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Editorial
Healing and palliative care: charting our way forward
Healing has been defined as a relational process involving
movement towards an experience of integrity and wholeness, which may be facilitated by a caregiver’s interventions
but is dependent on an innate potential within the
patient.1,2 It is not dependant on the presence of, or the
capacity for, physical well being.3 Indeed, it is possible to
die healed.
In contrast to the familiar Hippocratic approach where
therapeutic change is initiated by the caregiver, the locus
of control that enables healing is within the patient him
or herself. While the caregiver¡/healer does not heal the
patient, per se, he or she can facilitate this process by
providing a secure environment grounded in a sense of
connectedness that Buber termed ‘I ¡/thou’ relating4 in
what is referred to as the Asklepian approach.5 This term
refers to the ritual practices associated with the Greek
god of healing, Asklepios, which can be understood
metaphorically as attempts to activate the innate healing
principle within the patient’s soma and psyche.
Healing occurs in the present tense, in the now.6,7 It is
fostered by a loosening of the ego’s need to control
(described by ALS patient Philip Simmons as ‘learning to
fall’)8 and an opening to awareness of our essential state
of connectedness that is acknowledged in the new
physics9 and in all wisdom traditions. Thus, to be a
caregiver¡/healer involves the capacity to be particularly
present to the patient and to one’s own inner processes. 1 0
Healing is at the core of the palliative care mandate to
support optimal quality of life when medical science can
no longer modify the natural history of disease. While
issues of healing and quality of life have a particular
relevance in the setting of advanced and terminal illness,
patients and their families want caregivers who are
concerned with the healing of their illness, as well as
the curing of their disease,11 throughout all stages of their
disease trajectory and throughout all aspects of health
care, and they are talking with their feet.1 2 A concern
with healing is also integral to the recent initiative to
redefine and recommit to professionalism in Western
health care.1 3 ,1 4 A reintegration of healing in the
physician’s understanding of the medical mandate may
be fundamental to recapturing public trust. 1 5 ,1 6
As a first step toward addressing a perceived need to
better understand and implement healing in health care,
the McGill Faculty of Medicine included ‘healing’ in the
medical curriculum objectives; established a 16 member
‘Faculty Working Group on Healing and Healthcare’ in
June 2001; invited Michael Kearney to undertake a two
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year, part-time visiting professorship to lead the Working
Group, teach in all four years of the medical curriculum
and participate in a series of continuing education
programmes hosted by McGill. It also undertook a
detailed review of curriculum content to assess current
approaches to instruction concerning healing and professionalism at McGill.
The McGill ‘Healing and Healthcare’ initiative focused
on three questions: What is healing? Is healing part of the
medical mandate? If so, what are the implications for
clinical practice, education and research?
From what the students shared in small group discussion, it was evident that they understood the nature of
healing from their own life experience, as well as from their
clinical observations and encounters. The predominant
medical student view was that healing was indeed part of
their mandate as caregivers, although misgivings were
expressed at the possibility that such an admission would
result in further content being added to what was perceived
as an already overburdened curriculum and further
demands being made on their time-pressed clinical
encounters. In response, the Asklepian healing role was
presented as being primarily about attitude and perception
and the quality of care offered, rather than a demanding
new knowledge and skill base, for, as Saunders observes,
‘the way care is given can reach the most hidden places and
give space for unexpected development.’ 1 7
If healing is to take place, both the Hippocratic and
Asklepian approaches must be offered as a seamless
whole to patients and their families. Current medical
education focuses predominantly on the prevention and
cure of disease. Curricular changes to develop the
students in their role as facilitators of healing must
work with the premise that here the personhood of the
caregiver (Balint’s idea of ‘the doctor [caregiver] as
drug’1 8 ) and the quality of relationship he/she establishes
with the patient are the fundamental currency of care.
The McGill Working Group on Healing concluded
that the most effective way of doing this would be to
enhance the opportunity for integration of the subjective,
inner life experience of the students during their undergraduate education. To this end, it is proposed that
students keep a journal/portfolio documenting their
emotional reactions, insights and questions relating to
their evolving clinical experience, in the manner described
by Charon.19 In addition, regular small group discussions, with the same attendees and mentor, would run
throughout their undergraduate years, offering students
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the opportunity to discuss their insights and experiences
in a confidential forum. In this way, the gap between the
students’ personal and professional experience could be
bridged. Such integration would promote healing in both
student and patient, for, it would seem healing begets
healing begets healing.
The unremitting presence of existential issues and the
responses they engender in patient, family and caregiver
make life threatening illness an ideal setting in which to
ask questions germane to the healing process: What are
the determinants of healing? What caregiver related and
patient related factors promote healing? What is the
‘value added’ of teaching caregivers about healing, over
and above the current focus on the biomedical model of
health care? Is there an Asklepian skill set and if so how
might this be best taught? How can we promote healing
at the bedside? What is the significance of the ancient
Greek Wounded Healer model20 and what does it imply
about the psychodynamic processes involved in healing
for both patient and caregiver? What is the relevance of
the caregiver’s self-knowledge, personal experience of
healing and quality of life?
We are at an exciting crossroad in our understanding
of the body ¡/mind connection. It is now clear that the
immune system is ‘hard-wired’ to the central nervous
system and that chronic exposure to stressors can impede
immune function. 21 Furthermore, for the first time, an
association has been demonstrated between finding an
enhanced sense of personal meaning and a decrease in
mortality (among HIV-seropositive men following an
AIDS-related loss), in the absence of the apparent
influence of health behaviours or other obvious confounding factors.2 2 Palliative care has been shown to have
a significant impact on overall quality of life and all
individual components of the McGill quality of life
instrument, including the spiritual/existential domain,
within the first week following Palliative Care Unit
admission.2 3
We stand at the threshold of the third epoch of health
care, the epoch of whole person care. Lessons learned
in the setting of advanced disease must now be applied
throughout health care and beyond, to enhance quality of
living among those who are healthy. Concern for body and
mind must be expanded to embrace all elements of the
ancient metaphoric classification of human experience ¡/
body, mind, soul and spirit. Palliativecarepractitioners find
themselves ideally positioned to lead the wayout ofour very
special clinical laboratory onto this uncharted sea. There is
much to gain. The opportunity is ours.
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