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PURPOSE Medicine is traditionally considered a healing profession, but it has
neither an operational definition of healing nor an explanation of its mechanisms
beyond the physiological processes related to curing. The objective of this study
was to determine a definition of healing that operationalizes its mechanisms and
thereby identifies those repeatable actions that reliably assist physicians to promote holistic healing.
METHODS This study was a qualitative inquiry consisting of in-depth, open-

ended, semistructured interviews with Drs. Eric J. Cassell, Carl A. Hammerschlag,
Thomas S. Inui, Elisabeth Kubler-Ross, Cicely Saunders, Bernard S. Siegel, and G.
Gayle Stephens. Their perceptions regarding the definition and mechanisms of
healing were subjected to grounded theory content analysis.
RESULTS Healing was associated with themes of wholeness, narrative, and spiritu-

ality. Healing is an intensely personal, subjective experience involving a reconciliation of the meaning an individual ascribes to distressing events with his or her
perception of wholeness as a person.
CONCLUSIONS Healing may be operationally defined as the personal experience

of the transcendence of suffering. Physicians can enhance their abilities as healers
by recognizing, diagnosing, minimizing, and relieving suffering, as well as helping patients transcend suffering.
Ann Fam Med 2005;3:255-262. DOI: 10.1370/afm.313.
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edicine is traditionally considered a healing profession, and
modern medicine claims legitimacy to heal through its scientific
approach to medicine.1 The marriage of science and medicine
has empowered physicians to intervene actively in the course of disease,
to effect cures, to prevent illness, and to eradicate disease.2 In the wake of
such success, physicians, trained as biomedical scientists, have focused on
the diagnosis, treatment, and prevention of disease.3 In the process, cure,
not care, became the primary purpose of medicine, and the physician’s role
became “curer of disease” rather than “healer of the sick.”4,5 Healing in a
holistic sense has faded from medical attention and is rarely discussed in
the medical literature.
Even so, other disciplines have continued an active contemplation of
holistic healing. Anthropological explorations of healing involve an active
response to distress and distinguish categories related to healing, such as
diagnosis and treatment, medical (scientific and nonreligious) and nonmedical (unscientific and religious), technological and nontechnological, and
Western and non-Western.6 Psychological conceptions of healing involve
reordering an individual’s sense of position in the universe and define healing
as “a process in the service of the evolution of the whole personality towards
ever greater and more complex wholeness.”7,8 These definitions of healing
focus on issues of social organization, roles, meaning, and personal growth.

ANNALS O F FAMILY MED ICINE

✦

WWW.A N N FA MME D.O R G

255

✦

VO L. 3, N O. 3

✦

MAY/J UN E 2005

THE ME A N IN G O F HE A LIN G

The nursing literature reflects increasing concern
with healing and the role of the nurse as healer during
the past 25 years.9,10 Healing has been defined as “the
process of bringing together aspects of one’s self, bodymind-spirit, at deeper levels of inner knowing, leading
toward integration and balance with each aspect having
equal importance and value.”11 These conceptions associate healing with complexities of meaning and personal
understanding that may be related to curing and reflect
the traditional caring role of nurses as patient advocates.
The confusion concerning healing in medicine is
evidenced by the lack of consensus about its meaning.
Science values operational definitions. Yet, medicine
promotes no operational definition of healing, nor
does it provide any explanation of its mechanisms,
save those describing narrow physiological processes
associated with curing disease.12-14 Most medical literature addressing holistic healing and using the word
in the title never defines the term.15,16 The MEDLINE
electronic database reveals no single MeSH heading
for “healing”; instead, it adds qualifiers associated with
the spiritual and religious aspects of illness and recovery related to psychology and alternative medicine.
It could be surmised that modern medicine considers holistic healing beyond its orthodoxy, leaving the
promotion of healing to practitioners of alternative or
aboriginal medicine17—the nonscientific, nonmedical
practitioners described by anthropologists.
That medicine has no accepted definition of holistic
healing is a curiosity. If healing is a core function of
medicine, then exploration of its symbolic meaning
compels organized research of healing phenomena,18
and an operational definition of healing in a holistic
sense is warranted. Such a definition would allow the
systematic exploration of healing through identifiable
and repeatable operations to determine more precisely its phenomena. The knowledge acquired could
help both medical trainees and practicing physicians
become more effective healers during their therapeutic
encounters with patients.19 This report describes the
results of a qualitative study of healing, focusing on its
operational definition to clarify its meaning.

METHODS
Data were gathered through semistructured interviews
conducted by the author.20 Interviews lasted approximately 90 minutes each and were held in person,
with the exception of 1 interview by telephone. The
interviews consisted of open-ended questions designed
to elicit responses of unspecified substance or perspectives.21 Respondents consented to be quoted and were
encouraged to expand answers. The questionnaire was
field-tested before implementation and shortened after
ANNALS O F FAMILY MED ICINE
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Table 1. Research Interview Questionnaire
1. From your experience, how do you define healing?
2. Would you describe what you believe occurs in healing?
3. Looking back over your life from childhood to the present, can
you think of a particular experience that has greatly influenced the
way you consider, feel, or act regarding healing or the function of
healing within medical practice?
4. Would you share a personally profound experience of healing in
which you were involved as a physician?
5. In your experience, what makes an individual a healer?
6. What recommendations do you have for educating and training
allopathic physicians to be healers?

the first interview to focus the inquiry more precisely.
The final interview questionnaire is depicted in Table 1.
The author is a social worker and behavioral scientist in a community-based, university-affiliated family
practice residency program. The research was initiated as the author’s doctoral dissertation project.22
Preparation for the interviews involved coaching with
an anthropologist proficient in qualitative interviewing. Preparation for data analysis involved a review of
relevant literature regarding healing, the patient-physician relationship, and medical training in the Western
allopathic tradition. Data analysis continued during the
decade after the original interviews were completed,
stimulated by increasing reports of physician demoralization and dissatisfaction with medicine.
The study was based on the following assumptions:
(1) healing remains a core function of medicine; (2)
information concerning healing would benefit medical practitioners; (3) the personal, subjective nature
of healing could best be explored through qualitative
research; (4) useful information regarding healing in
medicine might best be gathered from persons familiar
with and experienced in the role of allopathic physician; and (5) information of the highest yield might be
gained from physicians who have devoted their careers
to addressing the topic of inquiry.
The study cohort represented a purposive sampling23
of 7 allopathic physicians, chosen for their “expertise in
areas relevant to the research,”24 based on their publications on topics related to healing or their reputations as
medical educators. A less-is-more premise that sample
sizes of 8 or fewer facilitate a deeper, more detailed analysis determined sample size.25 Interviews were sought to
allow spontaneous exploration of meaningful themes and
concepts, which would be otherwise impossible through
a literature review of the physicians’ published work. The
study was approved by the Institutional Review Board
of Seattle University, and all respondents agreed to be
identified by name in this publication.
Six interviews were recorded and transcribed into
verbatim transcripts; 1 interview was reconstructed
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from notes because of a recording failure. Verbatim
transcripts were reviewed to check for accuracy and
forwarded to the respondents for validation.26 The
edited transcripts were loaded into a computer program
for managing qualitative research data27 and coded to
generate grounded theory as described by Strauss and
Corbin.28 Themes, subthemes interrelating themes, and
the central story line connecting themes were determined. Data collection and analysis occurred simultaneously, and data were winnowed to core concepts to
facilitate manageability.29,30

RESULTS
The coding of the transcripts revealed 3 themes, each
with 3 subthemes depicting the relationship of these
themes. Verbatim definitions, themes, subthemes, and
the central story line are summarized in Table 2.
Wholeness
Three definitions emphasized the concept of wholeness
but differed in the stress on physician or patient experience or in the suggestion that wholeness is discovered
as the illness experience unfolds. So defined, healing
involves achieving or acquiring wholeness as a person.
“If you become whole again,” Kubler-Ross observed,
“you’re healed.”
The concept of wholeness as a definition of healing
“lacks only one thing,” Cassell noted. “What anybody
means by the word ‘whole’ and what it means to ‘make’
whole … much less the word ‘again,’ which implies that
the person was whole prior to the healing … [i]f you
mind that, then it’s a terrible definition.” For Cassell, to
be whole again “is to be in relationship to yourself, is to
be in relationship to your body, to the culture and significant others.” To be whole as a person is to be whole
amongst others, and the respondents described wholeness
of personhood as involving physical, emotional, intellectual, social, and spiritual aspects of human experience.
Subthemes of transformation, loss and isolation, and
suffering were associated with the theme of wholeness.

Illness, according to Cassell, “denies most conceptions
of what it means to be yourself.” Losses in capacity,
“when you can’t do the things you used to do,” as Saunders observed, isolate the ill by compromising those
connections supporting perceptions of wholeness. “We
find we are not enough,” Hammerschlag noted. “It’s
too isolating. It’s too disconnecting. The nature of the
human experience is not solitary.” Ill patients experience a transformation in their sense of wholeness characterized by loss and isolation. Not being the persons
they have known themselves to be, they suffer.
The study respondents did not associate wholeness
with physical health or cure of disease. “You can find a
degree of wholeness as a person,” Saunders observed,
“whether you get better or not, whether you are suffering or not, and I certainly have seen people finding
a wholeness as they die.” Inui emphasized that he was
“resisting the notion that healing was curing or fixing,”
whereas Siegel maintained that “you can be healed and
still have a physically sick body.” Hammerschlag concurred, saying that “… it’s possible to be in health and
to be healed without being cured.” “As far as I can see,”
Cassell noted, “you can heal somebody. You can be complete about it. I’m not convinced that you make a bit of
difference in the bodily disease.” Thus, healing is independent of illness, impairment, cure of disease, or death.

Narrative
Two definitions reflected the theme of healing as a narrative. Inui clarified that his definition opposed the concept of “physicians [as] biomedical experts who identify
vulnerability and disease and then, by showing up vulnerability and by eradicating disease, assure health.” Siegel noted that healing is “a reinterpretation, in a sense,
of life.” For these respondents, healing occurs within the
life narrative of the person experiencing the phenomena.
Narrative subthemes involved a personal connection within the context of continuity of care. Healing
is related to wholeness, and wholeness is experienced
in connection with others. Illness can facilitate connection. Saunders recalled a patient who described
this process as “bringing together illness …
patient with patient, patient with family,
Table 2. Definitions of Healing and Codes
patient with staff.” Hammerschlag noted:
Respondent
Definitions
Themes
Subthemes
“A healer is somebody who’s going to help
you make those connections between each
Cassell
“Making whole again”
Wholeness
Transformation
Kubler-Ross
“Becoming whole again”
Wholeness
Loss/Isolation
other and everything around you.” Inui
Saunders
“Finding wholeness”
Wholeness
Suffering
described healing as occurring in contexts
Inui
“Well-being and function”
Narrative
Continuity
of “real persons in connection with other
Siegel
“A state of mind”
Narrative
Personal
real persons,” and Cassell maintained that
Hammerschlag
“A harmony between the mind,
Spirituality
Reconciliation
“to be whole is always to be whole in the
the body and the spirit”
presence of others.” Life narratives are
Stephens
“A spiritual experience”
Spirituality
Transcendence
social constructions, stories fashioned in
Story line: Healing is the personal experience of the transcendence of suffering.
connection with others.
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Continuity of care supports connection. “There’s a
coterie of patients through continuity of care that do
come to have a special relationship with the doctor,”
Stephens noted, “and I think healing is more apt to
occur under those circumstances.…” Through continuity, both patient and physician come to know one
another as persons. “You are missing something, as well
as the patient missing something,” Saunders emphasized, “unless you come not merely in a professional
role but in a role of one human being meeting another.”
Stephens maintained that “you have to know your
patients in some meaningful way.” Continuity, according to Inui, facilitates “incredible shortcuts you can take
once you really have a strong relationship with somebody.” In the process of healing, the physician becomes
part of, is connected to, the patient’s life narrative.
“Bringing together” involves sharing vulnerability,
which creates safety and fosters personal connection.
Medicine, Inui observed, is done “in a highly interpersonal manner” in which “people do take risks with one
another … in order to be as powerful as possible in
the process of sustaining health.” “When you become
vulnerable and open,” Siegel maintained, “then they
(patients) do because they know it’s safe.…” This type
of sharing allows the patient to lay down his or her
burdens and begin the process of developing a new life
narrative that incorporates the experience of brokenness. “Until they’ve (patients) told you the story,” Cassell noted, “they can not reconstitute.” Inui observed
that personal connection helps reduce the “loneliness
that people feel.” Narratives of healing are created in
close physician-patient relationships that are personal
in nature and supported by continuity of care.
Spirituality
Two definitions emphasized the theme of spirituality. Stephens described the spiritual as “the will, the
emotions, the meanings, the intimate relationships
of a person’s life that are more than the machinery of
the body.” Hammerschlag emphasized “a harmony”
between mind, body, and spirit, with spirit being the
“ineffable quality that we have that propels us forward.”
For Hammerschlag, harmony occurs “when what you
know, and what you say, and what you feel are in balance.” With harmony comes health; therefore, spirituality is an important aspect of healing.
Subthemes illuminating the theme of spirituality
involved meaning, reconciliation, and transcendence.
Patients experiencing healing were described as seeking
or discovering meaning in their afflictions. “You learn
why you’re here,” Siegel noted. Saunders observed that
the spiritual involves “the search to be human.” “You read
pathographies of people,” Cassell observed, “almost universally … illness awakened them to a meaning of what’s
ANNALS O F FAMILY MED ICINE
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important in life, right? And if illness did that to them,
we have to presume they didn’t know that beforehand.”
Hammerschlag observed, “Healing has as much to do
with how you come to what it is you’ve got as what it is
you’ve got. How you come to it is at least as important
as to whatever it is that comes to you.”
The discovery of meaning in the illness experience
helps patients reconcile their distress and leads to a
transcendence of suffering. Saunders described this process as “things fall into place” and observed that dying
patients who had experienced healing were “quietly
accepting it with the heart.” “‘I can’t see round the next
bend,’ she recalled a patient telling her, ‘but I know
it will be all right.’” Inui maintained: “If you look at
what healers do in traditional cultures, they’re not fix-it
men.… They also help people to live with it, derive
meaning from … this experience of distress.”
Kubler-Ross associated suffering with the development of spirituality. “Nothing is a faster teacher,” she
noted, “than suffering. The more we suffer, the earlier
the spiritual quadrant opens and matures.” Stephens
linked suffering with reconciliation. “Genuine reconciliation,” he said, “probably involves some kind of suffering.” Saunders described a similar process: “We do have
a surprising number of people who find this capacity to
reconcile family difficulties and differences and to reach
the place of … an acceptance of what is happening.”
Spiritual growth is the progeny of suffering and fosters
reconciliation, which helps patients transcend suffering.
In summary, healing was defined in terms of developing a sense of personal wholeness that involves
physical, mental, emotional, social and spiritual aspects
of human experience. Illness threatens the integrity
of personhood, isolating the patient and engendering
suffering. Suffering is relieved by removal of the threat
and restatement of the previous sense of personhood.
Suffering is transcended when invested with meaning congruent with a new sense of personal wholeness. Wholeness of personhood is facilitated through
personal relationships that are marked by continuity.
Thus understood, the central story line of this cohort’s
responses provides an operational definition of healing:
Healing is the personal experience of the transcendence of suffering.

DISCUSSION
Themes of wholeness, narrative, and spirituality are
congruent with the derivation of the term “healing.”
Heal means “to make sound or whole” and stems from
the root, haelan, the condition or state of being hal,
whole.31 Hal is also the root of “holy,” defined as “spiritually pure.”31 Derivation from the same medieval root
indicates a centuries-old association between healing
and perceptions of wholeness and spirituality that chal-
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lenges biomedical thinking. Medicine has no model of
what it means to be whole as a person,32 values objective more than subjective data,33 and gives negligible
consideration to spirituality.34 Though true to the derivation of the word, these themes fail to illumine the
operations of healing to help clinicians better facilitate
the process.
The operational definition that is the central story
line of this study resolves some of this dilemma. Ill
persons undergo transformations in which they are
unable to be the persons they once were. This threat
to wholeness generates suffering35 and involves the
physical, social, psychological, and spiritual dimensions
of personhood described in this study.36 Suffering is
an inherently unpleasant experience reflecting perceptions of helplessness.37 It may involve pain, but it is an
anguish of a different order from pain38,39 that alienates
the sufferer from self and society.40 Suffering engenders
a “crisis of meaning,”36 a spiritual consideration of life’s
ultimate importance,34 and it is reflected as an intensely
personal narrative.41 Thus, suffering subsumes the
themes of wholeness, narrative, and spirituality and has
major implications for facilitating healing.
Although suffering may be resolved if the threat to
wholeness is removed, distress is relieved, and integrity
is reinstated, the ability of medicine to resolve suffering
is limited. Suffering is inherent to human experience,42
and some types of suffering are beyond the purview
of medicine.44 Still, suffering can be transcended by
accepting the necessity to suffer42 and by finding
meaning in the threatening events.44 “Suffering ceases
to be suffering in some way,” Frankl observed, “at the
moment it finds a meaning.”45
Sharing suffering creates interpersonal meaning
and melds the life stories of patient and physician.46

Creating interpersonal meaning and melding life stories
produce a connexional relationship, a “mutual experience
of joining that results in a sensation of wholeness.”47
Connexional relationships reduce the alienation of suffering. As the physician becomes a part of patients’ life
narratives and “experiences with” them,40,41,48-50 patients
no longer suffer alone. Patients can use this intimate,
transpersonal context to “edit” their life stories.51 By
reconstructing identity, reforming purpose, and revising
their life narratives to accept or find meaning and transcend suffering,52,53 patients experience healing.
The role of the physician-healer is to establish
connexional relationships with his or her patients and
guide them in reworking of their life narratives to create meaning in and transcend their suffering.53,54 Even
though it is the patient who must find the meaning
that transcends his or her suffering, the physician can
catalyze this process by sensitively attending to and
engaging the patient in dialogue regarding the patient’s
suffering. This process is depicted in Figure 1.
Unfortunately, medicine does little to prepare
physicians to guide sufferers.56,57 Physicians are not
trained to hear patients’ stories, often fail to solicit the
patient’s agenda or pick up on a patient’s clues, and
often limit storytelling to maintain diagnostic clarity,
support efficiency, and avoid confusion and unpleasant
feelings.58-62 How to comfort the sick or hear sensitive
patient disclosures is often left to common sense.63,64
Empathy offered inopportunely, however, exacerbates
distress, and inordinately emphasizing biomedical data
delegitimizes the suffering contained in the patient’s
story.41,65,66 Some physicians question the legitimacy of
being a guide for patients or find the moral authority
associated with the role uncomfortable, whereas others
fear the intense feelings encountered on the healing

Figure 1. The healing process.
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journey.48,53 Not knowing how to engage suffering risks
iatrogenically inducing it.
Yet changes in medicine reflect progress in addressing holistic perspectives that conceivably might augment physician attempts to effect healing. Increasing
research on the potential impacts of spirituality and
religion on health outcomes67-71 has stimulated a vigorous dialogue regarding the place of spirituality in
medicine.72-74 Nearly one half of medical schools in
the United States now offer courses on spirituality in
medicine, and all teach interviewing and interpersonal
skills.68,75 Patient-centered approaches to clinical care
are having positive impacts on the patient-physician
relationship and health outcomes,76-78 and curricula for
teaching patient-centered communication are extending into the clinical years of training.79-81 Conceivably,
these efforts will better prepare physicians to establish
connexional relationships, explore patients’ life narratives, and help patients finding meaning in their experience to transcend their suffering.
This study is subject to both methodologic and
contextual limitations. It is the product of a single
researcher doing an individual analysis of data obtained
from a small sample of Western-trained allopathic physicians. Interviews with a larger group of physicians—
especially those from other healing traditions—with
analysis by multiple researchers would likely produce
different results. Likewise, interviews with patients who
considered themselves to have experienced healing
would be enlightening and undoubtedly change the
study results. The validity of the data presented is inherently intuitive. Congruent with the subjective nature of
the phenomena of inquiry, readers must judge the generalizability of this study by their own experience.
That the proposed definition of healing relies
heavily upon issues of meaning, spirituality, and the
physician-patient relationship for its operations is a
limitation. The lack of precise definitions for spirituality inhibits systematic research in this area.71 Conceivably, those patients who do not wish to discuss their
spirituality, who are mentally incapacitated, or who are
incapable of or disinterested in a connexional relationship might not be amenable to the operations of healing described herein. Whether healing in some other
guise occurs for these patients is a plausible question
for further study, but it could be that healing, as is cure
of disease, is not possible for all patients. For all these
reasons, the definition of healing proffered in this study
must be considered provisional, but it provides a good
starting point for further discussion and study.
The industrialization of health care in the United
States may render the results of this study superfluous.82
The episodic contact patients often have with subspecialty physicians undermines the trust generated by
ANNALS O F FAMILY MED ICINE
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continuity of care83 that might be necessary for connexional relationships to form. The economics of primary
care practice force patient volumes in time increments
that make the intimate connection necessary for healing difficult. That healing remains a core function of
medicine is questionable, because modern medicine
focuses on the efficient dispersal of biomedical services,
not healing. Still, patient care remains a core function.
“The secret of the care of the patient,” Peabody
noted, “is caring for the patient.”84 Caring relationships
are founded to foster personal growth.85 Transcending
suffering is surely personal growth. By forging connexional relationships, grounding treatment choices in the
person rather than the disease, maximizing function,
and actively minimizing suffering, physicians strengthen
patients with the goal of maintaining intactness and
integrity.48,86-88 The requisite clinical methods, empathy,
and communication skills for fostering connexional
relationships are known and teachable,89-93 and the
necessary attitudes and insight are being discussed.94-97
Still, research regarding the detection and management
of suffering is sorely needed. By helping patients transcend suffering, physicians surpass their curative roles to
claim their heritage as healers. In the process, medicine
recapitulates its service ethic as “a work of the heart and
soul”98 and maintains its tradition as a healing profession.
To read commentaries of to post a response to this article, see it
online at http://www.annfammed.org/cgi/content/full/3/3/255.
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