multidisciplinary support.

John Paul II reminds us that in the absence of a mature interaction between 

science and practical and theoretical endeavors of politics, economics, art, 

philosophy, ethics and theology, the new vision and technological powers provided by 

science, could lead to human catastrophe (n.l). He speaks of how the inadequacy of 

responsible interaction on many levels represent a great missed opportunity for 

creating a new genuine humanism of profound depth, beauty, moral and spiritual, 

with nobility and personal sensitivity (n.l). He also states that science, however 

important, cannot be a substitute for other human activities. Above all it cannot be a 

substitute for faith, moral values, art or political science. The contribution that science 

can make through its dynamism and its constant reaching out towards truth is to give 

inspiration and a richer physical context or vision to other human activities (n. 3). 

Science can finally lead humanity to bow before the Creator of the Universe, who 

from the Christian viewpoint is revealed as the Redeemer of man (n. 3).
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John Paul II believed that Science in general, and medical science in particular, is 

justified and becomes an instrument of progress and happiness only in the measure in 

which it serves the well-being of man. In Gaudium et spes (no. 36) while recognizing:

the just and legitimate autonomy of science, does not dispense from respecting 
moral norms, which gives the authentic meaning to the same autonomy so that 
it functions in service to man ‘created in the image and likeness of God,’ goal 
and measure of every scientific endeavor.394

While the Church encourages the researchers to work for the well-being of humanity, 

nevertheless she teaches that everything that is scientifically possible need not 

necessarily be morally acceptable. He cites the use of embryonic stem cells and the 

duty of scientists to protect life irrespective of its stage. He believed that embryonic 

stem cells should not be used as ‘guinea pigs’. He was not against using human adult 

stem cells. One of the diseases, which could benefit therapeutically from stem cells is 

Parkinson’s disease, which John Paul II suffered from, and for this reason he had a 

special interest in new techniques or medicines which could alleviate the suffering of 

others, who suffered from this degenerative disease. On behalf of John Paul II, Jean- 

Marie Mpendawatu addressed the 8th World Congress on Parkinson’s disease, which 

is dedicated to the study and the exchange of clinical knowledge and experience on 

Parkinson disease in its various diagnostic, therapeutic and rehabilitation aspects.395 

John Paul II sent a message of encouragement and hope to the 3000 participants as a:

testimony of the solicitude of the Church for the most noble mission of 
scholars, researchers, and doctors involved in the search to find efficient 
medicines, techniques, and methods of care and assistance to improve the 
health conditions of people afflicted by the Parkinson disease.

394 Paul VI, The Pastoral Constitution for the Church in the World, Gaudium etSpes, (1965).
395 John Paul II. The Intervention of Rev. Msgr. Jean-Marie Mpendawatu, Official of the Pontifical 
Council for Health Pastoral Care at the 8lh World Congress on Parkinson disease, Rome, 2004.
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The members of the congress were informed that 4 million sick people are 

waiting to hear the good news o f the Congress. The recent discoveries in biology and 

the current fundamental research give hope to the sufferers of this debilitating disease. 

The first line of research studied, has produced interesting experiments to inhibit the 

process of the auto destruction of the cells. The second trend is to transplant human or 

animal stem cells. The most recent treatments involve the application of electrodes to 

the brain.

John Paul II’s concern for the sick and suffering is evidenced in the long 

journeys he undertook to visit the sick and speak compassionately to them, assuring 

them of his solidarity with them. At the same time he kept informed with respect to 

new treatments and believed that every effort be made to alleviate the pain and 

suffering which is part of humanity. The holistic medical model, which I am 

proposing in this thesis, would aim to alleviate suffering in its different dimensions, 

taking into account the totality of the whole human person. Some patients suffer 

psychologically especially if they do not understand the meaning which suffering has 

in their lives, and, the lack of understanding as to the extent of their pain and distress 

by others, adds to their suffering.

5.3 THE MEANING OF SUFFERING

An early Hebrew view interpreted suffering as God’s punishment for sin, 

expressed as pain since the beginning of time (Gen 3:16-19). Other writers understood 

suffering as divine retribution for both personal and communal sin; furthermore the 

evil acts of one person could draw down suffering on subsequent generations as well
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as, on a nation itself (Num 12:1-15; Deut 8:28; 2 Sam 24: 10-17). Ezekiel did not 

agree to a theology of individual retribution, in other words, suffering is punishment 

only for one’s own sin (Ezek 31:29-30) Ezechiel’s theory however, was inconsistent 

with the suffering of the innocent. The Psalmists became a voice for the suffering of 

innocent people over the perceived injustice of prospering sinners (Ps 6 ; 4; 34:17; 

88:47). Even Job could only recommend silence before the inscrutable wisdom of 

God (Job 42: 1-6). Other post-exilic scriptures found the answer to human suffering 

in the concept of God’s eschatological justice, which would reward the good and 

punish the wicked (Dan 12:1-3; 2 Mac 7:9, 11, 23)

The experience of exile led many prophets to see suffering as both an 

individual and national conversion (Isa 25:8; 35:4-10; Jer 31:15-20). Isaiah’s 

“Servant songs” (Isa 42:1-4; 49:1-7; 50:4-11; 52: 13-53: 12) went further and 

interpreted the suffering of the Israelites as an indirect or vicarious atonement for the 

sins of nations. This insight was helpful to the authors of the NT, in understanding the 

significance of the death of Jesus as vicarious atonement for the sin of the entire 

human race (1 Pet 2:24; Rom 3:25).

In Salvifici Dolor is 1984, John Paul 11 discusses the Christian meaning of 

suffering from several perspectives beginning with the theme of suffering.396 (n.2) 

This theme is dealt with in three sections: suffering is a universal theme and belongs 

to man’s transcendence; suffering must be faced in the context of the Redemption; 

and suffering evokes compassion and respect.397 (n.4) The theme of suffering 

accompanies man at all times on earth, and seems to be essential to the nature of man.

396 John Paul 11, Salvifici Doloris, (1984)
397 Romans 8: 22



It is as deep as man himself and belongs to man’s transcendence, where man is 

destined to go beyond himself and to which he is called in mysterious ways. The 

theme of suffering must also be seen in the context of the Redemption because it was 

accomplished through the cross of Christ, and through his suffering everyman 

becomes a way for the Church.398

In Salvifici Doloris also, John Paul II points out that suffering happens at 

different times, in different ways along the path of life and it is on this path that the 

Church must meet man.399 (n. 3) Human suffering evokes compassion and respect, 

nevertheless it can also intimidate because suffering is a mystery, (n. 4) Special 

respect for every form of human suffering must be given, from the depths of our 

hearts and also because of our faith. The world of human suffering in its subjective 

dimension is almost inexpressible and not transferable (n.5). The field of human 

suffering is multidimensional. The science of medicine and the art of healing deals 

with this vast area. It is broader, and more complex than sickness, is based on the 

double dimension of man and refers to physical and spiritual aspects. Physical 

suffering is experienced by the body and moral suffering is pain in the soul. It is pain 

of a spiritual nature, and the psychological, which accompanies both moral and 

physical suffering (n. 5). The alleviation of pain and suffering is complex. For 

patients with a terminal illness, such as cancer, the most appropriate treatment can be 

palliative care, which is essentially holistic, based as it is on the premise that patients 

are suffering from ‘total pain’ and the whole patient, psychological, social, spiritual 

and physical, must be treated simultaneously. Patients frequently suffer from spiritual

398 John Paul 11, Redemptor Hominis, (1979)
399 John Paul II, Salvifici Doloris, 1984.
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pain after treatment with hi-tech medicine, and the protectiveness of the hospice 

experience for deflecting the possibility of spiritual pain, must be emphasized.400

The document continues, Sacred Scripture gives us many examples of 

suffering experienced by man (n. 6). Amongst these are: moral suffering and the 

danger of one’s death or death of one’s children, persecution, loss of homeland, 

loneliness, remorse, unfaithfulness, ingratitude of friends and neighbors, and 

misfortunes of one’s own nation. As part of psychological suffering there is the 

experience of evil, which causes the individual to suffer and although psychological 

suffering is not linked to a specific area yet it constitutes multifactorial elements of 

pain, sadness, disappointment, discouragement and despair, according to the intensity 

of the suffering and his/her specific sensitivity (n. 6). Psychological suffering, is 

multidimensional and treatment using the application of the current medical model is 

insufficient. The use of psychological approaches are necessary to augment the 

current medical model such as education, reduction of anxiety, and improving coping 

ability are suggested. Good communication skills and a therapeutic relationship with 

their doctor are also of benefit to these patients.401

It can be said that man suffers whenever he experiences any kind of evil.

Only the Greek language and the NT use the verb pascho (I am affected by... I suffer) 

and suffering is no longer directly identifiable with evil. Man experiences evil and in 

doing so, becomes the subject of suffering (n.7). Human suffering happens in a 

specific world and through personal suffering each individual belongs to that world.

400 P. McGrath, “Spiritual pain: a comparison of findings from survivors and hospice patients.” Am J  
Hosp Palliat Care, 20 (2003) 23-33.
401 N. Adams, L. Field, “ Pain management 1: psychological and social aspects of pain.” Br J  Nurse, 10
(2001)903-911.
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People who suffer become similar to each other through the analogy of their situation. 

At different periods of time suffering is particularly concentrated, for example: at 

times of natural disaster, epidemics, and war. Now we have the threat of nuclear war, 

which could cause an accumulation of suffering (n. 8).

Next, in Salvifici Doloris, 1984, Pope John Paul speaks of the place where the 

true answer to the ‘why’ of suffering resides and instructs us to look to the revelation 

of divine love, the ultimate meaning of everything that exists he continues:

Love is the richest source of the meaning of suffering, which always remains a 
mystery. Christ causes us to enter into the mystery and to discover the “why” 
of suffering, as far as we are capable of grasping the sublimity of divine love.” 
(This concept is difficult to grasp) He continues and states that in order to 
discover the profound meaning of suffering we must follow the revealed word 
of God. We must accept above all His word, in the light of the Revelation, as 
the definitive source of everything that exists. Furthermore, love is also the 
fullest source of the answer to the meaning of suffering, and this answer has 
been given by God to man in the cross of Jesus Christ402 (n. 13)

The view of other theologians on suffering includes Edward Schillebeecks 

who similarly describes how people from other religious perspectives deal with the 

question of suffering 403 Even though each religion has its own specific response to 

suffering, nevertheless all agree that emphasis must be placed on the word good and 

not evil and suffering. They share a common goal, to overcome suffering. 

Schillebeecks suggests that the Jewish stance towards suffering, expressed in 

Scripture, shows how “Israel has no problems with suffering which men bring upon 

themselves through their own sinfulness.... It protects and guards against itself

402 John Paul II, Salvifici Doloris, (1984)
403Edvvard Schillebeeckx, Christ (New York: Seabury Press, 1980) 675
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against unmerited suffering, quite independent of man’s own folly.”404 Because of 

belief in God Israel did not hesitate to direct hard questions to God ‘Is God asleep’?

Ps 44.23, 26. Schillebeecks adds that Christians view God and suffering as 

diametrically opposed; where God appears, evil and suffering have to yield. He writes 

that, Jesus breaks with the idea that suffering necessarily has something to do with 

sinfulness. We have examples in Scripture. We have the description from John’s 

gospel of the man born blind (John 9.2) and in Luke’s gospel we have the account of 

the murdered Galileans (Luke 13: 1-5) where we see that it is possible to draw 

conclusions from sin to suffering, but not from suffering. Schillebeecks also believes 

that some suffering may actually be of benefit to some individuals, in that it may help 

them to become more sensitive and compassionate. Yet, he insists that there is an 

excess of suffering and evil in our history. It is a barbarous excess, for all the 

explanations and interpretations. For example, there is too much unmerited and 

senseless suffering for us to be able to give an ethical, hermeneutical and ontological 

analysis of our disaster. And, Scripture cannot, explain away suffering. He writes:

The Christian message does not give an explanation of evil or our history of 
suffering. That must be made clear from the start. Even for Christians, 
suffering remains impenetrable and incomprehensible, and provokes rebellion. 
Nor will the Christian blasphemously claim that God himself required the 
death of Jesus as compensation for what we make of our history.405

James Keenan is another theologian, similarly concerned with suffering in the 

Christian tradition and discusses it in two different contexts.406 The first concern is 

the academic question on the meaning of suffering and the second arises when our

404 Ibid. 677
405Ibid.
406 James F. Keenan, Faith Under Fire (Minneapolis: Augsburg Publishing House, 1980) 144.
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help is sought to understand it. The main academic question is in the question of 

theodicy, that is, how we can reconcile suffering and a merciful God?407 Keenan 

proposes to structure his response and direct it towards one who is suffering. He is of 

the opinion that Schillebeeckx makes too much of unmerited suffering. While 

Keenan agrees that some suffering is tragically unmerited he questions the difference 

between merited and unmerited suffering? How can we know? He poses hard 

questions: does the AIDS patient have to be a child or haemophiliac? Or, must the 

cancer patient take every precaution against carcinogens? Or, does a political prisoner 

have to be politically prudent? We tend to moralize over other people’s suffering.

One wonders if there is such a thing as a natural death? And so a Christian tradition, 

and a theology of suffering is intimately linked with theologies of death, which are 

interwoven with theologies of Salvation and Redemption. In order to deal with 

suffering in our lives, it is important that we know the meaning of it, and search for 

ways of alleviating it. The alleviation of pain and suffering is specifically addressed in 

this thesis, and because suffering is multidimensional I am promoting a holistic 

medical model, supported by multidisciplinary care, to care of the whole person, 

emotional, social, physical and spiritual.

5.4 SUFFERING IN THE CONTEXT OF SALVATION AND REDEMPTION

In Salvifici Doloris, suffering is intimately connected with a theology of 

salvation, which refers to events, which demonstrate God’s deeds for the salvation of 

the world.408 (n. 14). Salvation means liberation from evil and for this reason it is

407 James F. Keenan, “Suffering and the Christian tradition,” The Yale Journal f o r  Humanities in 
Medicine, 2003. On line: liUp://ir'ro.)in!d.yulc.udii/inlmcd/huninicd/yipm/s|iiril//surrurin«/jkcci\an I.him 
Viewed, 30-04-03, p. 1-8.
408 John Paul II, Salvifici Doloris, (1984)
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closely linked to the problem of suffering. God gave his Son to the world to free man 

from evil. His saving mission was to strike evil at its transcendental roots, which it 

developed in history. Through his salvific work the Son liberates man from sin and 

death. This victory over sin and death throws new light on every suffering, the light 

of the gospel, the good news. Man could live on earth in sanctifying grace with the 

hope of eternal life. Redemption is central to Christian theology because it explains 

to Christians the proclamation of Jesus as the Christ, our Redeemer and Savior (n. 3) 

Redemption was accomplished through the cross of Christ, through his suffering so 

that man would not perish but have eternal life.409

Most commonly salvation history is used in a special sense to refer to those 

events, which the Bible narrates as manifesting God’s deeds for the salvation of the 

world. A general outline of such a history would begin with exodus (Exodus 14-15: 

21; Deut 5: 15; 6: 20-23; Josh 24: 6-7, 16-17; Isa 51: 10; Hosll.T; 13: 4-5; Mic 6: 4; 

Psalms, passim) The divine purpose is revealed in the covenant (Exod 19: 1-6) 

wherby Israel became God’s own people, settled in the land earlier promised to the 

patriarchs (Deut 4: 1; 6: 18-19, 23; 34: 4 ; Josh 1: 2-6) Israel also came to recognize 

guidance in the events surrounding the lives of the patriarchs (Gen 12-50). Creation 

too, and humanity’s first encounter with sin and punishment (Gen 1-11) illustrated 

God’s saving design from the beginning.

The NT era opens with Jesus proclaiming the fulfillment of the OT prophecies 

(Lk 4: 16-21; Mt 13: 17). He announces that the kingdom of God is near (Mk 1: 15), 

that in fact it is present in his works (Mt 12: 28; Lk 10: 17-19; Jn 12: 31-32) but

409 Ib id .
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requires repentance and return to God (Mk 1: 15) There is a paradox here: salvation 

has come in Jesus (Jn 5: 25-27; Heb 2: 10-18), yet its final realization is in the 

Parousia, Jesus return at the end of history in judgment (Mt24: 29-32-46; Acts 3: 20- 

21.) The subject of much debate, salvation history has moved between its special 

biblical sense and the broader theological context where it affirms that salvation takes 

place in history and that all history is salvific.

There is no way in which secular history can be isolated from salvation 

history, in the sense that there is no moment when one’s historical existence in not 

also affected by grace. God’s salvific will, therefore, is directed toward redeeming 

the sinful condition of humanity. It means that salvation will be brought about within 

the historical context of human activity itself, and has past, present, and future phases. 

This offer of salvation, hidden from secular history, must be made clear through the 

interpretive works of God and especially through Christ.

Through his salvific love the Son liberates man from sin and death. In doing 

this he blots out from human history ‘the dominion of sin, which took root, under the 

evil spirit,’ beginning with original sin, which means that now man had the possibility 

of living in sanctifying grace. Furthermore he takes away the dominion of death, by 

his resurrection, beginning with the process for future resurrection of the body. These 

two entities of sin and death were conquered by the suffering, death, and resurrection 

of Christ. These are essential conditions of eternal life, for man’s union with God.

Consequently, through Christ’s salvific work, man exists on earth with the 

hope of eternal life and holiness. Although man is not freed from suffering
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nevertheless the victory over sin and death throws a new light upon every suffering, 

that is, the light of the salvation. This is the light of the gospel, that is, the good 

news. And at the heart of this light, is the truth expressed by Christ to Nicodemus 

“for God so loved the world, that he gave his only Son” (John 3: 16). Precisely 

through his own suffering and death on the cross, he accomplished the work of 

salvation, which in the plan of eternal love has a redemptive character (n. 16). For 

patients who are suffering from chronic or unrelieved pain, spiritual care can be a 

means of support that enables patients to find the strength to endure their suffering.

Spiritual care also contributes to healing. Researchers point out, that the 

absence of care, is detrimental to the healing process, and the level of health achieved 

by the patient is determined by the extent to which their spiritual needs are met.410 

Spiritual care is required at a deep level and if not attended to can effect the patients 

ability to fight their disease. Spiritual care is one of the elements of a holistic medical 

model of care, which I am promoting in this thesis.

Christ’s words show how essential it is for eternal life of the individual to stop 

as the Good Samaritan did at that suffering, to give help. Suffering is present in the 

world in order to release love, in order to give birth to works of love towards 

neighbor, in order to transform civilization into a civilization of love. In this love the 

salvific meaning of suffering is completely accomplished. Actions about love, acts 

linked with human suffering enable us to discover at the basis of all human suffering 

the same redemptive suffering of Christ (n. 30). In assessing patients to ascertain 

whether their needs have been met the search must entail qualities of care:

410 L. Ross, “The spiritual dimension: its importance to patient’s health, well-being, and quality of life, 
and its implications for nursing practice.” Int JN urse Stud, 32(1995)457-468.
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compassion, gentleness, joy, peace, kindness, respect, sensitivity and faith along with 

unconditional regard, and access to religious framework in keeping with the patients’ 

culture and beliefs.411 When these qualities are applied to the patient, they can enfold 

a person in a spirit of hopefulness, can lift the human spirit, assisting the patient to 

live or die more comfortably.

Love is always greater than the whole of creation, the love that he (the Son)is 

himself, since “God is love” (Jn 4: 8, 16). Above all love is greater than sin, than 

weakness, than the “futility of creation” (Rom 8: 20), it is stronger than death, a love 

always ready to raise up and forgive, always ready to meet the prodigal son (Lk 15:

11-32)...This revelation of love is also described as mercy and in man’s history.... 

has taken a form and name Jesus Christ. Man cannot live without love. He remains a 

being that is incomprehensible for himself, his life is senseless, if love is not revealed 

to him, if he does not encounter love, if he does not experience it and make it his own, 

if he does not participate intimately in it.

One of the notable features of Pope John Paul’s theology of suffering from the 

perspective of a Christian vision of holistic healthcare is that it is highly 

Christocentric. In the next section we will examine this Christocentric dimension 

more closely and show how it can transcend the Christian vision alone to incorporate 

a vision for all of humanity. We will locate this vision in biblical sources, examining 

in particular the transformation of suffering from a Christocentric perspective and 

focus also upon the Christian virtues of Faith, Hope and Love, which are central to the 

theology of John Paul II, and fundamental to human healing. The holistic medical

41'Ib id .
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model which I am proposing in this thesis would care for the human person in all 

dimensions of his/her wholeness, psychological, social, physical and spiritual.

5.5 A CHRISTOCENTRIC THEOLOGY OF SUFFERING

The Christocentric virtues of Faith, Hope and Love are at the heart of 

Pope John Paul II’s writings In his address to the sick and suffering on the occasion 

of the first World Day of the Sick,412 1993, John Paul II refers constantly to the virtues 

of faith, hope and love, as resources available to sustain the sick and elderly, and 

those who care for them, throughout their living and dying. Amongst the sick and 

suffering he addresses are: those who are lacerated by wars and conflicts, children 

reduced to “a shell of their former selves” who have been subjected to hardships of 

every kind, and affected against their will, because of violence due in many instances 

by selfishness. The Pope also addresses those who reside in healthcare facilities, 

hospitals, clinics, and leprosariums, centers for the disabled, nursing homes, or people 

on their own undergoing the calvary of sufferings which are often neglected, pain not 

always relieved and sometimes even aggravated by lack of adequate support (n. 1-2). 

At the present time there is an alarming level of ignorance about pain and its 

treatment among physicians, nurses and other healthcare providers. The result is that 

patients suffer pain unnecessarily, even up to the point of death.413 Courses in pain 

and symptom management are not readily available. Fortunately, with education, 

doctors and nurses can vastly improve their ability to assess and manage patient’s 

pain.

412 John Paul II, Message o f  the Holy Father fo r  The First Annual Day o f  the Sick,( 1993) Rome.
413 Catholic Health Association, Task Force on Pain Management, “Pain management. Theological and 
ethical principles governing the use of pain relief for dying patients.” Health Progress, 74 (1993) 30- 
39, 65.
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Pope John Paul II acknowledging patients illnesses and consequential 

frustration, appeals to his audience to view their difficult situations in the perspective 

proper to Faith. If our illnesses are seen as outside our faith how then can we discover 

the constructive contribution of pain? Or, how can we give meaning to anguish, 

unease, and physical and psychic ills, which contribute to our suffering? Or, what 

justification could we find for the decline of old age and the goal of death, which 

despite scientific and technological progress remains to be faced (n. 2-3).

Addressing the providers of healthcare, they are urged to administer monies 

wisely and equitably, to ensure prevention of disease and care during illness, for all. 

What people hope for is a humanization of medicine and healthcare. In order to 

achieve this what is needed is a transcendent vision of man, which stresses the value 

and sacredness of life in the sick person as an image and child of God. Because pain 

and suffering affect all human beings, the appropriate response is love for all 

suffering peoples, which would truly be the sign and measure of the degree of 

civilization and progress of a people (n. 4). In Salvifici doloris, 1984, John Paul II 

assures us that illness borne in the light of Christ’s death and Resurrection, is no 

longer seen as a negative event.414 Rather, it is seen as a visit by God, an opportunity 

to release love, and give birth to works of love towards neighbor, in order to 

transform human civilization into a civilization of love (n. 30).

In 1994, Pope John Paul addressed the sick and suffering at Chestochowa, on 

the occasion of the Second World of the Sick.415 He greets in particular those who

414 John Paul II, Salvifici Doloris, 1984
415 Pope John Paul II, Message o f  the Holy Father fo r  the Second World Day o f  the Sick, Czestochowa, 
(1994)
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have the grace of faith in Christ, Son of the living God, who, united with all suffering, 

was crucified and rose again for the salvation of all. He encourages these people to 

undergo their suffering as salvific pain. He reminds the sick and suffering that Jesus 

Christ went about doing good and healing the sick (Acts 10.38). John Paul II also 

wishes to be alongside the sick, consoling them, thus sustaining their courage and 

nourishing their hope, to enable them to offer themselves as a gift of love to Christ, 

for the good of the Church and the world.

Referring to Salvifici Doloris, 1984, John Paul II recalls instances of suffering 

in Scripture and re-iterates his message that “Only in the mystery of the Incarnate 

Word does the mystery of man find true light.”416 The Son united with the Father with 

love, with which he has loved the world, and man in the world” (n. 16). In the cross of 

Christ, Redemption was achieved by His suffering, and, Christ opened his suffering to 

man. It is reason, when illuminated by faith understands that all suffering can, through 

grace, become a prolongation of the mystery of the Redemption, which, although 

complete in Christ constantly remains open to all love which is expressed in human 

suffering (n. 24).

John Paul II reminds those who care for the sick, like the Good Samaritan, to always 

respect the dignity of the sick as persons, and with the eyes of faith, recognize the 

presence of the suffering Jesus in them. He asks them to guard against indifference, 

which can result from habit and furthermore to add heart to their professionalism 

which alone can give them humanity (n. 29). A recent review of the definition of 

dignity identifies not only the intrinsic, unconditional quality of human worth, but

416 John Paul II, Salvifici Doloris, (1984) 14
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also the external qualities of physical comfort, autonomy, meaningfulness, usefulness 

and interpersonal connection.417 For many elderly individuals, death is a process, 

rather than a moment in time, resting on a need for balance between the technology of 

science and the transcendence of spirituality. A holistic medical model, would 

encompass the total needs of the sick, elderly and the dying as whole persons, 

psychological, social, physical and spiritual, with respect for their dignity, culture and 

beliefs.

Referring to the World Day of the Sick, the Pope states his reason for its 

celebration, which is to make people aware of the serious and inescapable problems 

concerning health policy and care. He believes that progress in science and 

technology engenders hope. The sick, sustained by their faith are enabled to take the 

opportunity opened up by Christ, to transform their situation into an expression of 

grace and love. Then their pain can become salvific and add to the completion of 

suffering in Christ for the benefit of his body the Church.

Many patients die in acute care hospitals, often in physical pain, without 

attention to the emotional and spiritual suffering. This represents an ethical failure of 

our current health-care system. At the present time a new specialty of hospitalist is 

emerging providing care for acutely ill hospitalized patients, many of whom will 

die.418 Thus the hospitalist may become the primary deliverer of palliative care, which 

is essentially holistic. Hospitalists can provide enhanced care by emphasizing 

interdisciplinary communication and the provision of emotion and spiritual care and

417 K. Proulx, C. Jacelon, “ Dying with dignity: the good patient versus the good death.” A m JH o sp  
Palliat Care 21 (2004) 116-120.
418 J. C. Muir, R.M. Arnold, “ Palliative care and the hospitalist: and opportunity for cross 
fertilization.” Am J  Med, 111 (2001)10S-14S.
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bereavement issues. What is required is a holistic medical model, supported by 

interdisciplinary care, which is being promoted in this thesis. Healthcare at the 

present time is facing many bioethical challenges, due to the rapid progress in 

biomedical science.

5.6 CONTEMPORARY CHALLENGES IN HEALTHCARE

Some of the most acute challenges to the teachings of the Christian Faith 

coming from the field of medicine are biomedical techniques, which make it possible 

to intervene in the early stages of the life of a human being. This interference in the 

process of procreation prompted doctors, theologians and scientists to question 

whether these interventions were in conformity with the principles of Catholic 

morality. Directives were sought from the members of the Congregation for the 

Doctrine of the Faith and after wide consultation instructions were issued in Donum 

vitae, 1987.419 The instructions came in three parts. The first has for its subject the 

respect for the human being from the first moment of existence. The second part 

deals with the moral questions raised by technical interventions on human 

procreation, and the third offers some directives on the relationships between moral 

law and civil law in terms of the respect due to embryos and fetuses as regards the 

legitimacy of techniques of artificial procreation.

To begin, the fundamental principle was stated, that the gift of life entrusted to 

man calls him to appreciate the inestimable value of what he has been given and take 

responsibility for it. This fundamental principle must be at the centre of ones

419 Congregation for the Doctrine of the Faith, Donum Vitae, 1987.
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reflection in order to solve the moral problems raised by artificial interventions on 

life, as it originates, and on the process of procreation. As a result of progress in the 

biomedical sciences man has now at his disposal more effective therapeutic resources; 

however, this gives him new power with unforeseeable consequences, over human 

life at its very beginning and in its final stages. In Donum Vitae, 1987, the criteria of 

moral judgment as regards the applications of scientific research and technology are: 

the respect, defense, and promotion of man in his primary and fundamental right to 

life; his dignity as a person, who is endowed with a spiritual soul and with moral 

responsibility and who is called to beatific communion with God.420

The mystery of the Incarnation means understanding life as a gift from God, to 

be looked after responsibly and used for good: health is thus a positive attribute of 

life, to be sought for the good of the person and of one’s neighbor.421 However, health, 

is a penultimate good in the hierarchy of values, which should be fostered and 

considered with a view to the total, and thus also spiritual, good of the person. A 

holistic medical model would provide whole person care in all its dimensions 

including a spiritual one.

There is no denying that science and technology are now valuable resources at 

man’s disposal when placed at the service of the human person but they cannot of 

themselves show the meaning of existence and of human progress. It is true to say 

that science and technology as well as the biomedical sciences must for their own 

intrinsic meaning, have unconditional respect for the fundamental criteria of moral 

law, that is at the service of the human person, of his inalienable rights and his true

420 Donum vitae, (1987)
421 John Paul II, Contemplate the face o f  Christ in the sick, Rome (2000)
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and integral good according to the design and will of God. The rapid development of 

technological discoveries gives great urgency to this need to respect the required 

criteria because science without conscience can only lead to man’s ruin. We need the 

wisdom of the Christian faith if discoveries made by man are to be further humanized.

Donum Vitae was followed by the encyclical Evangelium Vitae 1995, by John Paul II 

arguably presents his most complete statement on the inherent value and dignity of 

human life422. He begins by stating the incomparable worth of the human person and 

thereafter speaks of new threats to human life. Amongst the issues he raises are: the 

eclipse of the value of life; a culture of death; artificial reproduction; prenatal 

diagnosis; threats to the incurably ill and dying; the control of life and death; 

demographics in the context of low economic and social development and 

unprecedented attacks on life. John Paul II reminds us of a passage from the second 

Vatican Council which forcefully condemned a number of crimes and attacks on 

human lives. In Evangelium Vitae,423 he re-iterates the condemnation in the name of 

the whole Church against whatever is opposed to life itself such as any type of 

murder, genocide, abortion, euthanasia, or willful self-destruction, whatever violates 

the integrity of the human person, such as mutilation, torments inflicted on body and 

mind; attempts to coerce the will itself; whatsoever insults human dignity, such as: 

inhuman living conditions...all these things are infamies. They poison society and do 

more harm to those who practice them than to those who suffer from the injury 

(n. 3).

422 John Paul II, Evangelium Vitae, (1995)
423 Ibid.
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Next he refers to the threats to life opened up by recent scientific and technological 

progress leading to new forms of attacks on the dignity of human beings.424 These are 

crimes against life in the name of the rights of individual freedom, choices once 

unanimously considered as criminal and rejected by the common moral sense are 

gradually becoming socially acceptable. He also mentions sectors of the medical 

profession who are increasingly willing to carry out these acts against the person. 

Those whose profession is called upon to defend and care for human life is distorted 

and contradicted, and the dignity of those who practice it is degraded. He particularly 

mentions the disturbing fact that conscience itself, darkened by widespread 

conditioning, is finding it increasingly difficult to distinguish between good and evil 

in what concerns the basic value of human life (n. 3, 4).

The care of the seriously ill and dying patients calls for a philosophic and 

ethical basis, without which unacceptable practices may develop. The possibilities 

include: inadequate communication of information, withdrawal of the physician, 

patient labeling and poor health care.425 Palliative care must be based on a philosophy 

that acknowledges the inherent worth and dignity of each individual person. In 

addition, it must take place within the framework of four ethical principles: 

autonomy, beneficience, nonmalficience, and justice.

It is suggested that through a crisis in culture, skepticism arose concerning the 

foundation of knowledge and ethics, and the meaning of rights and duties. 

Circumstances were extenuated through situations of poverty and the resultant anxiety

424 Ibid.
42:1 E. Latimer, “Caring for the seriously ill and dying patients: the philosophy and ethics.” CMAJ, 144
(1991) 859-864.
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of trying to cope with these difficulties. In some cases pain was involved through 

instances of violence, especially against women, made the task of defending and 

protecting life became extraordinarily demanding. This view demonstrates how the 

value of life underwent an eclipse and even though conscience did not cease to point 

to it as a sacred or inviolable value, certain crimes against life in its early or final 

stages, through the use of medical terminology which distracts from the right to life of 

the actual human person. This innocuous situation evolved over time (n. 12).

This climate of moral uncertainty has grown leading to an emergence of a culture of 

death. This has come about with the assistance of powerful cultural, economic, and 

political currents, which encourage the idea of an efficient society. This in turn has 

led to a climate of war of the powerful against the weak a life requiring care might be 

seen as a burden and perhaps rejected. Thus a conspiracy against life arose and paved 

the way towards the spread of abortion and the development of the negative values 

inherent in the contraceptive mentality the opposite to responsible parenthood and 

respect for life.426 Evangelium vitae, 1995 (n.12) These issues are wide ranging and 

are beyond the scope of this thesis. Accordingly I will simply mention other issues 

dealt with in this lengthy document, for example: artificial reproduction, which may 

appear to be a service but actually opens the doors to new threats against human life. 

Prenatal diagnosis rejects life when it is affected by any limitation or handicap can 

lead to infanticide, reverting to a state of barbarism. Threats to the incurably ill and 

dying, gives temptation to resolve the problem by hastening death (n. 16) Fears of 

abandonment and isolation in institutions have increased the public demand for 

euthanasia and assisted suicide. To quell this movement Catholic healthcare providers 

must provide a caring community, where patients and caregivers enable each other to

426John Paul II, Evangelium Vitae, (1995)
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confront the fear of death and find support in living with human limitation.427 The 

Catholic Church supports the concept of advance directives, which provide an 

opportunity for people to express their values and the ways they could expect those 

values to be honored in decisions about medical treatment. Institutions should demand 

sufficient resources for holistic care including appropriate end-of-life-care of the 

dying. A holistic medical model, which I am promoting, would include a spiritual 

component, supporting fundamental human and religious values.

Catholic healthcare institutions can have a counter influence on the euthanasia 

movement if they strive to relieve all forms of pain: physical, social, psychological 

and spiritual. This is essentially holistic care. Effective pain management includes 

not only specialized clinical care to control physical pain, but also counseling and 

human support to counteract psychological pain, community support groups to 

counter social pain, and pastoral care resources to address spiritual pain.428 Optimal 

support would also include a hospitable environment, policies on advance directives, 

collaborative decision-making as well as ethics committees that are competent in end- 

of-life decisions. In a holistic medical model, which I am proposing in this thesis, the 

patient as a whole would be treated and alleviation of pain would be seen as a priority. 

The safeguarding of the sacredness of life would be part of the ethical dimension of 

this care. A holistic medical model would provide the current medical model, 

evidence based medicine, as well as other provisions of care and therapies, in order to 

encompass the total needs of the patient. It would be patient-oriented, and supported

427 Catholic Health Association, “Care of the dying: a Catholic perspective Part II: Social and political 
context, Catholic providers must exemplify a caring community.” Health Progress, 74 (1993)16-21,41
428 Ibid. 22-26,31.
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by multidisciplinary care. The care would not be limited to members of the Catholic 

faith, since the spiritual component embraces people of all faiths and none.

5.7 DEVELOPMENTS OF BIOMEDICAL RESEARCH: A CHRISTIAN 

VISION.

At the Ninth General Assembly of the Pontifical Academy for Life, which 

took place at the Vatican in 2003, recent innovations in the sciences were discussed.429 

Biomedicine has made enormous progress in the development of technology and 

computer science that has extended the possibility of experimentation on living beings 

especially the human being. As a result there have been advancements in the fields of 

genetics, molecular biology, as well as in organ transplantation and in the 

neurological sciences. Pope John Paul II recently pointed out that: it is a recognized 

fact that improvements in the medical treatment of disease primarily depend on 

progress in research (n. 2). It appears that every new discovery in biomedicine seems 

destined to produce a cascade effect, opening new prospects and possibilities for the 

diagnosis and treatment of numerous diseases that are still incurable. The focus in this 

ethical endeavor is the human person:

as an indivisible unit of body and soul, the human being is characterized by 
his capacity to choose in freedom and responsibility the goal of his own
actions and the means to achieve it Thus God favors and supports the
efforts of human reason, and enables the human being to recognize so many 
“seeds of truth” present in reality, and finally, to enter into communication 
with the Truth itself which He is.

In Fides et Ratio, 1998, in principle there are no ethical limits to knowledge of the

truth, that is, there are no barriers to the human person in applying his intellectual

429 Pontifical Academy for Life, Ethics o f  Biomedical Research fo r  A Christian Vision, Ninth General 
Assembly o f the Pontifical Academy for Life, 2003, given in Rome at St. Peter’s 1996.
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insight what the Holy Father has wisely defined the human being as the one who 

seeks the truth430 (n. 28); but, on the other hand, precise ethical limits are set out for 

the manner the human being in search of the truth should act, since what is technically 

possible is not for that very reason morally admissible.431 In Donum Vitae, (n. 4) it is 

therefore the ethical dimension of the human person, which he applies through the 

judgments of his moral conscience that connotes the existential goodness of life.432 

Any ambiguities or misunderstandings can be guided by the statement of John Paul II 

that the Church respects and supports scientific research when it has a genuinely 

human orientation, avoiding any form of destruction of the human being and keeping 

itself free from political and economic interests (n. 2).

In this respect gratitude must be expressed to the thousands of doctors and 
researchers of the whole world who with great professionalism dedicate their 
energy to the service of the suffering and the treatment of pathologies. The 
Pope recalled that all believers and non believers, acknowledge and express 
sincere support for these efforts in biomedical science that are not only 
designed to familiarize us with the marvels of the human body, but also to
encourage worthy standards of health and life for all (n. 2).

Other concerns include an ethic of biomedical research; respect for the true 

good of the human person; therapeutic and non-therapeutic experimentation; the need 

to do sufficient experimentation on animals prior to the clinical experimental phase; 

the vulnerability of human subjects, because of their state of life, who undergo 

research such as, human embryos; the fact that it is never licit to do evil intentionally 

in order to achieve ends that are good in themselves; the fact that the human embryo

430 John Paul II, Fides et Ratio, (1998)
431 Congregation for the Doctrine of the Faith, Instruction on: Respect fo r  human life in its origin and
on the dignity o f  procreation, replies to certain questions o f  the day, (1987)
432 John Paul II, Donum Vitae, (1987)
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deserves the full respect due to every human being. These ethical issues must be given 

attention and respect in all areas of healthcare and research.

Based on the findings of the Pontifical Academy for Life a manifesto was 

proposed on the premise that scientific developments have brought about important 

cultural and social transformations, which have modified certain aspects of human 

life.433 These advances have given rise to great hope for improvements for the future 

of the human person. However there are doubts of an ethical and religious nature that 

demonstrate the necessity for constant dialogue between the sciences and broader 

human sciences and philosophy in order to operate in a more ample perspective so 

that the acquisition of knowledge may effectively serve the true good of the human 

person. The dissemination of these facts to those involved in medical research is of 

the utmost importance.

The complexity of human life and human nature are such that a multidisciplinary 

approach would lead to a better understanding of the human being in his integrity and 

contribute to a meaningful growth of a science that would truly be for the human 

being, according to the Pontifical Academy for Life such an interdisciplinary 

dialogue:

By re-focusing attention on the centrality of the human person would make the 
scientists more aware of the ethical implications of their work and, conversely, 
would incite those involved in philosophical and theological anthropology to 
assume toward the scientists a mission of dialogue, collaboration and practical 
support, with the mutual intention of developing cognitive and applied tools 
for the service of the human community434...........

433 Pontifical Academy for Life, Ethics o f  Biomedical Research fo r  a Christian Vision, Ninth general 
Assembly of the Pontifical Academy for life, 2003
434 Ibid.
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In this section we have explored theologies of salvation and redemption at the 

level of the human person. But fidelity to the Christian tradition requires a concern for 

individual persons within the context of community. We are therefore led to examine 

social responsibility in the context of pain, suffering and healthcare. The fact that 

many patients suffer from unrelieved pain is one of the primary concerns of this thesis

5.8 SOCIAL RESPONSIBILITY IN THE CONTEXT OF HEALTHCARE

The ethical dilemmas encountered by healthcare workers have implications in 

relation to the Hippocratic Oath as well as for Christian morality. To assist healthcare 

workers a charter was drawn up by the Pontifical Council for Pastoral Assistance to 

Healthcare Workers. This was published in 1994 by John Paul II of the Pontifical 

Academy of Life.435 The charter deals with the essential tasks of healthcare workers 

and centers its directives around the three themes of: procreation, life and death. The 

directives demonstrate the position of the Church on the fundamental problems of 

bioethics while safeguarding the sacred limits imposed by the promotion and defense 

of life, is highly constructive and open to true progress in science and technology 

when this progress is welded to that of civilization. This Charter has relevance for my 

thesis based on the provision of a holistic model of care beyond the current medical 

model.436 This holistic medical model, would include the current science based 

medical model, however, since it is insufficient where the alleviation of pain and 

suffering is concerned it requires additional therapies and treatments to provide care 

for the whole patient, psychological, social, physical as well as spiritual. The Charter 

is interesting because it provides a theological underpinning for healthcare personnel

435 Ibid.
436 John Paul II, Pontifical Council for Pastoral Assistance to Healthcare Workers, (1994)
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working within a holistic medical model, with an informed awareness of the 

bioethical issues involved.437 There are a total of 150 directives, however I will be 

selecting examples which I find relevant to my own work.

According to Cardinal Fiorenze Angelini, President of the Pontifical Council 

for Pastoral Assistance to Healthcare Workers, the activity of the healthcare worker is 

said to be a form of Christian witness.438 Furthermore, it can be said to be part of the 

new evangelization which in service to life, especially for those who suffer, has in 

imitation of Christ’s Ministry, its qualifying moment. Healthcare workers provide a 

valuable service to life which expresses a human and Christian commitment carried 

out as dedication to and love of neighbor. It is a form of Christian witness (1) where 

they are called to be guardians and servants of human life, Evangelium vitae, (1995)439

It is to this that professional or voluntary healthcare workers devote their 
activity. Those are doctors, nurses, hospital chaplains, men and women 
religious, administrators, voluntary care givers for those who suffer, those 
involved in the diagnosis, treatment and recovery of human health. The 
principle and symbolic expression of ‘taking care’ is their vigilant and caring 
presence at the sick-bed. It is here that medical and nursing activity expresses 
its human and Christian value. (CHCW, n. 1)

The council has stated that health care activity is based on interpersonal relationships 

of a special kind where there is a meeting between trust and conscience. (2) The sick 

person who is ill and suffering and therefore in need, entrusts him/herself to the 

conscience of another who comes to his assistance to care for him and cure him. This 

is the healthcare worker. (3) The sick person is never just a clinical case but always a 

sick person towards whom he shows a sincere attitude of sympathy. (4) This requires

437 Ibid.
438 Ibid.
439 John Paul II, Evangelium Vitae, 1995
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love, availability, attention, understanding, sharing, benevolence, patience, and 

dialogue. Professional expertise is not sufficient, personal empathy is also required. 

The phenomena of sickness and suffering go beyond medicine to the essence of the 

human condition in this world. The socio/medical service of personnel who are 

guided by an holistic human vision of illness can offer a wholly humane approach to 

the sick and suffering patient, (n. 6) To care, lovingly for a sick person is to fulfill a 

divine mission (n. 8) a redemptive mission. In Scripture Jesus says “I came that they 

may have life, and have it abundantly” (Jn 10: 10). This is that human life, in all its 

stages can achieve its full significance, Evangelium vitae, lQ Q S^no.l). Service to 

life by healthcare workers, is a therapeutic ministry, a message that activates the 

redeeming love of Christ. Doctors, nurses, and other healthcare workers and 

voluntary assistants, are called to be the living image of Christ and of his Church in 

loving the sick and suffering (23), witnesses of the gospel of life. (24)

The healthcare worker draws his “behavioral directives” from the field of 

bioethics. There is also a need to develop in the this worker an “authentic faith and a 

true sense of morality in search of a religious relationship with God, in whom all 

ideals of goodness and truth are based.” (27) Healthcare workers cannot be 

overburdened with unbearable responsibilities arising from biotechnical possibilities, 

many of which are at an experimental stage, open to modern medicine. The setting 

up of ethical committees in medical centers is to be encouraged, with a view towards 

safeguarding the patient’s dignity and medical responsibility itself.

440 Ibid.
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According to the charter the concept of health has to do with prevention, 

diagnosis, treatment, and rehabilitation as well as the physical, mental, and spiritual 

well being of the person.441 This describes a holistic medical model. The term and 

concept of medicine refers to actual health policy, legislation, programming and 

structures. (30). “The full concept of health reflects directly on medicine,” and while 

institutions are a necessity, no institution can substitute for the human heart, human 

compassion, human love, human initiative, when it is a question of helping another in 

his/her suffering (31). This can lead to a humanization of medicine. This 

humanization strengthens the basis of the ‘civilization of life and love’ without which 

the life of individuals and of society itself looses its most genuinely human 

quality442̂ ? ). The present charter published by John Paul II, wished to guarantee the 

ethical fidelity of the healthcare worker: the choices, and behavior a service to life.

It suggests that this fidelity is outlined through the stages of human existence: 

procreation, living, dying, as reference points for ethical/pastoral reflections.

On the eight World Day of the Sick, in Rome, 2000, Year of the Great Jubilee, 

John Paul 11 re-examines the reality of illness and suffering.443 He does this in the 

light of the Incarnation of the Son of God in order to draw new light to basic human 

experiences. He examines in particular the progress in the treatment of suffering and 

improved health care: prolonging life, improving its quality, alleviating suffering, 

increasing a persons potential through the use of good reliable medicines and 

increasingly sophisticated technologies. He also draws attention to achievements in a 

social context for example, an awareness of the right to treatment and its expression in

441 John Paul II, Pontifical Council for Pastoral Assistance to Healthcare Workers, 1994.
442 John Paul II, Evangelium Vitae, 1995
443 Pope John Paul II, Message o f  the Holy Father fo r  the World Day o f  the Sick, Rome, 2000.
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judicial terms, charters of the rights of the sick, together with a better qualified 

nursing service as well as voluntary services. Nevertheless there are still areas where 

the alleviation of pain and suffering has not been achieved. The Pope speaks of 

“rivers of human pain” beginning with the wound of original sin, wars, bloodshed, as 

well as diseases, drug dependency and AIDS. Other areas include organized crime, 

and proposals for euthanasia. With increasing secularization and the “eclipse” of faith 

people are no longer able to grasp the meaning of pain and the comfort of 

eschatological hope. In spiritual terms, the Church strives to accompany those in their 

struggle against pain and the commitment to improve health as well as to reveal the 

“richness of the redemption brought about by Christ our Savior”.

Historically men and women imitate Christ in their love for the poor and 

suffering and have initiated many ways of providing social assistance. Together with 

the Fathers of the Church, founders and foundresses of religious institutions, in 

silence and humility have dedicated their lives to the service of their sick neighbor. 

The Church itself inspired by the gospel of charity contributes to hospitals, healthcare 

structures and volunteer organizations. Nevertheless, there are still areas of social 

inequality in accessing healthcare resources. This inequality undermines rights to 

basic medicines while elsewhere medicines are wasted and misused. Others lack the 

minimum food to eat, leaving them vulnerable to every kind of disease, trauma and 

death.

John Paul II reminds us of how the gospel of the Good Samaritan 

communicates healing love and the consolation of Jesus Christ. This happens through
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the commitment and skilled service of healthcare workers 444 Christifidelis Laid, 1988 

(n. 53). Through professional and voluntary work in healthcare, their service can 

become a préfiguration of definitive salvation. In the face of suffering and death the 

sick need companionship, sympathy and support. A vision of health must respect the 

whole person, physical, psychological, spiritual and at a social level. This can be 

achieved through a holistic medical model, which I am promoting in this thesis.

John Paul II calls on international, political, social and healthcare organizations to be 

promoters of concrete projects to fight all that is harmful to the dignity and health of 

the person.445 His outlook is holistic, and provides a theological underpinning for my 

proposed holistic medical model, in the alleviation of pain and suffering.

5.9 CARE OF THE SICK AND SUFFERING: THE DIGNITY OF THE 

HUMAN PERSON

On the celebration of the world day of the sick (2002) Pope John Paul 11 

speaks of how the Church is guided, in her view of suffering, through her conviction 

of the human person created in the image of God, and endowed with God-given 

dignity and inalienable human rights.446 Human beings, not wealth or technology, are 

the prime agents and destination of development. Therefore, the kind of development 

that the Church promotes reaches far beyond questions of economy and technology.

It begins and ends with the integrity of the human person, his dignity and his rights. 

Various international declarations of human rights are a sign of growing attention on a 

world-wide level to the dignity of the human person. Yet many people are still

444 John Paul II, Christifideles L a id  (1988). On: The vocation and the mission o f  the lay faithful in the 
Church and in the world. Post-Synodal Apostolic Exortation, Rome.
445 John Paul II, Message o f  the Holy Father to the sick on the year o f  the Great Jubilee, Rome, (2000).
44flJohn Paul 11, Message o f  the Holy Father fo r  the World day o f  the Sick (2002).
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subjected to degrading forms of exploitation and manipulation, in different parts of 

the world.

In Ecclesia in Africa (n. 82) Pope John Paul 11 reiterates his view on the 

dignity and the role of man and woman.447 The dignity of man and woman derives 

from the fact that when God created man, “in the image of God he created them”

(Gen 1:27) he endowed them with intelligence and will, and therefore with freedom. 

The account of our first parents’ sin confirms this (Gen 3). The psalmist sings of 

man’s incomparable dignity “Yet you have made him little less than a god; with glory 

and honor you crowned him, gave him power over the works of your hand, put all 

things under his feet” (Ps 8: 6-7). In creating the human race male and female God 

gives man and woman an equal personal dignity with rights and responsibilities 

proper to the human person. The Church deplores African customs and practices 

which deprive women of their rights and respect due to them, and the Church must 

make every effort to foster the safeguarding of these rights.448

Pope John Paul II addressed the 23rd National Congress of the Italian Catholic 

Physicians Association449 in Dec 2004. Speaking at the conference The Holy Father 

expressed the solicitude of the Church for the sick and points out that concern for the 

sick always goes hand in hand with the preaching of the gospel, and is expressed in 

nursing care and treatment that has benefited large numbers of suffering persons. The 

John Paul II speaks to the Catholic doctors and reminds them that they are called as 

believers to witness to Christ through works of charity and dedication for the

447 John Paul 11, Ecclesia in Africa, 1995
448 Ibid.
449 John Paul II, addressed a message: “Always remember that healing ultimately comes from  the Most 
High." to the 23ld National Congress of the Italian Catholic Physicians Association, from the Vatican, 
2004
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promotion of peace and justice, and effectively helping to eliminate the causes of 

suffering that humiliate and sadden mankind.450 John Paul II believes that medicine 

properly understood, speaks the universal language of sharing, paying attention to 

every person without distinction and welcoming all to alleviate the sufferings of each 

one. John Paul II’s vision is inclusive and holistic. He believes that there is no human 

being who has not known or will not know illness. It can afflict us all and affects the 

person at every level, from the physical to the psychological. Medicine therefore 

must strive to make people whole in keeping with the needs of the whole person, 

without discrimination. Doctors are also advised not to neglect the person’s spiritual 

dimension. If, in trying to cure and alleviate suffering, you are clearly aware of the 

meaning of life and death and the role of pain in human life, you will succeed in 

promoting authentic civilization.

John Paul II concludes by speaking to the doctors of the Christian vision of 

service to one’s suffering neighbor cannot but be advantageous to the correct practice 

of a profession of fundamental social importance. Biomedical research also expects 

to be en-livened by a Christian inspiration so that it may contribute better 

and better to the true well-being of humanity. John Paul II wishes that the doctors 

could see Christ in every ailing person, collaborating with those who are involved in 

pastoral care, of the sick. In this way their contribution of professionalism together 

with warmth of heart can humanize their care always remembering that healing 

ultimately comes from the Most High (Sir 38: 1-2).

450 Ib id .

220



At a meeting with the sick and suffering at the Shrine of St Lazerus, Cuba, in 

1998, Pope John Paul 11 reminds the sick that Christ is close to all those who suffer.451 

He addresses in particular those most afflicted, the elderly who are alone, and all 

those suffering in body and spirit. The Pope assures them of his love, the solidarity of 

the Church and the fraternal warmth of all men and women of good will. He next 

addresses those caring for the sick, in particular the Daughters of Charity.452 He 

thanks them for bringing the gospel of life through charity, which is the glory of the 

Church and sign of fidelity to the Lord, Vita Consecrata, 1996 (n. 82). Speaking to 

doctors, nurses and assistants, he reminds them that the Church values their work, 

stirred by the spirit of service and solidarity with their neighbor, which remembers the 

work of Jesus who cured the sick (Mt 8: 16). He praises the efforts being made in the 

area of healthcare. Next, he speaks of the parable of the Good Samaritan (Lk 10: 29) 

which reminds us of the gospel of solidarity with our suffering neighbor and which 

has become one of the essential elements of moral culture and of universally human 

civilization, Salvifici Doloris, 1984453. The Good Samaritan in real terms is as 

follows:

That human beings must feel personally called to witness to love in the midst 
of suffering. And, although institutions are indispensable, no institution can be 
a substitute for the human heart, human understanding, and human 
love.. .when meeting the suffering of another (n. 29)

John Paul II reminds us that when the soul of a nation suffers, this must be a 

summons to solidarity to justice, to the building of a civilization of truth and love. 

Solidarity, justice and love are principles, which would be enriching for all people.

451 John Paul II, Offering your suffering to God. Meeting with the sick and suffering, at the Shrine of St. 
Lazarus, El Rincon, Cuba, 1998.
452John Paul II, Vita consecrata, Post-Synodal Apostolic Exortation, given in Rome at St. Peter’s,
1996.
4S3 John Paul II, Salvifici doloris, (1984).

221



5.10 RELATIONSHIPS AND THE CIVILIZATION OF LOVE

In Dives in misericordia (1980) John Paul 11 speaks of mercy and how it is an 

indispensable element for shaping human relationships between people, in a spirit of 

deepest respect for what is human.454 It is impossible to establish a bond between 

people if they wish to regulate their mutual relationships, solely according to a 

measure of justice. John Paul II believes that in every sphere of interpersonal 

relationships justice must be modified or corrected to a certain extent by that love 

which as St. Paul says is patient and kind (Cor 13: 4) or in other words have the 

characteristics of that merciful love which is so much of the essence of the Gospel and 

Christianity.

We must also remember that, furthermore, merciful love also means 

the cordial tenderness and sensitivity so eloquently spoken of in the parable of the 

prodigal son ( Lk 15:11) and in also in the parables of the lost sheep and the lost coin 

(Lk 15: 1-10). Consequently, merciful love is supremely indispensable between those 

who are closest to one another: between husband and wife, between parents and 

children, between friends; and it is indispensable in education and pastoral work. Its 

workings however are not limited to this. It was Pope Paul VI who more than anyone 

else, indicated a civilization of love as the goal to which all efforts in the cultural and 

social fields as well as in the economic and political should aspire to.455 He cautioned 

that good will could never be reached if in our thinking and acting we stop at the 

criteria of an eye for an eye and a tooth for a tooth, (Mt 5: 38) and do not try to 

transform it in its essence, by complementing it with another spirit. The Second

454 John Paul II, Dives in misericordia, (1980)
455Insegnamenti di Paolo VI, XIII (1975), p. 1568 (Close of the Holy Year, Dec. 25, 1975)
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Vatican Council also speaks repeatedly of the need to make the world more human, 

and states that this is precisely the mission of the Church in the modern world.456 It is 

suggested that society can become ever more human only if we introduce into the 

setting of interpersonal and social relationships, not merely justice, but also merciful 

love which constitutes the messianic message of the Gospel.

Society can become ever more human only when we introduce into all the 

mutual relationships which form its moral aspect, forgiveness which is so much the 

essence of the Gospel. Forgiveness demonstrates the presence in the world of love, 

which is more powerful than sin. Forgiveness is also the fundamental condition for 

reconciliation, not only in the relationship of God with man, but also in the 

relationships between people. Living in a world without forgiveness would be 

nothing more than a world of cold and unfeeling justice, where each would claim 

his/her rights and where the latent feelings of selfishness in man would transform 

society into a system of oppression of the weak by the strong, or of permanent strife 

between one group and another. According to Pope John Paul II, this is the reason that 

the Church must consider it one of her principal duties-at every stage of history and 

especially in our modern age-to proclaim and introduce into life the mystery of mercy 

supremely revealed in Jesus Christ.

In Salvifici doloris Pope John Paul II stresses the importance of loving our 

neighbor. The Good Samaritan showed himself to be a real neighbor because he 

carried out the commandment to love.457 He saw the man who was beaten, robbed,

456 Pastoral Constitution on the Church in the Modem World, Gaudium et spes, No. 40, 1966, pp. 1057- 
1059; Pope Paul VI: Paterna cum benevolentia, in particular no’s. 1-6, 1975, p. 7-9, 17-23.
457 John Paul II, Salvifici Doloris, (1984).
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and left half dead, he had compassion for him, and took care of him. He had the 

interior disposition of the heart, and this fits every individual who is sensitive to the 

suffering of others. This is an expression of our love and solidarity with the suffering 

other. It can be said that suffering in its different forms can unleash love in the human 

person, the unselfish T  on behalf of other people, especially those who suffer. John 

Paul II makes the point that the world of human suffering unceasingly calls for, so to 

speak, another world: the world of human love; and in a certain sense man owes to 

suffering that unselfish love which stirs his heart to action. The person who acts as a 

good neighbor, shows fundamental human solidarity. John Paul II sets out for us an 

admirable set of principles in order to guide us towards a humane way of being in the 

world: merciful love, forgiveness as well as justice and mercy, love of neighbor and 

solidarity with the suffering of others. We can see the Good Samaritan in the work of 

doctors, nurses, healthcare workers, and individual carers. Medicine has developed 

and specialized even further in our times and we can say that medical staff try to 

understand the sufferings of their patients and deal with them with even greater skill.

It follows that the parable of the Good Samaritan of the Gospel has become one of the 

essential elements of moral culture and universally human civilization.

John Paul II finds individual contributions no less valuable than the work 

carried out in institutions. Some people are prepared to work with various forms of 

suffering which can only be alleviated in an individual and personal way. In families 

help means acts of love of neighbor done to members of the same family and mutual 

help between families. These good works merits our thanks to the fundamental moral
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values such as human solidarity, the value of Christian love of neighbor, which form 

the framework of social life and inter-human relationships in the developed world. 

Finally, in Salvifici doloris, 1984, he reminds us of the messianic program of Christ, 

which is at the same time the program of the kingdom of God.458

Suffering is present in the world in order to release love, in order to give birth 
to works of love toward neighbor, in order to transform the whole of human 
civilization into a civilization of love.

It is in this love that the salvific meaning of suffering is completely 
accomplished and reaches its definitive dimension; in order for the civilization 
of love to flourish and produce fruit in this vast world of human pain.

The message from John Paul II to the suffering is to put their trust in Christ, and offer 

their sufferings to His. A good healthcare system needs a holistic medical model, to 

offer patients care of the whole person, physical, social, and psychological, with 

particular emphasis on a spiritual dimension, which for those suffering from 

unrelieved pain can be a source of consolation and healing.

5.11 HEALTHCARE AND SOCIETY: DELIBERATIONS AND 

PROPOSALS

Under the guidance of the President of the Pontifical Council for Health 

Pastoral Care, cardinals, archbishops, bishops, members of religious orders, and 

members of the laity from sixty six different countries involved in various ways in the

458 John Paul II, Salvifici Doloris, (1984)
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world of suffering and health and/or specialized in the various disciplines of the 

humanistic, social, biomedical and pastoral-theological sciences gathered together.459 

The general subject healthcare and society was discussed and debated in the light of 

the Word of God and theology so as to highlight contemporary challenges and moral 

questions with a view to achieving the humanization of medicine in a society which is 

becoming increasingly globalized. Amongst the topics discussed were: the frontiers 

of modern technology, new spaces of health care services, hew healthcare workers, 

new services offered to the sick, new and emerging illnesses, medicine and cultural 

changes, the contemporary questions of moral theology, the prospects offered to 

modern medicine by inter-religious dialogue with Judaism, Islam, Hinduism and 

Buddism and finally the training of healthcare workers and chaplains.

As a result of their deliberations, observations and questioning a number of 

proposals emerged: In agreement with the teaching of St. Paul II on the Christian 

meaning of suffering, they emphasized that the pain and illness which medicine seeks 

to alleviate and /or cure are a part of the mystery of man created in the image and 

likeness to God and redeemed by the Word made Flesh and find in the mystery of the 

cross their salvific meaning. They re-affirmed the task of medicine is to prevent 

illnesses and promote health understood as full harmony and healthy balance at a 

physical, spiritual, and social level. Hence the imperative that medicine must serve 

the overall good of the person...They restated that in ethical assessment of the 

questions and dilemmas raised by medicine, the human person remains the 

measurement and the criterion of the ethical and anthropological approach to the

459 The Fifteenth International Conference, of the Pontifical Council for Health Pastoral Care on the 
subject “Health Care and Society” in the New Synod Hall of the Vatican, (2000)
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choices taken by researchers and healthcare workers. They called on healthcare 

workers not to limit their service to merely helping in the treatment of physical 

pathology but to go well beyond this and to provide human, moral, and spiritual 

support to sick people based upon an approach to life which is able to supply an 

answer to the mystery of pain and death. A number of calls emerged from the 15th 

conference as follows: To recognize pastoral care in health as an integral and defining 

part of caring for the sick person in order to achieve his or her recovery. To make 

maximum use within the world of medicine of the advantages of globalization but at 

the same time to correct its negative effects on healthcare. To offer the organizations 

of the United Nations our co operation.....

Finally, the conference expressed a belief that careful attention be given to the 

moral, religious, and technical training of healthcare workers, so that they can reach 

the ethical requirements asked of them by society. They favored the strengthening of 

Catholic healthcare structures so that they can meet the challenges of globalization; 

the continuation of inter-religious dialogue with non-Christian religions so that certain 

shared values can be sown in the world, values such as: respect for human life, 

helping the sick person with compassion tolerance.... greater attention paid by the 

Church and government authorities to the moral, human, and medical healthcare 

problems and difficulties of people in prison.

John Paul II instructs Catholics, who are working in the area of healthcare to 

do all that they can to defend life when it is most seriously threatened and to act with 

a conscience correctly formed according to the teaching of the church. He cites 

numerous health facilities through which the Catholic Church offers a genuine
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testimony of faith, charity and hope contribute to this ideal. He mentions the good 

work of the various religious institutions and volunteers who promote and guide the 

care of the sick. John Paul II also speaks of what he expects from Catholic hospitals. 

They must be:

centers of life and hope which promote, together with chaplaincies, ethics 
committees, training programs for lay health workers, personal and 
compassionate care of the sick, attention to the needs of their families and a 
particular sensitivity to the poor and the marginalized. Professional work 
should be done in a genuine witness to charity, bearing in mind that health is a 
gift from God, and man merely its steward and guardian.

Referring to his Apostolic Letter460 Novo Millennio Ineunte, 2000, he reminds people 

that service to humanity includes that, those using the latest advances in science, 

especially in the field of biotechnology, must never disregard ethical requirements, by 

invoking a questionable solidarity which eventually leads to discrimination between 

one life and another and ignoring the dignity which belongs to every human being, (n. 

51). He welcomes scientific and technological progress, and values the dedication and 

professionalism which contributes to the quality of service to the sick, while 

respecting their dignity. He reminds those who care for the sick that:

every therapeutic procedure, all experimentation and every transplant must 
take into account this fundamental truth, thus it is never licit to kill one human 
being in order to save another. And while palliative treatment in the final 
stages of life can be encouraged, avoiding a ‘treatment at all costs’ mentality, 
it will never be permissible to resort to actions or admissions which by their 
nature or in the intention of the person acting are designed to bring about 
death.

He also urges a renewed commitment to the pastoral care of the sick in the education 

and formation of priests and religious, because it is in the care of the sick more than

460 John Paul II, Novo Millennio Ineunte, to the Bishops, Clergy, and Lay Faithful, at the close of the 
Great Jubilee of the year (2000)
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any other way that love is made concrete and a witness of hope in the Resurrection is 

offered. He also addresses chaplains, religious, doctors, nurses, pharmacists, 

technicians, administrative personnel, social assistants and volunteers: he speaks of 

how The World Day of the Sick offers a special opportunity to continue to be 

generous disciples of Christ the Good Samaritan. He also encourages them to 

recognize in those who suffer the Face of the sorrowful and glorious Lord, to be ready 

to bring help to those afflicted with new diseases, such as AIDS, and with older 

diseases, such as tuberculosis, malaria and leprosy. In conclusion the John Paul II 

expresses hope that they will learn to recognize and welcome the Lord who calls you 

to be witnesses to the Gospel of suffering, by looking with trust and love upon the 

face of Christ Crucified and by uniting their suffering to his.

5.12 CONCLUSIONS

This thesis explores the possibility of providing a holistic model of healthcare 

for the alleviation of pain and suffering. Through an in-depth examination of the 

work of Pope John Paul II it became evident that he provides a theological 

underpinning for an approach to holistic medical care, and a human anthropology 

which emphasizes the dignity and equality of all human beings at all stages of life. It 

is of interest that he has written letters to the sick, annually since 1993 in which is 

outlined a profound theology of human suffering and healing. Of particular relevance 

to this thesis is that his theology incorporates those who care for the sick. He also 

includes a vision for Catholic healthcare rooted in the theological virtues of faith, 

hope and love. He speaks of contemporary challenges to the teaching of the Christian 

Faith arising from biomedical techniques, recommending attention to ethical and
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moral values, and the safeguarding of the most vulnerable members of society, 

particularly at the beginning and end of their lives, and overall to promote a 

humanization of medicine.

Of particular value for the sick and suffering were his annual letters addressed 

to them. He used pastoral language supported by academic scholarship. He spoke to 

them with compassion for their plight assuring them of his solidarity and that of the 

Church. He discussed difficulties that were unique to the countries he visited. His use 

of the media meant that he reached people, through television, in their hospital beds, 

nursing homes, centers for the disabled, and healthcare facilities, as well as those who 

looked after them. People saw him, listened to him and were uplifted by him. He 

knew the importance of establishing relationships. He addressed people of all ages, 

including the elderly and the young. He assured them of his love, and the love of 

Christ their Savior and Redeemer. He came to bring them “the good news” of the 

gospel. His theology is of particular relevance for my thesis because of the inclusivity 

of his teaching, his whole approach is holistic. What is amazing was the depth of his 

knowledge in the fields of science and medicine, and eagerly awaited new 

technologies and medicines to treat the sick and suffering. It is obvious from his 

interest in science, and his respect for researchers who devote their time towards 

developing new ways of alleviating pain and suffering, which is one of the main 

concerns of this thesis. Conscious of the questions which arise about the meaning of 

suffering John Paul II addressed these concerns in depth in Salvifici doloris. 1984.

His addresses to the sick and his writings attest to the depth of his knowledge of pain 

and suffering, conveying to the sick and suffering that he understands their pain and 

the extent of their suffering. His approach is holistic in that he defines suffering as
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“the disruption of inner harmony” caused by physical, mental, spiritual and emotional 

forces, experienced as “isolating and threatening our existence.” His approach has 

direct relevance for my thesis where I search for a model of holistic care to alleviate 

pain and suffering.

My vision of a holistic medical model, retains the current medical model 

(EBM), but in order to provide care of the whole human person, additional treatments 

and therapies will be promoted to complement the scientific based medical model. 

This holistic medical model will be patient-centered and supported by 

multidisciplinary care. Care would be available to all, irrespective of belief or 

culture. It would be empathic, compassionate and seek to alleviate pain and suffering, 

and provide appropriate end-of-life-care, as well as spiritual support, to promote 

healing, in a caring environment, and ensure that the dignity of the person is upheld 

both in their living and dying.

John Paul II in addressing the sick and suffering conveys to them that they are 

not alone on their path of life, because it is on this path that the Church must meet 

man. He speaks of the compassion and respect due to those who suffer. While pain 

and suffering can be debilitating and challenging, suffering without meaning causes 

the greatest hardship of all. When people are in pain and distressed they may be 

psychologically disturbed, and this is why I have chosen to promote a holistic medical 

model which would attend to patients’ needs as a whole, socially, emotionally, 

spiritually and well as physically. In his teaching Pope John Paul II expresses his 

theologies of salvation and redemption in the context of faith, hope and love. To 

understand suffering we must put our trust in the word of God. His Son, through his
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salvific work liberates man from sin and death giving him the hope of eternal 

salvation. The redeemer suffered instead of man for man and each man can share in 

the redemption, through his own suffering. Each individual is expected to “stop” as 

the Good Samaritan did to give help. In his explanation of suffering John Paul II 

states that “suffering is present in order to release love, in order to give birth to love 

towards our neighbor and to transform civilization into a civilization of love.” 

Suffering viewed in the perspective of faith can assist people to face pain and 

suffering and the debilitations of old age. These theologies of salvation and 

redemption provide a theological underpinning for a holistic medical model of care 

for the sick and suffering.

Pope John Paul II’s vision includes a Christocentric theology of suffering. He 

demonstrates how in our suffering we can identify with Christ. In this way he 

personalizes suffering. Christ drew close to all who were sick and became sensitive 

to all kinds of suffering. His suffering had human dimensions he suffered voluntarily 

and innocently. Christ gave the answer to the meaning of suffering not only through 

the “good news” but also through his suffering. At the depth of his suffering Christ 

felt abandoned by the Father. Pope John Paul II’s refers to the sick who reside in 

numerous health care facilities or at home “on their own, undergoing a Calvery of 

sufferings” who are often neglected, pain not always relieved and sometimes 

aggravated by lack of support. He understands their anguish, their unease as well as 

their physical or “psychic ills” which contributes to their suffering. At certain times 

during the course of illness, patients’ begin to feel abandoned, for example when 

cancer treatments fail, and nothing more can be done for them in a general hospital, 

doctors and nurses visits become less frequent, and patients’ become isolated. A
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spiritual component, as part of a holistic medical model can be of benefit to patients 

such as these, whose spiritual sense may be heightened as a result of their illness and 

poor prognosis. Healthcare workers must not limit their service to merely helping in 

the treatment of physical pathology but to go well beyond this and to provide human, 

moral, and spiritual support to sick people. These recommendations have relevance 

for my thesis and provide a theological underpinning for a holistic medical model of 

care to alleviate pain and suffering, which was the goal of this thesis.
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CHAPTER SIX: FINAL CONCLUSIONS

My concern throughout this thesis has been the unmet needs of people with 

unrelieved pain and suffering, and my goal throughout has been to formulate a 

holistic medical model of care that meets their needs, control pain and alleviate 

suffering. Pain research led to many discoveries. It was ascertained that pain as well 

as being a sensory and emotional experience includes perception and subjective 

interpretation. Studies at a physiological level led to the discovery that chronic pain 

promotes an extended and destructive stress response characterized by 

neuroendochrine dysregulation which can lead to impaired mental and physical 

performance. This constellation of discomfort and functional limitations creates a 

cycle of stress and disability rendering patients incapable of sustaining productive 

work, family life and supportive social interactions. This causes patients to suffer.

Suffering, is more than pain, and can be perceived as a threat to the integrity 

of the person. It can lead to helplessness as it exhausts psychosocial and personal 

resources for coping that threatens the intactness of the person as a complex social 

and psychological entity. Technology today is integrated into modern medical 

practice and the possibility of objectifying patients’ distress is increased. An objective 

view that values hard data is the dominant medical model today and the provision of 

holistic care for the patient may be overlooked where pain and suffering is concerned. 

Suffering is a broader state that encompasses more dimensions than pain, and is still 

prevalent in society today. The discovery that that the brain is the central organ 

involved and that the spinal cord facilitates the transmission of pain to the brain 

precipitated the search for pain relief which would reduce suffering. Many plant
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extracts were used and opium the most potent of these came from the poppy flower. 

Endorphins, similar compounds to opium have receptors throughout the nervous 

system and opiate based drugs like morphine form much of the basis for the drugs 

used to treat pain and alleviate suffering today. This knowledge in turn led to the 

development of aspirin and developments in anaesthesia led to pain free surgery. 

When it was discovered that pain could lead to suppression of the immune system and 

could indirectly lead to promote tumour growth, led to stark phrase pain could kill.

The current medical model is insufficient where pain and suffering are 

concerned. A holistic medical model would provide a broader base for dialogue to 

encompass a spiritually formed philosophical viewpoint and deal with ways of being 

in the presence of suffering. Not wishing to denigrate the current medical model 

(EBM) what I am arguing against is the exclusive use of EBM. It has become clear 

that in order treat patient’s pain and alleviate suffering it is necessary to go beyond 

this model, to formulate a holistic medical model which would provide whole person 

care, psychological, social, spiritual as well as physical. Clinical studies acknowledge 

the value of well-being scales where spirituality expresses itself in phenomena such as 

finding purpose in life, faith, prayer, the ability to forgive, find meaning in suffering 

and express gratitude for life. All of these entities can be found within the matrix of 

spirituality and are associated with better health outcomes, greater longevity, and 

health-related quality of life as well as less anxiety, depression and suicide. Diseases 

such as cancer respect no boundaries, and other debilitating diseases cause much pain 

and suffering as disease progresses and pain increases. This is the challenge facing 

healthcare providers today. Understanding the dynamics of pain is the first step 

towards its alleviation.
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There are valuable lessons to be learned from the holistic clinical practice of 

Sheila Cassidy, and although she was providing palliative care, her insights and 

practices would be of benefit in other areas of medical practice, and fit well into a 

holistic medical model, which I have been formulating during the course of this 

thesis. Cassidy’s first priority is the establishment of therapeutic relationships with 

her patients’. She provides a suitable environment, by ensuring that her patients have 

privacy. She invites patients to narrate their story of pain and suffering. In doing so 

patients’ reach out to her for assistance, and in her receptive listening Cassidy 

assimilates the patients’ pain and suffering; it is in this reciprocity that, the therapeutic 

relationship is forged, where the patient can see that the doctor is interested in them as 

persons as well as patients. The locus for the inter-human relationship is where Martin 

Buber, philosopher, termed the ‘between.’

Amongst Cassidy’s therapeutic skills is her empathic insight into her patient’s 

world, her sensitivity towards the needs of patients in their distress, and her searching 

for ways to relieve it. She combines compassion with competence, and her perception 

of her patients is that their needs are legion: physical, intellectual, emotional, spiritual 

and social. She advocates holistic care and pain relief is part of it, but diseases such 

as cancer know no boundaries, the physical and the psychological become inter

twined, fear exacerbating pain. Likewise, spiritual issues are inseparable from 

physical and psychological ones, for a depressive illness can induce a pathological 

sense of guilt, making a patient feel beyond the reach and love of God. This burden of 

illness has been classified, by ‘Cecily Saunders’ as ‘total pain’ and each area of pain, 

psychological, emotional, spiritual as well as physical must be treated simultaneously, 

before pain control can be achieved. This exemplifies holistic care.
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Another lesson from Cassidy’s clinical practice is her espousal of the 

spirituality of companionship. From active listening she has discovered what patients, 

at the end-of -their lives want, most of all, is a companion to stay with them, watching 

and waiting, sharing their pain, fear and desolation. From her deep faith Cassidy 

recommends the necessity of having a Paschal overview to hold in the same focus the 

harsh reality of suffering and the truth of the resurrection. Spiritual care is usually 

provided by chaplains who deal with the transcendent nature of life and with his 

understanding of theology can direct the patients towards wholeness and help them to 

accept their whole lives, facilitating reconciliation and healing, leading to peace. 

Kearney’s work with the terminally ill, distressed patients and his expertise in dealing 

with them has much to offer, not only to the field of palliative care but to the care of 

other patients suffering from other progressive, debilitating diseases. I believe that 

many of his expertise could be incorporated into a holistic medical model of care, 

which I am promoting in this thesis. Kearney fosters open and honest communication 

with his patients and their families in order to transform patients frightening existence 

into a time of continued growth and completion. Kearney uses a holistic approach, 

paying attention to the whole patient, psychological, social and spiritual as well as 

physical. He believes that patients should be treated with compassion. According to 

Kearney, this caring impulse has evolved in the 21st century as a redress to the 

imbalance created by increasingly scientific and technological medical systems. 

Kearney also favours a healing environment that best facilitates inner healing. This 

means providing a combination of pain control, together with medical and nursing 

care. Patients could also benefit from companionship, to assist them in establishing a
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secure inner space for that patient to be in. Access to spiritual care as well as 

multidisciplinary support would also be part of this holistic approach.

Kearney’s patients can be divided into two groups. The first group consisted 

of patients’ whose cancer was not cured by the dominant medical model, who were 

referred to the hospice for palliative care. Even though these patients were fearful, in 

pain and suffering, and experiencing a sense of loss and separation from their 

families, nevertheless in the secure hospice environment, with pain control, medical 

and nursing support, a renewal of spirituality and a spirit of companionship, this 

group of patient’s responded well to palliative care, which is essentially holistic.

A second group of patients arrived at the hospice distressed, fearful and struggling to 

come to terms with their terminal disease and imminent death. In addition to 

palliative care these patients needed a healing model. This deals with the intuitive or 

unconscious aspect of the mind, where fear and dread resides. Through psychological 

therapy, image work, dream analysis, or stories, patients experienced a lessoning of 

fear and a reduction in pain and suffering. Thus Kearney established that distressed 

terminally ill patients needed the addition of a healing model to the conventional 

medical model, in order to bring about reconciliation and peace for these patients. 

Through the process of becoming psychologically and spiritually more integrated and 

whole, patients became more completely themselves and more fully alive even in the 

face of imminent death.

Martin Buber’s insights concerning human inter-relationships and dialogue are 

of value in the development of a therapeutic relationship between doctor and patient, 

recognizing that ways of being in the presence of suffering requires a deeper
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appreciation of human interaction, a form of discourse beyond the language of models 

and skills. This outline of the dynamics of inter-relations and dialogue provides a 

valuable contribution to the formulation of a holistic model of care, to alleviate pain 

and suffering. Buber’s philosophy of dialogue views human existence in two 

fundamentally different kinds of relationships, I-It and I-Thou. The current medical 

model is situated in the I-It realm of being, characterized by objectivity, detachment, 

abstraction, and experience. The I-Thou realm of inter-relations comprises: 

spontaneity, subjectivity, mutual exchange, recognition and acceptance of the unique 

other. Buber’s thought also offers three conceptual shifts that facilitate the 

development of a therapeutic relationship in medical practice (a) from disease 

centered to patient centered, (b) from crisis to everyday management and (c) from 

principles and contacts to relationships, culminating in the appreciation of patients as 

whole human beings and seeing how this can be fractured through pain and suffering.

As the patient is interviewed and given a physical examination the discourse 

between patient and doctor constantly changes from I-It, to I- Thou and also has the 

potential to move to the Eternal Thou or God. In the narration of their illness patients 

reach out to the doctor for assistance, and in the empathic listening the doctor 

assimilates the patients pain and suffering. This reciprocity happens in Buber’s 

concept of the ‘between’ or the locus where the relationship is forged. Buber is also 

concerned with the quality of listening when he speaks of the undivided wholeness of 

genuine meeting requiring a living relationship of whole person to whole person. In 

achieving wholeness patients are enabled to arrive at a place of reconciliation and 

peace. Buber also espouses healing through meeting where the connection is made 

between the unconscious of the patient and that of the doctor, and encourages
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compassion towards self-acceptance. This therapeutic relationship makes healing 

possible. Buber also believes in the ‘power of story’ because it is listened to in the 

subconscious where existential fear resides blocking creativity and healing. However, 

story activates what we can be, or what we may become, our potential to transform 

ourselves and reach a place of healing and reconciliation. Buber’s insight into the 

dynamics of inter-relationships and methods of discourse provides deeper insight and 

clarity into the phenomenon of pain and suffering. Buber’s paradigm shift also 

provides concepts of inter-relations such as: ‘the between,’ ‘undivided wholeness,’ 

‘healing through meeting,’ and ‘the power of story’ illustrates the criteria which 

facilitate the patient to arrive at a place of healing and reconciliation.

This thesis explores the possibility of formulating a holistic medical model of 

healthcare for the alleviation of pain and suffering. The in-depth examination of the 

work of Pope John Paul II provides a theological underpinning for an approach to 

holistic medical care. In letters to the sick, he outlines a profound theology of human 

suffering and healing. He also includes a vision for Catholic healthcare rooted in the 

theological virtues of faith, hope and love. Of particular value for the sick and 

suffering were his annual letters addressed to them. He used pastoral language. He 

spoke to them with compassion assuring them of his solidarity and that of the Church. 

He became available to the sick through his travels and the use of the media. People 

saw him, listened to him and were uplifted by him. He assured them of his love, and 

the love of Christ their Savior and Redeemer. He came to bring them the good news 

of the gospel. John Paul II’s manner of address exemplifies the setting up of a 

therapeutic relationship, and promoting a holistic approach to healthcare, which has 

direct relevance for this thesis.
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John Paul II keeps up-to-date with developments in medical research, and 

commends researchers who develop new ways of alleviating pain and suffering which 

is one of the concerns of this thesis. He addressed scientists, and attended 

conferences. Therefore, when he addressed the sick, he was aware of the pain and 

debilitating effects of various diseases. This is why he could empathize with them, 

and not least because of what he suffered in his declining years when he spoke to 

them as fellow sufferers. This further consolidated the therapeutic relationship he had 

with them. The ability to empathize with the sick within a therapeutic relationship 

can have a healing effect, and is one of the most important elements for the successful 

treatment of the seriously ill person, and a necessary part of a holistic medical model, 

which I am formulating throughout this thesis.

Conscious of questions about the meaning of suffering John Paul II addresses 

these concerns in depth in Salvifici doloris. His approach is holistic, he speaks of 

physical, mental, spiritual and emotional forces, experienced as isolating and 

threatening our existence. This has direct relevance for my thesis where I promote a 

model of holistic care to alleviate pain and suffering. In his explanation of suffering 

John Paul II states that suffering is present in order to release love, in order to give 

birth to love towards neighbour and the transformation of civilization into a 

civilization of love.

Pope John Paul II’s vision includes a Christocentric theology of suffering. He 

speaks of how we can identify with Christ who drew close to all who were sick and 

became sensitive to all kinds of suffering. John Paul II refers to the sick who reside in
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numerous health care facilities or at home undergoing a Calvery of sufferings, often 

neglected, pain not always relieved and sometimes aggravated by lack of support. He 

understands their anguish, their unease as well as their physical or “psychic ills” 

which contributes to their suffering. This is a holistic approach to care, which links 

with this thesis. John Paul II reminds doctors that they are called as believers to 

witness Christ through works of charity and help to eliminate the causes of suffering, 

how it can affect us all at every level from the physical to the psychological, and how 

medicine must strive to attend to the needs of the whole person. This approach is also 

holistic, which I am promoting in this thesis. John Paul II also reminds doctors that 

they must defend the inviolable dignity of every human person and in this way their 

contribution of professionalism, with warmth of heart can humanize their care, 

of John Paul II.

Throughout this thesis, the holistic medical model which I am now advocating 

is patient-oriented and humanistic in the provision of whole person care to include the 

physical, mental, social and spiritual concerns of the patient, supported by 

multidisciplinary care. The provision of such care would require good 

communication and active listening skills to facilitate the establishment of a 

therapeutic relationship between doctor and patient, which is essential in getting a 

good outcome for the patient. Good communication skills are also required when 

informing patients about their illness. Patients have stated that they want their illness 

explained to them in a language that they understand, and that they wish to be part of 

the decision-making concerning the best treatment for them and their illness. At all 

times the patient must be treated in a humane manner and be treated with compassion 

as well as empathy to foster healing. The focus must be on the patient and not the
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disease. Where given the opportunity, many patients like to narrate their story of 

illness and pain, and where pain relief is concerned the therapy must be tailored to 

meet the individual needs of that patient as exemplified in the work of Cassidy, 

Kearney and the philosophy of Buber.

I also recommend a healing medical model to supplement the current medical 

model, which I refer to as a holistic medical model, which would consist of the 

current medical model (EBM) and other additional treatment or therapies as required 

to return the patient to wholeness or full health. This could be attendance at a 

rehabilitation centre, to learn new ways of coping with disease and disability or 

participating in existential / other group therapy which would deal with the 

philosophy of life; meaning and purpose in life, providing support for emotional 

disorders, or mental illness with the availability of spiritual support if required. 

Attendance at a day care centre can provide socialization and support for the elderly 

who live alone, and community day care for the disabled or Altzeimer patient can 

provide support for patients and carer’s alike. The availability of supplementary 

services for the elderly and disabled in the community in the form of nursing, 

chiropody and occupational therapy is also desirable.

The provision of holistic care for all patients has implications for medical 

education, expansion of the health services, development of general practice, and the 

provision of community care for the disabled, the elderly and the mentally ill. Where 

medical education and the provision of hospital care is concerned additional training 

of medical students in holistic care would entail training doctors to interact as part of 

a multidisciplinary team; learn how to establish therapeutic relationships with their
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patients and provide a combination of evidence based medicine and patient-oriented 

medicine, with development of communication skills to bridge the gap between them. 

Doctors also need to have the ability to assimilate the scientific knowledge of disease 

and treatment with the understanding of the individual patient and apply good clinical 

judgment; be trained to explore the psychosocial needs of patients and to direct 

patients to pastoral or spiritual care, which can bring them a sense of meaning, hope 

and peace of mind; and to refer them to other specialists if further treatment is 

required in another specialty.

The expansion of general practice and development of community care has 

long been neglected. The provision of holistic care services would entail capital 

expenditure to provide residential and day care centers; the training of additional 

public health nurses, and nurse practitioners; the training of healthcare workers and 

carer’s, s together with the provision of ancillary services such as physiotherapy and 

rehabilitation, as well as care for the mentally ill, the disabled and the dying. All of 

these services are needed if holistic care, and continuing care is to be provided for all.
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