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Challenges and Opportunities in Achieving Healing
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ABSTRACT

The current health care system in the United States must shift from a primary focus on acute care and cure
to also emphasize maintenance of function and the relief of suffering that derives from the ailments associated
with chronic disease and illness. To achieve this goal, the individual components of the health care equation
must all respond and work in concert. These components include the provider, the venue, the patient, the com-
munity, our society, and the fiscal realities of paying for care. However, the barrier for change stems from the
marked heterogeneity that exists in the definition of each of these individual components. Thus, the funda-
mental question is, can our current and future medical care system respond to the imperative of focusing on
healing with a particular emphasis on chronic diseases? A solution is the provision of individualized care in a
mindful practice and the purposeful cultivation of a healing relationship suffused with compassion and empa-
thy in the therapeutic alliances between patient, provider, and advocates.
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INTRODUCTION

We were educated and trained in United States medical
schools and residencies. The predominant orientation

of our various curricula was on disease and acute care. The
invariable focus of our mentors was the diagnosis of the pa-
tient’s malady and how to cure it. Evidence-based medicine
was still on a distant horizon, and past individual clinical
experiences, intuitive thinking, and the art of medicine were
the determinants of success in practice. Concepts such as a
purposeful commitment of society to the maintenance of
health and the prevention of illness, the individual’s re-
sponsibility for obtaining and maintaining wellness, and the
opportunity to attain personal healing by melding physical,
emotional, and spiritual practices into harmonious balance
were on the periphery at best and absent from the discus-
sion in most cases.

American medicine cannot continue to ignore its respon-
sibility to commit its thoughts and resources toward the pre-
vention of disease, the maintenance of wellness, and the
process of healing. Because of our successes in public health
and in managing acute care, the percentage of the popula-

tion in the 65 years of age and older age group in our coun-
try is growing.1 This extended life expectancy is associated
with an increasing prevalence of the noncurable diseases and
ailments of aging. Thus, the priority of medicine must shift
from a focus on acute care and cure to also emphasize main-
tenance of function and the relief of suffering that derives
from these ailments.2,3 Helping the patient attain healing
must become one of the essential goals of medical care. An-
cillary goals include facilitating the individual’s capacity for
informed self-care, increasing acceptance of and investing
in wellness promotion, and actively curtailing lifestyle-re-
lated behavioral and social illness and disease.

The challenge is how to achieve these goals. There are
formidable barriers in doing so, although a spirit of opti-
mism requires us to view these barriers as opportunities.
From our perspective, the difficulty stems from the marked
heterogeneity that exists when one attempts to define the 
individual components of the health care equation: the
provider and venue, the patient, the community and local
society, and the fiscal realities of paying for the care. There-
fore, not only is a single all-encompassing solution not fea-
sible, but a myriad of individual solutions is required.

1Samueli Institute, Corona del Mar, CA.
2Samueli Institute, Alexandria, VA.



The players and their roles in today’s medicine

Providers and venues

It is not possible to provide a generic definition of who
is the health care provider. First, there are the major cate-
gories of conventional and alternative care providers. Each
of these two groups can be divided into long listings of spe-
cialties and subspecialties. These individuals may practice
in outpatient, inpatient, and home venues, and each use a
large variety of modalities, interventions, tools, advanced
technological methodologies, and technical skills to imple-
ment care. Ramifications of these differences include the in-
ability for many of these subgroups to communicate effec-
tively with each other because of specialized knowledge, use
of stylized intramural language, nonshared assumptions as
to mechanisms of action of therapeutic interventions, and a
wide variation in the availability of clinical data supporting
decision making.

It is also difficult to readily define who is entering these
various professions in terms of their orientation, motivation,
and professional goals. As expected, there is a heterogene-
ity of personal values and beliefs that can intrude on pro-
fessional decision making. The different professions also
have different requirements as to training and licensure, the
extent of direct and indirect supervision, formal and infor-
mal documentation, and accountability and self-monitoring.
Many providers are associated with professional organiza-
tions, a primary purpose of which is to protect that spe-
cialty’s interests.

Health professionals value their individual autonomy in
decision making. But the ever-expanding volumes of med-
ical information and the frequent need to obtain consulta-
tion with a colleague plus restricted flexibility for reim-
bursement can create conflicts and thereby impinge on this
characteristic. True integration of care between a team of
providers with various titles and backgrounds also impinges
on the reality of autonomy in decision making.4 One result
in our present system can be confusion by both the primary
care provider and the patient as to who is the primary deci-
sion maker ultimately responsible for the patient’s outcome.

Scattered around this country, there are models of what
can be achieved when a purposeful focus on healing is in-
tegrated into inpatient and outpatient care. These models are
created by a culture of leadership and staff who understand
the difference between healing and curing and between dis-
ease and illness.4 Again, there is heterogeneity in these ap-
proaches. The two major ones being espoused and debated
are the chronic disease management and the chronic care
models. Both address control of morbidity, quality of life,
and the degree of patient self-management.5,6 Both are be-
ing assessed through a purposeful focus on obtaining ob-
jective evidence of effectiveness and efficacy.7,8 Of note,
the current criterion required by the legislators who write
laws and the payers of care is the ability of the model to
survive the exigencies of cost reimbursement and achieve

fiscal balance based on occupied bed or outpatient visit cen-
sus.

Patients

Similarly, it is increasingly difficult to provide a defini-
tion of the typical patient. There is the large diversity asso-
ciated with traditional demographic variables, such as age,
race, gender, ethnicity, and religion. The mix also includes
the well, the worried well, the acutely ill, the chronically ill,
those who are occupants of chronic care facilities, the un-
derserved, the homeless, the incarcerated, the socially dis-
advantaged, and recent legal and illegal migrants. A broader
definition of a patient must also include the person’s sig-
nificant others, family members, and those living in the same
community—all of whom may impact on the care available,
received, accepted, and implemented.

There is also a wide diversity in the patient’s perspective.
This is influenced by language, cultural, economical, edu-
cational, social, moral, and emotional variables. This coun-
try continues to be a haven for people immigrating from
around the world. And many who enter, rather than assim-
ilate, seek comfort in local conclaves that mirror their coun-
try of origin.9 Many of these cultures have a different ori-
entation and expectations related to the definitions of
wellness, prevention of illness, cure, and healing. Individu-
als can have their own cultural and personal meanings of
illness, sickness, and disease, preferences as to what inter-
ventions and modalities are appropriate for treatment, and
unique understandings of the role of palliation and end-of-
life decisions.10 One result is heterogeneity of belief in the
role and benefits of modern biomedicine coupled with the
role and value of nonconventional treatments that have been
experienced.

The patient’s perspective also extends to what priority
health has in his or her daily life and existence. Health pro-
fessionals tend to view a person’s health as the primary pri-
ority. But the classical studies of Maslow appropriately em-
phasize a hierarchy of needs that focus on esteem, safety,
and belonging as distinct from physiological needs, and with
an ultimate goal of self-actualization.11 The individual can
also be confronted with life’s exigencies, many of which re-
sult in excess stress that impact on both the person’s prior-
ities and health.12 The thoughtful provider who seeks to un-
derstand these realities of the patient’s daily life will avoid
the use of words such as noncompliance and recidivism in
assessing motivation and then adjusting management goals.

Society

The facts of American society include the absence of a
consensus on the right versus the privilege of an individual
to health care, a fragmented heath care system, and the lack
of a universal health care plan. As a result, the individual
patient can experience a wide range of care, including those
that do not meet acceptable standards of performance or out-
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come. There are major issues of inequality related to access
to acute and chronic care as a function of geography, eth-
nicity, education, and income.13 The quality of care deliv-
ered also can be adversely impacted by the prejudices, bi-
ases, and personal beliefs of the provider, in addition to
varied levels of training and knowledge. Thus, mutual de-
cision making between provider and patient, based on pa-
tient values, preferences, expectations, needs, and desires,
may not occur. Importantly, the basic ethical tenets of pa-
tient autonomy, provider beneficence, and justice may be
absent.

Payors

The fiscal reality is that the cost of both sickness and
wellness care is a significant part of the gross national prod-
uct, and too frequently of a person’s personal budget as well.
Approximately 45 million Americans are uninsured. The ex-
tent of health insurance coverage provided by employers,
state and federal governments, or self-insurance can result
in an individual with health insurance who becomes ill also
being underinsured.14 Hospitals, clinics, health care systems,
and individual practitioners cannot survive in debt, and, as
a result, their charges are designed to compensate for in-
voices not accepted or reimbursed by health insurance. The
cycle is perpetuated as the premiums paid to the health in-
surance industry escalate to assure that the industry main-
tains its profitability. A theoretical solution is for state and
federal commissioners and legislators to enact the required
regulation and accountability, but this is difficult to imple-
ment and is often perceived as costly.15

Advocacy

All patients seeking care have spoken and unspoken ex-
pectations, needs, and preferences. The challenge for the
provider is to solicit them, define them, understand them,
and respond appropriately to them.16 There is a skill in per-
forming these communication functions. These skills require
education, training, and supervised experience in a patient-
centered clinical setting.17 We know they are essential to
creating a therapeutic alliance but believe they are too of-
ten absent in the way medicine is currently practiced.

One solution is for the patient to be supported by an ad-
vocate. However, the combination of forces overviewed
above suggests a team of advocates is required. Team mem-
bers would be individuals to deal with the provider and any
expanded team of providers, those to deal with the venue’s
administration, those to deal with community agencies,
those to deal with the payers of care, and those to deal with
the politicians who write laws. This obviously does not hap-
pen. Thus, our answer to the question who is the patient’s
advocate is: the patient must be an active participant in care
and must seek information to achieve that status.8 The chal-
lenge is to motivate and educate both the patient to com-
prehend and accept these roles, and the provider to expect

and respond to the patient who demonstrates these roles.
Thus, it is a shared responsibility.

COMMENTS

Heterogeneity has been the operative word throughout
this paper. It is an adjective we find applicable to every as-
pect of the health care equation. The fundamental question
is, can our current and future medical care system respond
to the imperative of focusing on healing with a particular
emphasis on chronic diseases? We do not believe there can
or should be one size of medical care that fits all. We be-
lieve that without purposeful restructuring of our health care
system and education of the patient and our society, what-
ever evolves as a national universal health plan will provide
only the most basic aspects of health care with a heavy em-
phasis on acute care rather than disease prevention, wellness
maintenance, or chronic care.

In parallel, there is a need for our health profession
schools and residency programs to adjust curricula and to
employ and reward clinicians who are appropriate men-
tors.17 A new element in such a curriculum is to accept the
reality that medical care in an integrated system engages a
team of providers with the team’s decision maker changing
according to the needs of the patient. But changes of this
sort take time and purposeful effort on the part of internal
champions who are already in leadership roles.4 Further-
more, there is considerable competition for the truly limited
education time now available to expose the student, resi-
dent, and practitioner to the almost overwhelming advances
in medical knowledge now taking place.

It is unfortunate that a focus on healing is considered an
innovation in health care. It is also unfortunate that this type
of innovation is incrementally disseminated at a slow pace
in comparison to the more rapid pace of diffusion and ac-
ceptance of a new surgical instrument or medication.18 Fur-
thermore, to become a true accepted standard, any such
change must be made not by fiat, legislation, or command,
but rather through consensus of all stakeholders on a local
level in a community.

The provider’s, patient’s, and our society’s motivation
and commitment to accept and engage in the principles we
espouse in an optimal healing environment, as depicted
graphically on the back cover of this supplement and de-
scribed by other authors in this supplement, are a critical
part of the foundation of any system built around the con-
cept of healing. But even more so, it is the readiness, moti-
vation, and commitment of the individual patient encour-
aged to achieve healing and provided access to the tools to
embark on the journey that must be present. We are not san-
guine that can happen, given the current inadequate level of
individual commitment to personal health and wellness, the
multiple sources of information and misinformation pro-
vided to a confused public by the various media, including
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the Internet, the incidence of health-related real and relative
illiteracy, the background and cultural beliefs of many seg-
ments of our society, the ingrained tradition of a sick per-
son expecting a “quick fix,” and the continuing lack of
preparation and resources that will be required for appro-
priate delivery of chronic care.

Nevertheless, it remains an axiom that the provision of
individualized care in a mindful practice remains at the heart
of medicine and of the therapeutic alliance or partnership
between patient and her or his advocate.19,20 We are strong
proponents of cultivating healing relationships suffused with
compassion and empathy in all aspects of one’s life. Each
of us, according to which of these roles we occupy at any
one time, has the ultimate responsibility to decide our own
motivation, commitment, and effort to achieve that healing.
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