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Abstract
This study sought to shed light on the unique essenite @linical encounter in a
biomedical context when whaiora (those seeking wellness) and healthcare students are
invited to a whole person mindbody encounteprfibg. It used hermeneutic
phenomenological methodology to explore the lived experience ofalliemcounter
when both clinician and whaiora are invited to be fully present as whole and
experiencing persons. The whole persons approach iduadist; clinicians hold a
unified ontological assumption that both subjectivity and physicality are relfacaots
in the precipitation and perpetuation of iliness. The experience of transformation and
profound change to clinical practice for clinicians trained to work this way has been
written aboutputthere are limited studies about the shared experidrtbe dyad from

each personds perspective.

Thiswpmberesearch occurred during amm&ek programme offered at a university
health clinic. Whaiora were invited to attend the programme, advertised as a whole
person approach to living with an ongoing ilinesgife changing event, run by an
interprofessional group of university based clinical educators. Together, healthcare
students and whaiora explored the experience of living with a life changing event or
ongoing health condition through group and indialduteractive sessions. The stories
gathered during this research came from the clinical encounter between whaiora and
tertiary healthcare students on clinical placement from two universities in Auckland,
New Zealand. It was not particular to one healtbachscipline and was not iliness

specific.

Three major themes emerged from this study. Th@me revealed the experience of
the real struggleeingallowed to surfaceTheme Two, being deeply known and
accompanied as a person in relationship was sheyparicular to this experience.
Theme Three uncovered immersion in an emergent organic space of genuine loving
intentionas a vital componenThese themes created a platform to review the lived
experience of illness and point to the ongoing challengaderstand the nature of
sufferingin illnessand the role and responsibility healthcare has in attending to

suffering.

This study concluded that whole person healtheatt@n a biomedical context
significantlyenhances positive outcomes &irparties.It points out that important
mattersare being overlookeith healthcare by continuing to pursue a narrow dualist



focus. Theindingsin this projectdemonstratethat whole persohealthcare delivered
with a mindbodyclinical sensibility is remarkable and contributes to personal

reintegration and wellness.
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CHAPTER ONE
Introduction

We ourselves are characters within a huge story that is visibly unfolding
all around us, participants in the vast imagination or dreaming of the
world; for narrated events always happen somewlbeam, 1996, p.
163)

This introducory chaper charts the placaf this qualitativehermeneutic

phenomenological studys it seeks to uncovdre lived experience of a whole person
mindbodyencountefor whaiora and healthcare studentsplaceis foundon the map

of the vast human story of theperience of iliness and of those seeking wellness. We

all (as human persons) are the characters situated in this vast imagination of the

dreaming worldAbram (1996kaid,i Nar r at ed events al(ways hea
163).Theseparticularnarrated eventsome from healthcare situations in western

biomedical practice in Aotearoa New Zealambdis chapter situates what is being

researchedl the lived experience of a whole persaimdbodyencounter, thevpmbe

My research and writing speak from the placengfpersonal experience over 30 years

as a hospitabased allied health cliniciamombined witlclinical education in the BHSc

at AUT University It has been a long and winding road of caring for people with

severe, life threatening illness and unrelenpragressive chronic disease. Maembe

sits in this meeting pl awother,théclinicale c Il i ni c |

encounter.

What brings me to this study?

The hearing and the calling to map out my view for oth®rsvriting this thesiscomes
about from seeing firgtand what possibilities arose for both whaiora (tHétfterm

for those seeking wellness) and healthcare studdot (vhen they were extended an
invitation to take a wider view of personhood and illness, through taking a whistenpe
approach mindbody in thepmbe After completing the Mindbody Healthcare Post
Graduate Diploma i2015andcreating an opportunity in a healthcare educational
setting to work in a whole person mindbody wialyegan to witness firdtand the

effects ofthiswpmbe It compelled me to make this whole person mindbody approach
(wpmb@ visible and understood. A pogtaduate diploma in Mindbody healthcare has

been offered at AUT University since the early 2000s.The experience of transformation



in clinical practice usinga Mindbody approach has been written ab@room, 2013)
capturing stories from individual clinicians across the healthcare sector and
demonstrating the effects of profound change in the clinical practice model. A
noticeable factor in clician transformation appears to be the contribution to its own
sustainability, showing better health outcomes for both health care practitioners and
their clients(Goulding, 2013)

Thestoryof this thesis isituated in the kingdom of the sick. The kingdofithe sick is
described bydwards (2013)Sontag1990)was the first to pen #notion that we all

hold dual citizenship in the kingdom of the sick and the kingdom of the well. At some
time, or other we each may identify as citizens of that other @l&dy own inherent

sense of a miridody-spirit connection in the experiences of illnessng with a

growing awareness of the inteonnected nature of these experiences within our
relationships, communityand culturealerted me to the growing discontiea or
disembodiment in the healthcare system. It now seems more essential than ever that
new conversations be heard from both the kingdom of the sick and those who attend to

them.

The hearing of the other voices of those who also work, dive breathéhesedaily
encounters (practisingpmbe)hrough their written word was validating and
strengthening for méroom, 2013; Goulding, 2013y hrough my own learning in the
Mindbody Healthcare Po&raduate diplomd found a way to expresnd integrate the
whole person approach into my clinical and educator role. It began an illumination for
me of what | hagdin fact already been experiencing in healtlegan my own clinical

work. These types of experiersddound werearticulated in the writing of Griffith and
Griffith (1994, and many othersvho speak about the deeply human experiences of
both patients and clinicianandwhich providedfor me a bridging language of the body
with that of the mind and the sgivithin the clinical domain. Their work, particularly

expressed for me the connected nature of these situéBaifgh & Griffith) .

| have become more acutely aware of the growing dissatisfaction and realisation that
healthcare professionals and hieedtre in general is becoming increasingly removed
from thismindbodyconnection by a healthcare model which focuses on diagnosis and
technological processéBroom, 2017) Despite the fact that we are able to see more
and more into the human bqggast theconfines of the skin, to a threkmensional

reality, it seems we are able to hear less and less of the human story. Our objective
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insight has brought with it a lack of connection with subjectiiiBsoom, 2017; Epstein,
2017;Nicholls, 2018.

| extendedmy physiotherapy practide include clinical education, with a strong drive

to educate, enhancand promote better healthcare outcormdésoughmy clinicalwork

| began to witness growing necessityo create a more sustainable system of healthcare
for self and otherd began to realise that this could be possimeugh mindbody

integration For me the foundation for better healthcare outcomes relies on a deep
understanding afelational connectone ne 6 s sense of place in
family, and culture illness anchealthcaren integral part athe trajectory of life itsél

My hope is to promote elearly definecacceptableulturewhere these

multidimensional whole persdrelationa) connectionsare considered pivotal fature

healthcae practice.

Working in healthcareat the very seam of human experiencimgs been very

affecting, bringing with it a personal awareness of the complexity and intricacies of

human experiencing in the healthcare encounter. | have found that illness ahcieealt

not actually experienced as separate (from life) in the clinical room. Healthcare
(therapies)howeverar e fAderi ved from the systems th
216). Continuing to take a dispassionate, detached view in the interest of mythodo
safetyand | egi t i ma cy -sénsualisirywhaed otherwide a lnighly i d e
sensual h u m@ichols, 2@1®pu2ntt6e)r.0 My vVvi ew or, 0t ake
in the context of thevpmbeis the inclusion of all layers of human experiencisg

significant and having meaning and connection as they are appear in the clinical

encounter. Nicholl§2017)talkedo f cas u al docility where Ap
ignore all the other causes of health and illness and focus only on thadodyh i n e 0

(p. 281). The effecof this disembodimerfurther separates illness and disease from its

life world experience. Embracingvgpmbein my work has moved me away from
evidencebased population medicine to an acknowledgement in practice of the more

paricular in the experience of illness.

Expanding my view towards whole person healthcare in practice

Becoming a whole persanindbodyclinician has been a journey of expanding my
& | i ni cfeoin the gredoméant dualist practice of pattern recognitiohfacus on
diseases to embrace a focus on the person/s within a relational framewddgethdr

making meaning. Despite my yearning to practise as a whole person clinigam



constrained by the systems of healthcare that supported and legitimigedatige.

These systems controlled my scope and limited boundaries providing safety though
professional accountability based on patterns of known and defined outcomes. lliness
and disease were viewed in a narrow dualistic separated model of physiahlity an
subjectivity through a lineécausal lens. Clinical encounters did not include
consideration of the lived experiencing subjectly in the experience, or seriously look
at reasons for precipitation or perpetuation of illness. Nor,@ig édmedical
physotherapisthave a language to describe any mindbody connections | was noticing.
In my physiotherapy professipdinical practice emphasisediaing torather than a
doingwith in order to fix, with the emphasis on the building of skills and accumulation
of specialised knowledge. Having no language to expresexqgyiencingf

subjectivity or to explore meanings connection iniiness storythese other nen

physical precipitatig and perpetuating factors of illness and suffering were ignored.
Meanings connections to life and story (either mine or theirs) were dismissed as
irrelevant and were lost to the whole picture. Tragicatiganing was unapproachable
and became irretrietady lost. Integration of a mindbody sensibility changed my

practice from a makingense ofoward a makingense witlfanother). Permission to
languagédived experience allowed me to openly acknowledge what | was experiencing
as a clinician in these encdars alongside the acknowledgement of lived experience of
whaiora. | began to move away from an epistemological knowing towards an

ontological knowing.

I had felt a growing daily discomfort, disconnection from colleagaed disquiet in
educating other treat the bodyasmachine when patieréistories and experience of
illness held such personal and individual meaning. The stories | was hearing from
patients of déhumanising experiences, the growing detachment of practitioners in order
to survive andthe insistence on evidenbased medicine (only) made this situation no
longer tolerable or tenable to me. | found others were writing about this disquiet
(Broom, 2018; Epstein, 2017; Mayes, 2017; Sweet, 2017; Youngson, B&r®ming

a whole person pratibner gave mea licence a wayto bring the person who had come
to my doorinto the room with their whole story. The encounter became a place where
their physicality and subjectivity combined and became intact. Reading mindbody
literature and the phikophy of Merleau PonfHeideggerand Gadameiand studying

the views of existential philosophers Buber and LevihB®ind a language to connect
perceptual and subjective awaren@slletino, 2001; Bredlau, 2019; Broom, 1997,



Buber & Smith, 2006; Couwdt, 2001; Dahlberg, 2006; Eckersley, 2006; Griffith &
Griffith, 1994; Groddeck, 1977; Harman, 2007; Kovecses, 2000; Lakoff & Johnson,
1999; Leder, 1990; McDougall, 1989; MerleBanty, 2002)

This hermeneutic phenomenological research method which usdbeeessence of
what is already preserihen became the route to study the phenomenatizéd
experience in thevpmbe(Van Manen, 1997)ntrinsic to the practice of medicine and
encounter in medicine is its endless search to answag#wd quesions of why

people become ill and finding the path to healing itgetfiozza, 1999; Groddeck,

1977) Thewpmbesits in this realm of the lived experience of illness and healthcare and

the alleviation of suffering. It sits in the relationsbigtweerthe sck person and the

one who professes to help, looking at the nature of what is already there as in a priori.

What is this whole person mibody approach WPMBA)?

Explaining a whole person approach is challengaginguishing it from other
approaches even more complex. ladnote belowa student participant in the study
attempts to describe what it is bgtying what it is not. Avpmbeis experienced as the
opposite to compartmentalising and disembodiment.

I think healthcare in many ways
compartments. Or only see a certain part of a person. In actual fact that

trie

is not the way they experience thems:e

your ankl e and t wellahatankleiojuryissgpartkof e, i
me! | experience my ankle injury as part of my person, to not actually
see the person as part of the equation seems odd. Compartmentalising

peoples experience by removing thi
ki

anythinget e t hatos part of you. | t 0s
disembodiment. In real life you experience it all as just one continuous
line. Maybe the whole person approach is about an embodied
experiencePSarah, healthcare student)

This quote capturestlex per i ence of oneds | ife bei

receiving of healthcare. It is as if in the healthcare experience of illness, one is separated

t 6s

ng:

ng

from oneds real | i fe. WhatlInresllifdyauppeni ng

no



experience illnessione continuous lindut in existing healthcayéhis continuous

(life) line seemdproken.

Has this whole person mindbody approachWPMBA in healthcare)
been described?

A whole person mmdbody unitaryapproaciWPMBA hasbeen described by Broom

(2012).By its naturea WPMBAInvites and includes all facets of personhood in all its
dimensions as integral to a healthcare encounter. When people become ill, they
experiencelhteir illnesswithin a multidimensional reality afocial, cultural, personal

and réational domains. Thevpmbehonours these domains by creating relational
conditions that allow meaningful expl or at

life.
The whole person mindbody approach is described here by B2ii8.

It entails a reognition that beside, alongside, within, triggering,
perpetuating, or contributing to the physisade ofillness or health

with its characteristics, signs and symptoms there is a subjective story
and much more, which is to be rendered visible. When this happens, it
will yield data and avenues of care and healing. A WPMBE holds a
belief that the person alwagsists within a larger whole, a community,

a culture, and a family. Within this whole, they experience illness, not
separately or even individualisticaliBroom, 2018)

The naming and describing of ttMéPMBAapproach is extremely complex. Broom
(2017)has written extensively about the challengessaWPMBAholds common
elements with many legitimate and similar models of care. It does though, hold key
essential elementthe strongest and most particutesingthatit allows physicality and
subjectivityin the same space. It is tempting to characterise it by calling it thargs
holistic, person centredntegrative healthcar@arrative medicia or the
biopsychosociaapproachnon-dualistic healthcarer psychosomatic medicindll
thesenames fomodels of care do provide some insigktthey delineate perspectives
and practice model&s Broom(2016 stated,it is a challenge to gain a combined
understood notion or explanation.

We appear to need a super word that combats dualism and

reductionism. Is orientated towards wholes and focusses on relations

within and between wholes. It needs to accommodate physicality and

subjectivity, bodies and minds and whatever else constitutearhum
reality. It will easily extend to stories, meanings and symbols. It will
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honour the role of diagnosis and biomedical treatments and utilise these
wisely. It should endorse a multidimensional approach to the whole
person and his or her story and relasiops. This supeword does not

in my view exist but whole person healthcare and story are definitely
helpful. (p. 269)

Here another participant (in this studyjies to explain where éwhole person
approach sitgt is not an alternative way, it swaywhere you come up the middle and
embrace both within the biomedical model.
| just loved this approach, there was a vibrancy and liveliness to it all.
Just to think it was happening for &n
j ust f ant as teopte.here whdagergeing dorembrage the

whole persoi you were a person at the end o
there are different ways to know you and to get well.

|l tés hard to get someone who just col
both the purely medical @mlternative in a good way while still getting
a highly trained healthcare professionaldP).

| was so pleased it was available because the health system needs to be
more than someone just fronting up for a knee replacengifii.
whaiora)

There is atsong desiren the biomedical sphete be seen as more tham elldess.
To be seen as a whole person where one i
own biographical story was (or is) inextricably linked td | r{BarsiavaMonteith,
2018,p. 13) For BarhavaMonterith 018, theWPMBAwas an fiexperi enc

uni ficationo of (ptB)e di mensi ons of self

To concludethe WPMBAIs a nordualist approach, encompassing the full reality of the
human experience of illnesi utilises abiomedical paradigm without being consumed

or limited by its reductionist framework.

Why this study is important: I ntroducing the wpmbe

As | grew in my own mindbody practickbegan experiencing the simple yet powerful
effect that even the smallest temnta whole person mindbody approach had it
became more apparent that allowing/BMBEto blend with existing healthcare was

having these outcomgsdecided to set up a programme in an interprofessional



healthcare setting in which students and thes&iag wellness (whaiora) have an
opportunity to more specifically explore meaning together in this(mahewpmba@.
In the programmeHcSand whaiora are exploring together the experience of living with

alife-changingevent or ongoing health condition

Watching the effect of this programme has driven me to mglkebemore visible,
tangible and understood. | needed a vehidearticulate and translate thep mb e 6 s
simple yet complex naturand uncover what is actually taking place, in a legitimate
forum. | wanted to take a closer look at what actually happens ahble person

encounter itself when taking a whole person approach.

Thus, thewpmbatself forms the essence of this study. Mygmbewith its focuson
meaningmaking considermulti-dimensonal personhood astegral tothe experience

of illness whilst contributingo recovery, healingand restoration.

In other words,His study explores the lived experience or experiential worédvafole
persorencounter where the landscap@neof whde person viewingBarHava

Monteith, 2018) This landscape differs from the current paradigms practised in
healthcare. It isignificant,as it is not offering an alternative to an existing model of
care. It blends the predominant scienfifibjectified sance of the bionedical

environment and integrates it within the dynamic of what happens person to person
when whaiora are seen and heard as whole persons. It is an exploration into the lived
experience of a clinical encounter when there is a marriajesoé n s e 6af Wi $ buwr
1999) when a collectiventwined viewof objective science and subjective reality in the
world of the experience of illness within a healthcare model is consi(iafiézer,

1999.

The importance of therapeutielationship and acknowledgment of the improved health
outcomes from person centred care has been extensively studied and validated as having
a place in better healthcare outcomes. This study goes further, integrating models of
healthcare and philosophicahys of bein@ person centred care and whole person

viewing (Bright, Boland, Rutherford, Kayes, & McPherson, 2012; Carruthers, 2013;
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Pinto et al., 2012)Thus, the focus is oan experience of being seen as a whole person
andnot secondary to a diagnosis

Each personon both sides dhe encounter isonsidereds whole, experiencing their
life and illness togethemultidimensionally It is whole person viewingithin

healthcare, a view with a different focus.

Colquhoun(2012 aNew Zealand doctaandpoet, speaks about the clinical encounter
fias a holy place, a source of communion and a science lab for the physics we have not
yetdescribed ( p .Inviing Bujnanconnectionwhichoccurs between peopés a
science that embraces broken human fragsliyld provide clinicians with a means to
move outside the confines they currently inhabit.

At the heart of medicine is compassiat science, not politics, nor

policy, not commercebut the assorted wreckage of human beings, their

fragility and the longslow unwinding of our bodies. It is a profession

of skin and ache, and spiritual by its nature. The consultation is its holy

place, a source of communion and a science lab for the physics we have

not yet described that occurs between peqgi@elquhoun,2012, p.
143)

Encountering anémbracing multidimensional personhood inwWmnbebecomes the
way or clinical sensibility that underpins clinical practice, when perceptive and
reflective clinicians consider and enact their philosophical way of being inaheé as
described by Orang@010) It happens when clinicians are able to enter in as persons
with other persons to the clinical encounter. It sits in the philosophical space which
studies the ontological and epistemological themes that reveal whaimeeaiitually

is, a clinical practicéSvenaeus, 2000Emphasis in research and healthcare practice
has been given to the results of the meeting between patient and doctor, but not so much
to the meeting itsedf the clinical encounter. This study looks@s each side of the
dynamic and the Hbetween, intersubjective space of the clinical encounter as both
whaiora andHcS experience it. It seeks to shed light on the mystery of what actually
happens when whaiora akidS are invited to be with each othertlis whole person
mindbodyencounterypmbe.

Phenomenological enquiry has been chosen as it has the capacity to represent well the
nature of this experiential reality ofifeworld interrupted by illness. It is a study of an
experience of an experiendée hermeneutic process deepens meaning by the
capturing of participanéstories in order to reveal the phenomena of this lived
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experience. This methodology seeks to uncover the essenehahthn experience
(Van Manen, 1997)

Usinghermeneutic phenomenology, | plan to go deeply into the human experience of

the healthcare encounter itselhere illness is the pivotal reason that brings each

person to the encounter. It will explore the creatigranél experience withjrthis ron-

redictionist healthcare space. This space exists where:
The art of healing is at its core é &
loving intention, to create a space where a person can feel that intention,
can feel safe with it and flourish inside it. None which is

incompatible with the inclusion of biomedical treatmer{&room,
2017, p. 113)

My aims for this study

We exist in the company of others. TWapmbesits in that vital and pivotal meeting
place between those who bete ill andseek help from tragd healthcare professionals
and those who offer this help. When people become ill, they experfile@sswithin a
multi-dimensional realitysocial, cultural, personand relational domains. These life
domains determine the choice of who, whamd how they seek help, and may bring
them into an encounter within a healthcare provision along the path of their illness.
Understanding helpeekingand the experience of those who choose to attend to and
alleviate suffering is one of the most dauntamgl farreaching questions to face
humankind. This thesis will make a small contributialong with all that has gone
before in the search for understandisgch arencounter. It is not an isolated task and |
am certainly not alone. In the realm of hbedtre, we rely upon the scores of others who
have gone before laying the foundation, the study of which provides insight into our
pre-understandings, healthcare and iliness perceptamusreasons for current practice.
As healthcare professionals we existhe company of others who work daily with the
sick in order to alleviate sufferin@hiozza, 1999; Groddeck, 1977)

Colguhount al ked about att en,thé atlystheseambdbrhe ache:
coalface where we encounter each other each day ircah@dactice. Being with others
in this capacity and al |l owi migwhatthis thesisv oi c
is exploring.

Ache is the knowledge that something fundamental to our existence will

al ways be just out o fatiséound (ofken)inwi ngeée é T
the face of death, love, failure and the unsaid. The pain the joy and that
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voice inside that will not be quiet. It arrives when we are forced to
consider the irreducible gap in human
we do not know whereve are from, or why we are here or where we

are going but despite all this we make small islands of meaning to stand

oné when all else fails the ache can
It is inherent in the act itself of creating place to stand andshiisd

together in the midst of our isolatioiColquhoun, 2012, p. 143)

The multidimensional nature of personhood and its integral expression in the experience
of illness is being overlooked. Ignoring this @nsion is common practice in many
healthcare sears. It appears to be tldefault mode of delivery dhe western

healthcare modeMany say it is due to time and associated financial constraittiis w

the systems themselves, driven lglance on fulfilling quotas, schedu)esd
producingmeasurale outputs. For whatever reastime ignoring othe uniquely human
experience in healthcaemcounter foboth the practitioner and the patient compelled

me to document tisestories of whaiora and students in order to give a \oitiee very
people therselves who are somewhdis-empowered, and oftesite being

overwhelmed by the very sector that seeks to empower them.

There is growing concern across all healthcare sectors that the experience of healthcare
is currently being experienced as impoverishgthiese consuming and those

committed to its practice. Existing models of healthcare thighr confining emphasis

on lists push to fulfil quotasdrives to maintain stakeholder endorsemeuntnerous
deadlines, time constraints, and financial focus;strhg emphasis on measurements,
diagnosisand outcomes have lost their human conne¢iimstein, 2017)The human
experience of illness has become disconnected from a connection with real life and the
experience of illness and suffering itself. The parand the relationships central to
healthcare have become minimalised and people are feeling secondary to their
diagnoses and illnesses. These concerns within healthcare are being voiced more and
more as dissatisfaction accumulatbe increase of burnbis occurring, anghronic
diseases proliferaté large and growing group of healthcare professionals and
consumers of healthcare no longer want to be constrained in this way and are finding a

voice to exprestheir dissatisfactiofiMayes, 2017)

My shortterm goal for this thesis is to distinguish what comprises the essenee of th
lived experience of thepmbe The emphasis of my study is not to discover what is
0 mi s s i mgsting fealtbcare encounters. Neither is it an att@mgoy way to

negate the huge advances mgimaddoy many people all seeking the very best for their
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patients through healthcare education, clinical practice researctRather it seeks to
point out thathere is something simple yabdwerful that is being overlookefl i
healthcare continues with its narrow reductvfocus. Therefore this thesisns to
enable and encouragéealthcare practice that integrates what is already known in

healthcare into wider whole person viewing.

There is hope heJds you will see gxessed in my studyhat healthcare can and will
rise to tke challenge of providing an integrated whole person model of care. Those that
are delivering healthcare wish it to be different. Those receiving care hold a firm belief

that the people in it doot want it to be s¢Mayes, 2017)

Explanation of chosen words

Whaiorais a MUbri word used to encompass the experience of one seeking wellness;
patients in thevpmbeare referred to as whaiora and the use of this name became pivotal
to the experience #f as it contributed to the nature of thpmbe a shared journey the
participants describe taking togetfiBurie, 2001) Occasionallythe word patieritor

client is used, and this would always mean the whaiora if it was a participant voice.

Healthcaras used to capturehat whaiora and students might describe as any

interaction which is based around a persorhis case whaiora seeking wellness and a
cliniciandeliveringwpmbe Often thoughi t al so refers to 6ot he
and expgences that whaiora and students have had previcusih asssessments and
interventions that are standard biomedical practice. | will try to make this clearly
distinguishable as required when it alters the meaning of the script.

HealthcarestudentsKicS) are thosavho took part in a whole persomndbody

approach with whaiora. K&in this study came from multiple healthcare discipliaed
include undergraduate and pegtaduate students. They will not be specifically
identified by their disiplines. It was not my intention to study the pedagogy of this
learning experienceather,to look at the experience of being invited to take a whole
person view in a cross section of healthcare. The fact that they are students and not

experienced pradtoners may of course have influenced the dynamic oiviffrabeand

lPatient refers, in my mind, to Patior = Lat |
saw her patients as fellow sufferers, not clients with whom one would have a business

relationship.
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the ability to embrace th& PMBEDbut that dimension is not an essential feature of this

particular study.

Healthcare practitionef$HcP) is aterm interchangeable with healthcare profasais
andHcS,as | consider thdicSare essentially already socialised and culturally attuned

to their professional healthcare role. The participants in this study several times refer to
theHcSas professionals. ThdcSare identifiable and recognisalidg their

professional behaviour and already operate within a boundary of professional practice
where their scope is clearly defined, although still developing and not yet officially
recognised by their professional bodies. Healthtavlen referring to &althcare in

this study | am meaning a western biomedical meeting where those seeking wellness or
experiencing distress seek the guidance and support of a legiticRiteho is part of a

registered body of professionals

Encounteii | have chosen the woehcounter purposefully, it is a loose enough and
deep enougkxpression, which I thinlgreates possibility for exploration. It describes
the meeting place or moment of happening. Encounter is what happens person to person

in the intersubjective space whene is participating with another in seeking wellness.

llinessi is a place of di®ase whether the body or the mind, relational, cultural, or
spiritual. Any situation in life that produces discomfort or feelsodderedlt is a

highly personalised expience and not necessarily determined by the identified disease
or health event. In this studiyhavenot distinguishedlnessas either physical or

mental asl see these as each a part of the whole and tletegration or return to
wellness as a wile person experience. This does not mean that the participants will
view their disease in this way but highlights theimtegration of self as part of the

experience of thevpmbeitself (Carel & Cooper, 2013)

Guide through the thesis

In this chaptef have introduced the context and the intention of the study. | have

pointed towards the intention of the study to allow and invite whole person viewing into
an already existing healthcare paradigm. | have explained the reason | feel compelled to
illuminate the lived experience of theepmbe | also explained how and why | came to a

2 HcP working with HeS in supervison are recognised by tiesjpective registered bodies.
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yearning to explore the phenomen®he chaptebriefly outlines my choice of
methodology that is in keeping with its essencargmergent experience.

In thefindings and disassion chapters,will weavequotes and storieend poems from
the participants. Mosth@aptes conclude with a reflection anosh some cases poem

which captures the themes of that experience either for myself or the study participants.

In Chapter Twol describe and discuss the literature that gives contexée tovéal
experience as it is situated irethealthcare encounter between thieseeiving and

those deliverindnealthcareandlook at the direction and integration that these studies
bring. Whole person care in the biomedical context is not commonplace and could be
understood as many things but here | make it as explicit as posXilalgter three

outlines the methodologyandmethodsundertakenn this study.

I n my f i ndiChagtér$ourcHveagndSig, t Icok to the discoveries of this
hermeneutic phenomenological exploration ofwimnbecaptured in the stories of

whaioraand students. These findings chapter take you on a journey entering deeply into
an understanding of the | andscape which |
struggledé of illness itself. They expl or
heathcare students. These chapters hold the essential themes that emerged from the
hermeneutic analysis | undertook. Twpmbepathway shines a light on the mysterious

and somewhat perceived intangible nature of the experience, finding a gentle and

trusting way into the heart of the matter. The stories are a window into the experience of

suffering and the experience of being with those who suffer.

Whilst the whaiora seek wellness, they experience being accompanied. Both the
whaiora and the students describelationship that has the qualities of reciprocity,
mutuality, and authenticity. As kaiarahi or fellow travellers (those on a shared pathway)
the participants discover a shared understanding as they make meaning and sense
togetheras though on a shargzlirney.

The first findings chapter loskat where this experience takes each person in the
encounter whilst on their shared journey. It gimethe placef the struggleThe second
chapterthrows light on the experience of being known and accompaniéeéwpmbe
the invitation to be knowrThethird findings chapter looks ablw this encounter came

about.The creation of @emergent, organic space which allowl®d wpmbeto happen



15

Each chapter capturgdaiora and t u d endebv®so makesense othis

occurrenceThis making sense seemed to matter.
And so it is a simple outline

1 The Pathway of the Struggleexperiencing of going deeper

1 The Invitationi experiencing the invitation to be known

1 The Arrivali experiencing an emergdandscape
In ChapterSeven the last and concluding chaptebring together and discuss what has
been elucidated from the study as a whole. It is where | interpret and make sense of the
nature of this lived experience of thpmbe situated it in its caext of the healthcare

encounter.

The stories themselvesnd the people that tell themterlink the three findings

chapters and make up the substance and constituent elements that illuminate this whole
study. Each story and each perdontheir very own distinct experiengdecome part

of the woven tapestry of the study as a whatethey each reflect a view from their own
perspective or lens. By the gathering of all these stories in one filaqearts begin to

form the whole as in a hermeneutic @r¢Thomson, Dykes, & Downe, 2012)he

essence of the lived experience now here tasted and seen mirroring the hermeneutic

phenomenological methodology of this study.

Reflectioni Poems

In order to grasp the essence of this lived experience as a grosvingrieutic explorer
and as a way of identifying my own presuppositions and perspedthase written a
poem. It describes the yearning, longiagd caution that | feel in undertaking this
research. It reflects the intimacy of tiwpmbe that place whe healing occurs, and the
courage it takes to be there.

Oscillating week 59

Oscillating

Between

Something | am trying to recognise
Calling it a calling

Calling it a compulsion

But not wanting it revealed
Precious yet mysterious
Doesndt alkeady kngnw® n e



Maybe | don6t want
The tears | witness

The calm

The waiting

The healing

The moving

The rush of awakening with another
Only for that time and place

Contingent

Remote

Complex

Simple

Intangible generositgould it just be love?

6t hemo

to know,

16

to kni

So when | need courage to tread into the unknown, to keep walking in the undergrowth

6al one and o6togethero

What | say to my followers
Those | respect
Those who grew Me

This is a small contributio

It is growing a gardeni a

flower

It smells like human suffering pregnant with healing

The gaze between two lovers

Its touch elusive like the wind as it passes

Tasting like the heavy waibf the rain

in a dark

The sound of evocative silence, broken by the footfall of the tramper

The harnessing of a liféorce

It is space and only space

This oscillation.

Janette Tolich

cornei
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CHAPTER TWO
Literature Review

Introduction

The mindbody approach involves a scrutiny of the healthcare
philosophies and assumptions that are largely implicit in modern
practice (medical) and goes on to challenge and greatly expand them.
(Goulding, 2013, p. 275)

This chapter seeks to puetstudy of the livedxperience olvpmbeinto context by
gaining an understanding ofirrent and pagstealthcare literature omhole persons,
mindbody andclinical practiceencouter. This chapter is about discovering the implicit
understandings, assumptioasad healthcarelplosophies which influence our
expectations andsairations. These influencedstermine our behaviour &P ard,
therefore, have implications for the studying efambe

| will include healthcare literature which explores how a mindbodydaiist

approachis conceived in relation to personhood, drmav clinical encounter is
experienced, understogahd practisedBy elucidating the particular nature and essence
of awpmbein further chapterany hope is to provide insight into possibhéssing

links and identify the particular challenges to practising in this way.

Thejourney towards becoming a whole person mindbody practitfonéicP has been
identified as a transformative and radical integraBrmmom, 2013)Broom (2013)

statelt h aittis,a ki@l of transformation that ripples through established systems,
potentially invol vi ng(p. alWholepérsoly mactee placesl al |
an emphasis on the inclusion of human subjectivity alongside physiwéliin the
experience of illess/disease andthin the clinical encounter. It is a radically different
approach. This radical whole person mindbody integration has been made explicit
through the recounting of transformative stories of a change in practice in a book from a
group of miti-disciplinaryHcP. The collection in this book of individual and unique
experiences of growth stands as testament to tresedbreakingnewways of

relatingin the clinical encounter which have brought about profound change in the
healing trajectory for both clinicians and patients a{l&eom, 2013) In the recounting

of these experiencggractitioners explore the background philosophy they turn to in

orde to explain the phenomena they now experience in thpe#as. These whole

person mindbody connections &etweerpersons andithin clinical encounter. In line
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with these experiences of otheaiad my ownl will look at how philosophical
understandings woven into the philosophy of medicine as influenced by

phenomenological thoughand how this relates to thgombe

I will explore the directions current healthcare literature is taking in tryiregpain

whole person care in the biomedical paradignough a search of healthcare data bases.
Further,l will look at how healthcare literature expanded my view and enablecGsne
clinician, to securely locate whole person (pdualist) viewing in my own practice.

Then | will look at the healthcare litétae that supports a relational dynamic and
therapeutic alliance as pivotal to encounter. | will discuss the contribution of the
phenomenological traditions in medicine, meaning makang clinical philosophy that

underpin thevpmbe.

This review of the terature may appear slightjfferentas it has been done

congruently with the hermeneutic methodolagyhis research fipr asssme nt e d
essential dialogic partnérin  or der t o provi de c®Gmyihext an
& Spence, 2012, p. 12At times, inclining towards a particular tex@nd at otherge-

viewing as movingthinking, revealing literature that may extend toeav horizon

inviting one to read more widely. This way of reviewimghilstengaging in the

hermeneuti@rt of interpretationsits within its own contextual nature of understanding.

All in order to more deeply understand the meeting place of clinical encounter.

Searching the literature

With my focus on the whole person mindbody encounter in iliness and healthcare
searched im variety of multidisciplinary healthcare databases as this stadggot

limited to one particular fieldf clinical practice butooks across disciplines. | included
l'iterature from the Ominddé di suegpospsloithises a |
study; | did not choose to include alterative or complimentary health practice. The
healthcare databases included Ebsco, JSTOP, Cinahl, Scopusarshiy=Dline in

order to get a full overview of whole person healthcare within biomegliaatice. My

search terms included: whole person*OR mindba&tlp illness OR disease*AND

healthcare AND lived experience OR phenomenology AND clinical encounter*.

In addition to searching within these databakesanually searched references from the
lists of articles and books for relevant titlgerticularly those on iliness and disease,

self and personhood, phenomenology of medicine, lifeworld phenomenology,
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phenomenological research approaches and vgeos®n care. Alorgjde,l was reading
current thees written about the whole person mindbody approach and searching the
literature they were referring to. | included reading literature about researching lived
experience, the lived body, embodiment, subjectivity and intersubjectivity, ontology in
medicalpractice, relational healing, psychotherapeutic and psychological literature,
neuroscience and affect regulatiand therapeutic relationship.

Clinical encounter in healthcare literature

When reading the healthcare literature that speaks afitheal encountey| beame
overwhelmed by the exhaustive discussion on competing ways of explaining the reasons
and nature of this encountand noticd that healthcare itself is somewhat entangled in
its search to explain and situate the purpose and natureafrear. This entanglement
has led to the proliferation of theories and models of practice which remain difficult to
integrate into practice. For example, it is very surprising that the Te \WhpeeWha
model of healthwhich is indigenous to Aotearddew Zealand and takes a whole

person viewis still largely underutilised in quite prominent sectors of healthcare in
New ZealandDurie, 2001; Glasgow & Nicholls, 2018fhis evokes questisabout

how and why we are so reluctant to integrate philosopltyolegy, and our
understanding of what it means to be human into modern healtNeehells (2018)

asked WrHiy is it that we have shown an abiding passion for complex anatomical and
pathological ideas but turn our professional nose up at philosophy entbggo (p.

243)? Healthcare literature that studies practice implications in the valued clinical
encounter, shows a tendency to look at how we can beinubusivein order to

become more holistic, and most theoretical critiques of models of caretprtrao
inclusion ofmored more quality of life measures, more subjective questionnaires
more biopsychosocial measuremeg(itansen, Walters, & Howes, 2016y addition,

in the literature it is apparent that there have been two competing foreskathe key
prevailing paradigm of evidence based medicine (EBMjch relies on a hierarchy of
evidenceversus persceoentered care (PCGW)hich seeks to have the person as pivotal.
This competitiorhas brought about a drive to make EBM more pecsoired in order

to remove the detachment that is experienced by the continued focus on a mechanistic
body-asmachine modelGlasgow & Nichols, 2018; Goldenberg, 201Miles, 2015)

There is evegrowingdebate as to whether embodiment and disembodiedbaat
and iliness experiences even include the inside of the body or are they only focused on
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the outer 6ésensual 6 experiences. The Vi s

more machine like than tlwitsideperceptual body.

How we view the expéencing whole mindbody is minefield of differing debates,
including socialcultural constructivist ways of viewing. It does appear thotlgt the

bi omedi cal |l i t er alt @t @ semgodiedtstagedespited oor of |
healthcare still wonering howto do this(Glasgow 2018; Nicholls & Gibson, 2010)

An extensive systematic review looking across definitions of whole person care (WPC)
as seen in general medical practice in 2018 is useful in locating the components that
HcPbelieve make up th model of care. Practitioners in general are still seeking to
define awPC modelrather thana biomedical reductionist model. This review found

that a WPC modahouldemphasiethat the pers@athemselves, who need be

viewed in an integrated fashiohhomas, Mitchell, Rich, and Best (20khphasised

that WPCrequiresanunderstanding of theter-connectedness of various illness
aspectsas opposed tthe notionof WPCbecomingmerelythe addition of
biopsychosociatlementsOf note, is that theumanness and ability to sustain a
therapeutic human relatedndsghlights atwo-sided awareness. What was oftemna
sidedmonologue nowin a WPCframework, becomes a dialogueths relationship is
considered part of the healing traject¢fjnomas etl., 2018)

Medical practice and its conceptual frameworki integration of
practice vs theory

It is not difficult to find literature in healthcare and the popular domain about how the
technological focus and specialisation in scientific medicine hasitwatetd to
depersonalisation and dehumanising experiences divorcing lived experience from
making meaning. Abram (1996) attributed this as blindly overrunning the experiential
worl d, fAthe sciences have become fright i
expeience, with their specialised and technical discourses and have lost relevance to the
humane x p e r {pedd)dté aow causing increasing dissatisfaction with

biomedicine and its urdimensionality, demonstrated by the increased use worldwide

of compkementary and alternative medicine, which is knockirthedloor of traditional,

more legitimate practice (Hansen, Walters, & Howes, 2016). It is openly acknowledged
that those seeking an alternative approach are seeking human connection. This, of
coursejs not always necessarily what happens as some alternative therapies are
experienced as just another modality. Along with this growing dissatisfaction is a

welcome realisation that we, as people, are more than the sum of our parts. Taking a
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whole person gpoach is a move away from a body as machine mentality seen as
proliferated by technological advancements. Separation of mind and body has been
worsened also by the development of psychological, body mind neglecting vs mind

neglecting therapies.

Accordingto Broom et al. (2012here is ongoing general resistance to a combined
mindbody approach and symbolic relationships between disease and meaning in

mainstream healthcare sectors despite the new understandings across disciplines.

A general cultural movemeéaway from positivist notions of meaning to post
modern narrative making and general resistance to ideas of relationship between
disease and meaning is engendered by the enduring general and medical
acceptance of dualist concepts of mind and b{@koomet al., 2012, p. 170)

The mindbody split pulls in both directions, mind privileging over body, with
psychological approaches giving ascendance to the mind over bodied experiences and
body privileging over mind; physical approaches ignoring meanisglgéctive

relevance to recognisable iliness.

Away from the Cartesian body towarc

As far back as 1984hilosophers of medical practice were beginning to criticise the
Cartesian notion of dualist practice that had dominated societyhrsbentific and
philosophicakpheres for over 300 years. Accordind.ealer (1990) théseflaws

isolated the body from its essential self and itsdidatextand divided it further into
isolable parts and functiodss i n ¢ o nt r fihedaraligrh & théligeld bodyw e d ,
effects areunificatiord and by icouldhelp o agriéntate healthicaddp.

29-37).

Groups of philosophers were turning their attention to the experience of the lived body

in the experience of illness. It was the stdi@ onove away from the separate notions of
mind and body towards an acknowledgement of a need to consider the subjective
experience in illnes@_eder, 1990)It had suited the advancement of medicine to see the
body as a machine, its parts could be repasargically removednd technologically
supplemented in relative isolation without too many prohibitidms body had become

seen as extrinsic to the essential self. Discussions about paradigms that move away from
Cartesian thinking are now happeningmnbroadly across healthcare as it seeks to be
inclusive of subjective dimensiorBarHavaMonteith (2018)in her critique of current

healthcarefoundt hat t he i mpact o-&smadhéemewldceat adi
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still dominant. Cartesian dualisrtilsunderpins much of how western medicine views
illness and disease Ipyivileging the observabldhis dominanprevailing paradigm
continues to remain this waecauséimental and physical domains of healthcare are
not just separated irolw they are taght but they are (stilprioritised differently
(BarHavaMonteith, 2018, p. 21)

The whole person nordualist approach in thewpmbei a new 2F
century paradigm

Integrating a practice that includes the view of multidimensional personhood into
everyday therapeutic encounters, remains an ongoing challenge for medicine. It is
strongly acknowledggthat an explanation or definition is needed with no real idea
about what a practice model looks like. A thirst remains for a whole person approach to

beexplained.

Hutchinson (2011yvho placel palliative care distinctly in a whole person care context
calledWPCthe new paradigm for the 2tentury, which can no longer be ignored. The

study of palliative care has revealed the healing powdfRE. The cdlto practice in a

whole person way is a call to an ancient part of the healthcare mandate that is relevant

to all stages of illness. The role that palliative care takes in alleviating the deepest
suffering to mandés i ndivegwith moytalitdpraokesthe r o |
most vital living amidst the deepesifferinginma n 6 s s e ar c(Hotchies& me an
Hudson, 2013; Hutchinson, 2017) Pal | i ati ve cared6s wunique
move from ultimate loss to a sense of integrityg amolenessoften independent of

objective improvement, gives it a profound place in understanding the experience of
suffering andNV/PC. In our throwness towards death, we are able to become whole

people towards each other; everything can come togetbeeiplace. For instance,

family is considered, meaning and purpose are considered. In a palliative care setting

the healthcare system suddeekpands its gazas it changesdm curing to caring. In

chronic iliness, the person is overlooked in the pticflchange, and the emphasis is

still on problem solving with a focus on the disease and its diffic{Feskl, 2006;

Hotchies & Hudson, 2013)

The relational intersubjective dynamic in thewpmbe
Thewpmbes grounded in relationshipherefore theliterature pertaining to
encountering the other in meeting is relevant (Buber, 2006). Therapeutic relationship

has been extensively explored, descrjlzedl analysed in current healthcare literature
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across the expanse of the healthcare spectram patient and provider perspectivas

a health determinant. Much research is focussed on establishing its component parts and
measurement of the sapand how the inclusion or exclusion of these can determine
patient outcome®Pespite the breadth of knowledgetbé benefits and significance of

the therapeutic alliance, keeping professional distance and maintaining a certain
detachment are still seen as necessary safeguards. Having these safeguards in place

could be effective in preventing meaningful intersuliyecengagement.

Moving towards subjectivity in healthcare encounters

Healthcare training and practice still promotes curricula which privileges compliance,
uniformity, and predictability over creativity, individualitgnd subjectivityNicholls,

2018) Including subjectivity allows for a broader more embodied way of thinking.
According toNicholls (2018) healthcare practice is still marginalising through
normalisatiorby teaching healthcare students to ignore all the other causes of health
and iliness as they focus on the body as machine. By taking a dispassionate detached
view in the interests of orthodoxy, safegynd legitimacyNicholls believel that weare
de-sensialising what is otherwise a highly sensual human encougrointed out

that healthcare students, fAmust juggl e el
separation constantly seeking to elevate their practice beyond cosemss to

demonstrate diagnostinis i ght s and (Nicghald) 2018cpa21l7)s ki | | s o

Emerging literature about the patient/P@@Gdelis growing in awareness that

something important is happening in thebigtween relationship. Through a deeper
understanding of the value of the intergmal therapeutic space there is a move
towards encouragingdeingwithérather than &oingtod(Bright et al., 2012)This
promotion of a present and relational space may have been further heightened by the
growth in understanding of the therapewifects of mindfulness practice which

support therapeutic engagement, sensitiahd attending to (Elfred, 2013; Epstein,
2017)

Goulding (2013Xxlearly outlinal this intersubjective focum her discussion of the route

of transformation towards becomiagnindbody whole person practitioner. Expanding
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and understanding healthcare in this way is like taking a phenomenological turn towards

arelational knowingHere thaelationship betweehecomeshe clinical ground.

|t i s ths cleamge fnfoéus from a dualistic philosophical
position towards a whole person approach stresses the importance of
returning to the phenomena of clinical presentation and practice (a
phenomena of practifedt is here in this open stance of a non
understanding, notrge-judging relating that attention to the patient and
the relationship betweéncan become the clinical ground. Where the
patients can emerge as persons before the practi{@oatding, 2013,

p. 276)

Goulding talks about this shift in focus lasingfi aedtd attend to our own experiences
as a primary source of information for our practice rather than using theory as our

i mmedi at e r €2013,rp280)dhes theroopemd up the space between which
becomes the clinical grounbhcludingthis spacegenerated in between the practitioner
and the patieraindin additionattending to the experience of the practitioner while in
relationship is a challenging dimension for m&@pulding, 2013, p. 280; Orange,
2010)

This use of the emergenntersubjectivity is a change towards

understanding the individual 6s exper.i

meaning as particular to the individual. It involvésn o t j ust
descriptively looking for a formulaic match with what we know about
disease already(Goulding, 2013, p. 279)

Additionally, HcPdo not readily consider their ontology or state of being as a necessary

framework fortherapeutic practice in relation to othdfsve accept that therapeutic

encounter is vital in our therapeutic work, wedieet o cl osel y consi der

being, or ont ol og yYDriven Crandorda& Stewvart, 2018, gt h e
HcPdo not readily consider their ontology in the framekvof their practice as a
person, most likely asiey are not trainedtconsidethis as a&component of the

experience of a clinical encounter let alone a vital component.

An encounter with the other vs a theoretical stancé both the
challenge and the resource

Psychotherapists are becoming more intent on making the agrafaklationship
matter,despite the differences in theoretical perspectives that have developed over the

past hundred years or more. What remairiso#is the challenge and a resouf@meour

c |
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therapeutic encounter s, @emdustwhhendiwkattibis i o n
e v 0 k e s(Driver etals2D13, p. 1)

This tension between theories, models and interventions is played out across all the
psycho logical therapie¥Vhat seems to be important for clients though is the value of a

real reléionship.iHow t hi s rel ationship is defined,
all owed to be, is much more complex and
theoretical position as well as their person preferences, style, maturiglénd

awarenegs(Clarkson, 2003, p. 153)

Defining the therapeutic relanship remains challenging.dppears to be inextricably
linked with the practitionés theoretical position. Existing and established notions of
this relationship are being challedyby those who promote deeper connections and
personal intersubjectivity and endorse the healing potentiality of human relationships as
vital in the clinical encountgBroom, 2007) Mindbody dualist separation is slowly
being outed by what is becoming ra@nd more widely known of our neurobiological
connections and their role in disease and illness. Our relating and our experience of
illness are entwined in both the physical and subjective realms. A large body of basic
research in clinical psychology ¢me therapeutic alliance is (now) also supporting a
shift from a purely intra psychic orfgerson psychology to a relational tyerson
psychology(Schore, 2016)

It is now known and commonly accepted through the weight of evidence from
neuroscience that oearly relating is pivotal and profoundly affects the kind of
relationships we have in later life. Healing requires a creative relational space, under
threat the whole person needs a creative space in order {&beate, 2016)

Wiinnicott is famous fodescribing the mother and baby dyad in which@jued

enough mothérestablishes a creative space where the baby can learn to play. Likewise
this provision of this creative space in therapeutic encounter facilitates recovery by
offering a place where kaing occurs Through the experience of being held safely (in

relationship) the individual is able to recover, function agama regain the capacity to
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be alone again, able to love and to w(kankl, 2004; Stolorow, Atwood, & Orange,
2002)

Embracing a relational (affective) dynamic in healthcare

An enormous amount of current experimental and clinical data supports the
psychological organising principles that emotional processes are essential to organismic
survival. Emotion is central to a elger understanding of the human condition.

Unconscious processes lie at the core of the self, throughout the life span. The decade of
the brain 19952005 has now taken a paradigm shift from the dominance of the

cognitive leftbrain paradigm to a deepeanderstanding of right brain and bodily based

emotions.

The cognitive revolution put the emotions out of sight and out of mind,
cognitive science now hastocree ar n about embodi ed syst
power that is independent of reortical processe#t is now the age of both
right and left brain studies identifying the need for integratiSohore, 2016, p.
54)
Schore (2016has identified the model of human development as a psychobiological
inclusive experience. He is adamant we need to apply tiesgeund compelling
insights from neuroscientific knowledge into all areas of social work and
psychotherapeutic techniques. Emotional regulation theonytlzr@by relational
experience is not only a new paradigm for the psychological theories but deamand

integration with the biological disciplines.

In order to accommodate the growing deeper understanding of the fundamental
questions of science, the links of early (childhood) developmental processes, their role
in short term and long term survival,dcatihe influence of both the biological and
psychological, an integration of various disciplines has now become essential. In other
words, these insights and new discoveries and their applicability to healthcare practice
in general will not come about fromsingle discipline perspectiy8chore, 2016)Both
biological and psychological fields is essential to whole person integration. The
experience of intersubjectivity in relationship profoundly impacts all areas of mindbrain

and mindbody interconnectivitEmotional regulatiomnd resonance in relationship
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expandsand promoteself-understanding, emotional health and physical4veihg of
the whole person

Clinical practice has, for its own reasons, remained a separated modality; unembodied
and bio mechaniik. As there is growth towards more reflective practice which

scrutinises and seeks to understand philosophical underpinnings, there is growing
awareness that adherence to current models and practices does not allow whole person
practice approache&lasgw and Nicholls (2018)emonstrated in their quite recent

study of the physiotherapy profession, a growing awareness of the incompatibility that
healthcare frameworks provide and point to a fundamental philosophical contradiction
between the traditional healthcare frameworkghebries, models and approaches and
more inclusive practice. In themselves, they restrict a more expansive inclusive view,

despite practitioners wish for a more inclusive apprd¢@&tasgow & Nicholls, 2018)

Goldenberg (2010eferredto thedistance beteen patient and professional created by
philosophical contradictiorssa conceptual schism witfiThe literature

emphasises*(ing) a conceptual schism between the distanced objectivity of science and
the lived experience of a particular patient that hekpéagn the problem of actualising

an i ntegr a(p.e® Thabetef tioat tinedivied experience of the patient is not
relevant nor indeed included as part the objectified science of the interaction creates this
gulf, a conceptual schism betweenigat and practitionersvhich inhibits the

actualising of integrated medicifEpstein, 2017)

The wpmbei inviting intersubjectivity towards a phenomenon of
practice

It can b&omeconcerningor practitionersvhen its starts appearing that objectivgy
getting overtaken by subjectivity or vice vergdecomedifficult to make sense of this

in a dualist paradigm. Thaformationcan starto feel moresubjective than objective.
What we need to do fand newways of understading this separation anfinking

about this objective versus subjective division. Here, attention to a phenomenological

approackcan assistGoulding, 2013)

Goulding (2013)provided a pathway towards understanding takipgenomenological

stance By moving away from how we have always done it, comfortable in known
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expected outcomes, a whole person practitioner places the phenomena central and
allows anemergent intersubjective space, gives it meaning and pays attention.

Meaning and interpretatioare always secondary to experience or the
phenomenadowever meaning is always constitutive of experiefican
practical terms the meaning of the pat
reflective phenomena and available for emergence. (Phas)in the

interpersonal space beconeeselational space that facilitates meaning.

(Goulding, 2013p. 281)

WhatGoulding(2013)is referring to, ighat this unknownuncertain and more
subjective (than objective) space that opensgtinical encountewhen we make
ourselves available and present to what is happdratwgeernin this intersubjective
awarenespoints to thestumbling block in clinical practice. Once we put aside our
search for linear causality differential diagnosis and pattern matching, weseae the
person wihin the experience. Most praadihers because of their training and
associated belief systeptb not see the power and potentiality that is available for

healing here.

The impact of phenomenology in literature and its links in tle wpmbe

The story of oppositional stances, one for sciences and one for hunfa@issaientific
knowledge vs clinical practi¢eand the negotiation between the two goes batiras

the 1970s when it was becomingntymas e evi d
increasing in force. At that pointreationof the fledgling study of medical

phenomenology began to be invoked as an antidote to overcome those challenges. The
lifespan of the phenomenological effort to unite art and science of medicine was brief
vigorous efforts ended in the 1990kenrelated fieldslike narrative ethics and

embodiment studiesook off instead Goldenberg, 2010)

Phenomenology can shed light on the blind spots of modern medicine
and thus help it better understand itself as a human activity and practice.
Finally, I think that phenoenology and its extension hermeneutics, can
also be a tool in understanding medical practice itsetn interpretive
meetingg medicine rests on a meeting between two persons. Persons
are indeed embodied, vulnerable, suffering and mortal and that is why
we need something like medicine in the first pla@venaeous, 2013,

p. 111)

Health should put the stress neither solely on meeting nor the application of medical

knowledge. It needs to be both for maximum benefit. These two notions of health
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should not exade each otheincluding bothin dialoguemakes use of the potential
that is present creating possibility for better healthcare.

Phenomenol ogy provides extraordinary
within the world of medicine. Such issues includéhe natureof
medicine itself, Tie distinction between the immediate experience and
scientific conceptualisation, the nature of the bahd the relationship
between body, consciousness, world and self; the structure of emotions,
the meaning of health, illness, d&se, the problem of intrersubjediyyi

the complexity of decisiomaking in the clinical context, the possibility

of empathic understanding, the theory and models of clinical practice
and the essential characteristics of the therapeutic relationshipei.e
relationship between the sick person and the one who professes.to help
(Toombs, 2001, p. 1)

This phenomenological research of lived experience ofvfitrebeclinical encounter
explores what happens when both clinician and patient are invited to batprea
relational space. By both betigrthe world and considering all the mudimensions of

life as having meaning in the experience of iliness, brings with_iribi@emof
intersubjectivity. A phenomenological study can provide extraordinary insights into the
essentiatharacteristics of the therapeutic relationship as it is experienced. The relating
and relationship is caught up in this hugely complex matrix includmgltiple of

domains, including consciousness, world, self, iderdityl structur®f emotions.

Context of theories and models strongly influence how we behayvebsit oftenin
healthcare these influences are poorly understood. Revealing the natessamck of
clinical encounter when invited to be whole persons may also conversely explain that

which may inhibit a érelational é whole p

Summary

It is notable that there is a paucity of literature detgivhat comprises a whole person
mindbodyencounter in biomedicine. Biomedical healthcare literature still sits very
snugly in its two dualist cam@sthe physical and the subjective. There are growing
signs of connections being made but essdytiaking a whole person vieis still not
themainstream. Exploring of subjectivjtiogether within the physiecmaterialist
domainsis a growing field in psychobiological discovery. Even so clinicians (from the
psychological, sociabr physical disciplines) amot trainedo integrate this into

practice. Exploration of self, identity, sedfpacity and personhood are not viewed as
having meaning in illness story. Thisdefinitely not the norm across multiple

healthcare disciplines. Including a mindbody person connection is challenging as
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practt i oners feel they do not haveBitodme O6kno
(2007)concern emotion, selbfelief, and styles of intimate relating. The importance of
selfidentity and its disruption when a person becomes ill has been more recently
uncoverd through neurobiological advancement, but it is still not the predominant

consideration in the return to health through meaning making in the physical domain.

Some overarching main themes emerged from this literature review, the clearest
discussion abouwvhole person practice in healthcare literature in a biomedical setting
sits within the domain of palliative care. In palliative ¢aenore vital living comes

with living with mortality. Hereit is more humanely vital toot excludeall aspects pf
persomood, cultureandfamily relationships as having an impact.

Healthcare literature shows that practitioners yearn and lean towards ways to enact a
more whole person Ohol i sWRCes80omawha caogatauh . T |
in PCCmodel. The PCC movement has grown from an entirely different perspective
thanwhole person healthcareith an emphasis on ethical relating alongside unpacking

and thesharingpfemp ower ment . | t t6 add moeerdichensiangto b ei n g
practice domains, including more quality of life measures and proliferation of more
biopsychosoc a | model s of health. Thehavwhadd combi n
their own challengesmbeddindirmly into the domain opractice My belief is that

they still maintairongoingsubtle biomedical separation. Broom and other Mindbody
clinicians have been speaking about illness and disease as haviegargent

mindbody integration. Their voices are refreshing and now seen as visionary

particularly as more and more neurosciéngind integrated systems of mindbody

connection are being discover@toom, 2000; Coulter, 2001)

The place of thevpmbeis not established in current healthcare literature but the value
of its component parts are surely debated and considered ag hdugh degree of
importance in the therapeutic alliance and clinical outcoiffesse component parts of
thewpmbe include persons having a multidimensional lived experiengm@ss
personexperiencingpersons in encountén healthcare and noticiregrelational effect
personsactuallyexperiening a nondualist mindbody lived body life story connection
as whole persons in illness. Efforts are being made to integrate these components in
models of care as it is agreed that these components strofiggnce healthcare, but

their influence is contestddoombs, 2001)It also begs the questiomhy has medicine
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advanced further and further down a dualist corridor, basing its pivotal encounter on a
mechanistic reductionist T&entury notiof?

Therelaional andmultidimensionacomponent®f a person experiencing iliness
continue to be further disintegratadross disciplinesperating explicitlyin mind and
bodysilos. Medical phenomenology hasugtxt to bring an answer and does provide
insight into @knowledging lived experience, but dualist practice continues to limit our
understanding of illness and a meanings connedilbwe see humans as interacting
beings rooted within a meanings context, we need to see them in iliness this way as
wello (Carel 2008, p. 2Q)A new language is needed, and a change in perception for
biomedcal healthcare in order to reconneatlaole and wholly experiencing person to

themselvesn illness.

Reflectioni Poems

Included in this reflection is a practice poemrbte about the experience | have had
when a person arrives at my door (of clinical encounter) in their search to be put back

together as a person.

Name me

Name me why dondét you
Is it | that am here?

| come

Creeping to your door in what capacity | dd know

Can you please reveal me to me?

| wait

Why does this world wait?

This forever waiting in this healthcare system
The waiting world, growing bigger

Waiting to be heard and still, | crouch

Could it be it is not my place?
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This world yours not mine?

Name me why dondét you as the person
One who came to the name on your door

Seeking wellness

Let me in your door
Let us look around together

Put the pieces back together

No more cowering in the darkness
Let 6s shed | igbothera o the dark distant
Those sad and happy corners

Then let us walk out together

Janette Tolich

This second poem is about the confusion in the search to firsefhie arose from the
search in thisttapter to capture the reality of therapeutic encounter in hasdthc

literature.

Self- a clinical philosophy

Confusion reigns

Our search for meanings to explain ourselves

Fragmented my separated mind and body, diminishing me
My-unhomelikebeing-in-the-world

Where | donoét feel |l i ke myself anymor e

| sit here beside myself
With anxiety
Couldit be that thisgs my becoming?

Like myself again.



I am and only exist in my object relation to you

You have become my capacity, while | wait to become mygglin

| wait for the world of literature to catch up
To fall into step with my real experiencing self

Healing awaits where this wholeness becomes

Janette Tolich

33
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CHAPTER THREE

Methodology and Methods
Methodology

Introduction

Phenomenological research important because many professions
such as pedagogy, nursing, healing, counselling seem to require not
only trainable skills and specialised bodies of knowledge but also
abilities that have to do with discretionary, intuitive, pathic and tactful
capacitis. It seems that in these directions lie the relevant and
continuing contributions of hermeneutic phenomenology for the
epistemology of professional practi¢ean Manen, 199 7. xviii)

Themethodology guidingny qualitative study is hermeneutic phenomegg. As in

the quote aboveé see this underpinning methodology and method of research as a

Onatural fitd to ascribe meaning and rel:

this nature can further promote and contribute to deeper ingighthe epistemology

of professional practice. | value the contribution that hermeneutic phenomenology has

made to the direction of healthcare. -
personal study and practice how a phenomenological attitude awakkeogears up an

exi stenti al pat hway uncovering a 6énewb w:
phenomenol ogical oOoway of beingd promotes
human experience i n suf f-iategratesit,withiglinherests s a |
multidimensional lifein-the world experience.

Through exploring, matchin@nd experiencing resonance within this philosophical

paradigm | am seeking to uncover the essence afpingbe Over the last three

decadesthere has been a turn towandconnecting philosophy with the practice of

medi cine and health as fAit has become mol

medical science by itself will never provide us with answers to all the problems of

me di c al (Ssendewsn2008,@. bFormulating a theory of health practice

combining philosophical reflection is becoming a necessary and indispensable tool to

the practice of medicine. The practice of medicine has become detached from its
connection with philosophNicholls, 2018; Sveseus, 2000)

By using this research methodologhye thesis will add to the already existing distinct

literature that supports phenomenology in practice as endorsethiianen2016)
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Linking and promoting phenomenology in practice is a platform whicitess,
encouragesand endorses whole person viewing amddbodyhealthcare as | will

further elucidate in this chapter.

Why a phenomenological hermeneutic approach?

Having worked in healthcare for over $€arsandhaving the opportunity to grow and
dewelop as a mindbody practitioner, encouraging others to take an open wider gaze has
increased my awareness of the disconnection with the lived camiress and

healthcare experin@nd how this affects recovery and rehabilitation. BétP and

HcS,and whaioraappearseparated from experiencing their iliness within (the context)
their lifeworld in western biomedical dualist practice. | am seeking to uncover the
phenomena of what happens wittet and whaiora are invited to consider all aspects

of theirlife as having meaning in thhe=xperience of iliness.

The essential nature of tiimbes intimately entwined and underpinned by a-upe

of many infamous phenomenologistach with their varied perspectives inform this

whole persoimindbodyapproachThese i ncl ude Merl eau Pont
intersubjectivity, his famous works on the phenomenology of perception and the visible
and invisible also the existential philosophies of Martin Buber and his dialogic we, our
relationships with one another becomargkthou intersubjective reality rather than an
I-youand Levinasés ethical grounding of t he
responsibility in relation to other. For the purpose of thisstddyi degger 6s
(phenomenology), beinm-theworldand @ d amer 6s (her meneuti c)
understanding (through language) will be the main methodology which guedetsidy

and its desigiiBuber & Smith, 2006; Kramer & Gawlick, 2003)

This philosophical approach deeply appealed tpas@ mindbody cliniain as it

invites a twesided perspective, a fusion of horizons. Including my own pre
understandings as being essential to the process is an acknowledgement that what | hold
to be true is that my understanding (of Wyambe is that it isdeeply embeddeaiits

emergent naturd-or this reasarnn order to uncover the phenomena of this lived
experience and throw light on the truth of this experieheeeded to have a way of

getting myself &édout of the wayo in order
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present Ato arrive at a new understandi ni

(Dorrestein, 2015p. 41) captured in the presence of both.

Underpinning philosophy

Heidegger [1889976] and Gadamer [19€#D02] are the two key philosophers who
inform my choserstyle of phenomenology. Phenomenology seeks to uncover multiple
layers of perceptual reality which may be hidden in any act of consciousness
(intentionality) by seeking a deeper understanding of an experience of an identified
phenomenon. Intentionality,hvat you are consciousdfall our thinking, feelingand

acting are always orientated to or with things in world we inhdliiey have a

relationship with the ways we are attached to the world and things in the world. When
we hear, se®r touch someone @omething it is always as it appears to us, rather than
in its entirety or wholeness. In other words, intentionality takes a conscious experience
and analyses it in light of what it presuppo&adamer & Bernasconi, 1986; Harman,
2007; Heidegger & Stambgh, 1996) What we O0seed6 is only a
whole (picture). In phenomenological reseamhb seek to make a distinction between

the object and our own lived experience. As | interpret each of the stories from whaiora
and studentghe themes notice are only eveand alwaysa glimpse of the whole.

Phenomenol ogi cal research | ooks for answ
weknowlo The phenomena is never completely
(Heidegger, 2005). By expogjirphenomena in this way, it evokes a new discovery of

the unknown in anotherds experience. Thi ¢
ask why or to control. It seeks to hear personal story of lived experience while not

limiting subjectivity or imposig power or control (Thompson Dykes & Downe, 2011).

By remaining true to the phenomena, it hi
assumptiono ,f®mythe, 2011

King & Llewellyn, 2001 identifythesemultidimensional layers of meaniras

mysteriously coveed over due to their familiarity.

Covered overhalf-hidden, disguised dorgotten going unnoticed in our everydayness
This is the taken for granted nature of our everyday experience, in our human

experiencing. We tend to not see or ponder the comyplard mysterious of our
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everyday mode of existence due to its nearness and famil{&tig & Llewellyn,
2001, p.42)

Uncovering this familiarity is part of the process of a phenomenological study.

Hans George Gadamer is more closely accredited witHajemg what we know as
phenomenological hermeneutics. To describe the difference between a purely
phenomenological stance and the phenomenological hermeneutics is complex.
Phenomenology on its owar in pure form, as described by Husserl, is standingjaeit
onedbs historicity. Phenomenol ogi cal her m
embedded in it. A purely phenomenological approach may start with a process of
bracketing oneds own e x-puppoditiens)toexoséthea ki n g
pheromenawhereas in a hermeneutical approach the researcher uses a more

OHei degger i an 6-refleetionanmdarmeneute ciro{@mythes 2012).

Hermeneutic phenomenology tries to be attentive to dgplectof its methodologylt
is descriptive (phenomenological) because it wants to be attentive to how things appear,
and it wants to let things speak for themselViess interpretive (hermeneujibecause it

claims there are no such things as uninterpreted phenomena.

For me what matters is that the voices (of those who have a lived experience of the
wpmbdc an speak and be heard. The interpret
context, as a atribution through what has now become a shared horizon of
understanding. It is as if thisiclutteredphenomenological freedom to be heard allows

the voice of the other to be heard by the otWian Manen (1997) statehat

the implied contradiction mayelresolved if one acknowledges that the
facts of lived experience are always meaningfully (hermeneutically)

experienced. And even the oO0factsédé of
captured in language, and this is inevitably an interpretive progess
181)

Gadamerian hermeneutics pays particular attention to the interpretation of text and
language itself, through making sense of the meaning of the personal story and writing

and rewriting processes. Interpretation within this study is always my own, coloured by
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my historical context. | need to be open to my inevitable prejudices while at the same
time respectful of opinions that diffeGadamer, 2013).

Hei degger 60s U thelneaning albeochg n g s
Heidegger explored the meaning of beinghe world this beng-in-the-world, he
calledDasein When we experience something, we also have a response to it. He

describé our being in the world as a thrown projection.

Hei degger 6s quest was to understand the |
of human &istence. Heidegger is considered as awakening the need for this question in
our age. He brought the fAgreat question
with our r eal07 p.v8) HedstroveHahring aatual lif€od human beings

back into philosophy, rather than excluding them. This is not viewing humans from the
outside, as their outside appearance tells us nothing about what it is to live the life of
Dasein(Harman, 2007).

How can we reach this understandindoafseir? How can we use this understanding to

inform our understandings in phenomenological research? When | view healthcare
practice, | notice it i1 s commonplace in
to O0knowdé the wobaketht hi bndundendt awndi dgi s
destroyedagi n He i d e g,gestrudted. Tihéwesaes (| our case our body in the
world), no longer being that which holds us, disappears in its everydayness and shows
itself only when it no longer serves its page. We constantly look to-parpose it, to

redefine our way of beingn-the world.Never entirely visible from the outsid@ye are

not even entirely visible even to our own seb/@darman, 200,/p. 56).

Daseinhas a special relationship to its posdiles. Dasein i s not a fdAsteri
machine gazing calmly at the wodl(Harman, 207, p.60). Its essence is nothing but
existence. In its temporality (or position) is not something clearly and lucidly present.

The opposite of presenceits tenporality,ii t st ands outside of i
swinging towards the past and the futufidarman, 2011, 19). It is a here and now

that transcends time but is within tinizaseini s al ways a Owhod and
mine-ness is its key feate and it has a specific relationship to its own possibilities.

Daseinil t i s its po2087peD) i ti esdo (Har man

In a Heideggerian stancae create (or are the creation) of the possibilities we have for

experiencing our world, through our own pedlection and prénterpretive
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understanding. Ourforen der st andi ngs become (oim- alr e:
the world(Heidegger & Stambaugh, 1996jeidegger rejected the notion that human
beings are spectators espousing that subject and objecingeparable. Our human

existence an embedded, entwinaad integrated (knowing) of our bekngthe-world.

Hei degger ds Dasein, his wafiydods omsete i mrgéda
truth, but finds it i narntah 807,Ww.d0).ITsisalk® s oo n
Okinddé of phenomena | am seeking to unco

only and already exists (in human existence).

Gadamer 0s emphasis on understanding and |
language has na@ing and where meaning is conveyed through language and story.
Language is the messengeror Hernmiea.d a mer 6 s pur suit of trut
conversation of question and answer. He espoused a theory of truth emergent from
conversational interplay. Desgpinterested in the manner of conversatiora t ype of
genuine conversation, never the one we want to conduct that creates genuine unstable

and open moment s167).( Orange, 2011, p.

As clinicians and hermeneuti c sitaegaagear c her
knowing it is different from ours and fiwi
the troubles generated by our <cul tur al i
(Orange, 2011, @07). This is the nature ofdlwvork, the openness required in the
semtinterviews and the drafting and crafting of stories, using the language of the other,

constantly realising the place and importance of not (yet) knowing.

A new relationship of understanding forms which Gadameedalfusion of horizons.

The meaning of language is mediated andreated by both the listener and the
speaker (the spoken or text). AThis form
constant movement of interpretatioorfr the whole to the part an@dk to the whole

until a harmony of undé® orestemy@0d5, mdd). Deepsr o0 C C |
meanings can be contemplated as the 06t ak:i
suddenly fall away (van Manen, 201Zhen we (as the researcher denpreter) begin

to see the truth understood from another

within which we have formed our views.

Gadamer 6s her memnehodyclimicgan te lipld a giamce vfheadiness to

listen and learn from the va® of the other as a clinical philosophy (Orange, 2011). This
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stance is intrinsic to thepmle. It is a way of engaging in dialogue with anotiveth
an expectation that creates an opportunity to learn from the other in a spirit of curiosity
and woxpect g t dOrdnge, 2011,rppl6)i s e d O

Gadamerian hermeneutics for clinicians 0l
perspective free view of our patient, or of what occurs between us, or even of our own
participation in the clinical dialoga€Orange, 2011, p. 16Yhis stand is integral to this
study as it is my stance. One cannot st al
with this method. Gadamerds philosophical
enslavement to a naturstience model ofnderstanding in the humanc i e nhusg s é t
showing us an alternative to .15ghamt i ng r e

surrounded by tempting reductionism, but it no longer confines or defines me.

My pre-understandings

It is important in this particua t ype of research t-o be min
understandings and assumptions. Through an original interview with my supervisors
and ongoing reflection on my practice |
ot her 6. Thi s de sindeden myaws eavlyepergonairexperiencegsrofo
seeking healthcare for my family. | had witnessed a strong connection between the
meaning and experience of suffering and iliness. | was deeply affected by what | noticed
as the overlooking of other influendeshealth and welbeing. My close association

with hospice care in New Zealand, working in the South Auckland community of

practice with hospice care in particyland my personal family experience of ongoing

illness in my early teenage and adult yeafuenced my perception and how |

experience healthcare encounters. As a clinjdiaee the hospice cathedé c | oa ki ng 6
of family and whanauas a blueprint for a holistic, family inclusive, relational, whole

person, whole life (and death) care. Thereniawareness in the healthcare sector that
palliative careis truly at the forefront o'WPCandPCC(Coulehan, 2009; Hutchinson,

2011)

By looking at our own storiesve see how deeply embedded we areiwitlur own life
experience Obeing the way we ared and t h;
shaped and continues to shape the wayneerstand anexperience the worl(Carel

& Cooper, 2013; Smythe, 2012) Because fdwe f itwhlichist har de:
c | o s(®rgithe) 2012, p. 39ye tell our own stories first, before we listen to those of

others, in order to make a clear path for a new understanding of the phenomena we are
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attempting to uncover in this type of research. The findings ®tbdy and the way,

or method through which the O6real é truth
resonates profoundly with my experience as a clinician. | have noticed numerous
occasions in healthcare when d6édassumedo6 ul
have seen and felt with my own O0eyeso6 ho
the person/s and family/s) can be compromised by a closed view. My firm belief is that

a spirit of open enquiry which explores life experience allowing meaning and story to

be made apparent enhassafe practice and whole person viewing.

This pondering cuasity, where possibility is opened up is very much a key attitude for
amindbodypractitioner. To becomeraindbodypractitioner, one needs to

met aphorically blink to clear the clinic:
data floatingtothestirace i n the clinician /.98.tient
Allowing a space where subjectivity and objectivity are viewed in the same space

means changingdm t hi s c¢l i ni cal analytic scientif
attit ud e 6thavmostlofdhe dataavould not have surfaced. The usual style of
medi cal questioning would not fn&%.gender
Having a phenomenological attitude means exploring the phenomena as they surface in
the i nter vi dthenfeanng df beiag o§tipingéBriodm, 2007, p100). By
suspending judgement and moving away from diagnostic labels, the real life world

(lived in the world) or experienceslorld becomes apparent. Here, in this encounter

there is no disconnection tieen the science world and the life world. Subjective
meaning not Ovisibled to science awaits
concepts of the lived body, or the subject body, describes this human capacity for
subjectivity as a chasm or a csogyover place that combines both subjective

experience and objective experience giving us a window to viewing this way. It really
depends what dAdwe as clinicians (200V@p.ose) 1|
108).

A hermeneutic clinical sensiijy has become my default position as | have explored
my own natwural attitude. Having a her men:
prejudices as it allows those who participate in this study to share their own stories and

also allows those who redlds to engage with their own experience. By its nathie
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research paradigm will invite more questions, never actually coming to a definitive

answer.

Here | tell a story from one of my own patients that influenced me greatly when | was
beginning tlis research project. Though it is anecdotal and does not make up the data,

its meaning had an impact on my wish to uncover the mystery of what happens person

to person in aspmbe and my desire to make it discoverable for others. My client

described her gperience in thevpmbeas though she was walking down a path together

with herHcS. They were both looking at everything together, expecting and seeing the
6samebd things, aware that t hatinthidcase, inwo ul
thewpmbethey had the freedom to end somewhere else. Thigombepathway

all owed something to emerge that was une:
you could have an entirely unpredictable and uncontrolled outcome, it was not

prescribed. Theypmbea | | o we d f Hare, is thiswpmbe cengedsation and

listening were prioritised. This was a dialogue where the routes remained unpredictable.

Research design

The research question and its hermeneutic phenomenological methodology exploring
the lived experience of a mindbody encounter for whaiora and healthcare students
informs thenatureanddesign of this studywhichis emergent over time. The gathering

of data from hermeneutic interviewing and analysis begin to throw reflectibaaah

other, alowing the reality of the lived experience to slowly reveal the phenomena.
Understanding of the phenomena then begins to grow. Intentionality, langudge
meaning fit well with this exploration of the lived experience ofWipenbe as the

encounter itself is a lived experience of meaning making. Similar reflections, or models
of thismethodar e enacted in healthcare itself.
which uses phenomenological concepts such a thematization and bisiegvorld to

assist patients in making sense of their illness and providing a method for describing

and making sxgnse of ito (p.

This methodology is making use of subjective reality through hermeneutic analysis as it
pays attention to human experiefigeinterviewing, outeviewing, and innefviewing
(Broom Booth & Schubert, 2010). There is an inward and an outward #swn a
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hermeneutic circleas each component part (story) points toward the whole and the
whole towards the parts (Smythe, 2011).

Ethics

Ethics approval was sought from the Auckland University of Technology Ethics
Committee (AUTEC) at AUT University. This hermeneutic phenomenological project
draws its information from interviews with human participastsat all times ethical
consideation was paramounRecommendations as per the document were adhered to

(seeAppendix A).

Social and cultural sensitivity

| outlined in my ethics approval the significance of the Treaty of Waitangi in this
research and | sought consultation with thebMadvisory group, MataurangaUri
committee at AUT University to considdre researcimportance and possible
implications for Mbri during and post study. Whakapapeelationships, Tika

validity of research, Manaatikangaesponsibility and respeand Mana Tangata
power and authority, were all discussed and specific implications for this study for
M Ubri were commented on. The feedback formed an integral caenpofithe study

(see Appendix B

This study was identified as being extremely conipativith the Mbri (whole person)
view of the experience of iliness and noted as being congruent with the Te Vepare
Whamodel ofMUbri health(Durie, 1998) It was also identified as possibly making a
significant contribution to future healthcare intAaroa New Zealand on its completion

and implementation as an accepted model of health.

There was no participant in this study who identified specifically Esriv

Methods

Identifying and inviting participants

Invitation was made via a separate invitation to each group Hz&land whaiora

who, as per the informatiosheetwere informed thaparticipationwas entirely

voluntary. Recruitment wasn a first come first served basis. | had no issue with
excessivenaumbersNine participantscame forward who were part of a much larger

group of 50 people. It was decided that a mixed sampling of both groups would provide
rich (but not comparative) data. This decisionnclude both groupsas made in

consultation wit my supervisors as it would add richness @dindrsityandenhance the
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likelihood of different perspectives emergifigm data. It would also be a more
representative cohort of the whole person mindbody experience.

Inclusion criteria and recruitment of participants

Recruitment9 participants were recruited from students and whaiora who had
completed the 8veek LivingWell programme held at Akoranga Integrated Health
(AIH) Clinic. The students had completed their placement in this area and all
assessmemequirements associated with the learning situation had been signed off by
the exam board. Participants were given an information sheet asking for consent

through an independent person, the clinic receptionist at the AlH clinic.

Exclusion criteria: Studes who were under my clinical supervision and-non

consenting parties were excluded.

Data gathering method: Individual-d@epth conversational interviews were conducted at
venues suitable to participants, such as their home or atith€lkic at the North
Shore AUT campus. Conversations were audio recorded (with consent) and transcribed

verbatim.

Informed and voluntary consent

| provided interested people from both the whaioratdo8groups with a detailed
participant information sheet (see Appendix €prder for them to be able to make an
informed and independent choice about participation. Students and whaiora were given
a letter in a rephpaid envelope by a neinvolved staff member in the final week of the
programme inviting them to be contacteauatithe research. To minimise risk to
participants, it was important that they were not involved in the research until their
formal involvement with the programme was completed. The letter included an
information sheet and a consent form with a requestaice contact with myself or my

supervisor if they wished to participate or have any questinswered

The information sheet outlined the specific reason for the research, information about
the interviews to be conductezhd where and how the findings wa be published. It
also outlined how participants could accdssresearchfter it was published. It stated

that participation was entirely voluntary and that the recorded interviews would be
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safely recorded and stored. Participants returned a sigmsérat from approved by
AUTEC (see Appendix D) after they had adequate time to consider the invitation.

Respect for rights of privacy and confidentiality

There is a need to acknowledge and uphold the right of participants to privacy and
confidentiality Participant®identity was protectedisng fictitious names; each

participant was given a new name. In particular caglesre significant identifying

features (health events or disability) became apparent in the stories thepiselaes
discussed with mmsupervisor. Editing was done to minimise the potential for the story

to be recognised. The richness and power generated by these (particular) stories was
seen as integral to the experience and as validating to their own experience and that of
others. Ineach of these casdsought additional verbal post interview consent from the
participants in question.

All consent forms and digital recordings were stored securely in separate locations. The
place of the research has been identified as this seemedantgbat it was located,

but the individuals identifying information was altered. Students and whaiora were
identified separately in the stories, as this added to further dimension richness of the

data.

The participants

The participants were gathered from those who had completesvaalBprogramme in

an interprofessional student run university clinic in which they experienced a healthcare
engagement involving wpmbe TheHcS, both undergraduate and postgraduedene
fromtwo universities in the Auckland area, AUT University and Massey University.
They comprised diverse healthcare disciplines inclydaognot exclusive tanursing,
physiotherapy, occupational therapy, psychology, psychotherapy, dietetics

osteopati. Theyvolunteered to participatéhat is,they were not invited to the study

due to their specific discipline or orientations. In the prograntin&.and whaiora had
explored together the experience of living with a life changing event or ongoing health
condition. Whaiora had been invited to attend the programme advertised as a whole
person approach to living with ongoing illness or a life changing event for those seeking
wellness. This &veek programme is run by an interprofessional group of clinical
edwators. The structure of the programme involvé®a@r contact time betwedfcS

and whaiora on a weekly basishourindividual and 1 hour group interactive sessions

exploring wellness in the context of a whole person mindbody approach. In addition,
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and ntegral to the programme learning, group reflection and teaching takes place
outlining a whole person mindbody approach.

Engaging in research interviews

To prepare myself to gather stories from whaiora and studertsd and reead van

Ma n e (20d6&Meaninggiving methods inphenomenologicalvriting. The interviews

were held in a private and calm setting familiar (known to the whaiora and students) but
not the actual rooms in the clinic where they had had wW@mbeencounters. One
participant choseothave the interview in her own home as she had a severe physical
disability and at that time was unable to travel. Each interview wadddaee semi
structured with a short list of indicative questions. They were recorded verbatim and
later transcribeavord for word and held in a secure hard dive folder by myself. Four
interviews were conducted in quite close proximity, Weeks apaytind were shared

with my supervisor for feedback on the process it€#ticussion was had on how to

focus on capturinghe story of the lived experience itself by the nature of the questions.
The original list of questions (five in total) had been discussed before beginning this
process as the style of questioning was an important component in eliciting a story from
a lived experience. In order for this form of hermeneutic questioning to evolve, | went
back to my supervisor after the initfalur interviews and we looked to together at what
6storiesd i f an-yordeedtheandieative quesiionsgo ba materop e

and less prassumptive and prescriptiygee Appendix E)

| chose to adopt an open and hermeneutic stance which acknesilealjanguage and
silences themselves holds meaning. | thus allowed the interviews to flow, becoming a
more emergent space fetory whilst search for meaning. Each interview was allowed
as much time as was needed, in some cases 60 minutes houregibzexi 6690

minutesto givegreatertimeto the experiencef the interviewitself.

Returning for a second interview wasansideration if a deeper exploration of a certain
experience would have been useful. After eight interviews were conducted and after
discussions with my primary supervisor, we decided this was not necessary. The data

was indeed rile.

The interviews themelves
In the interviews we paused often as interviewees began feeling the very experience
itself, at times revisiting the powerful transformative effects of thpbme We

wondered together and were curious about how this could come about. There was a
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pereived knowing one had had a life changing experiende one case as the

whaiora expressed literal speeding up of the rehabilitative process. There were tears

at times from both myself and the interviewees and long moments of shared silence as
weboh became aware of the OrwpambeThissmyagzah 6 of
close relational encounter as westwred the experience. The quote below from a
whaiora (within the interview itself) captures almost perfectly this experience in the

interview.

By getting to know each other like we did, your origins and your history
it established a relationship. Unbeknown to théteS they enabled

me to shed some of the skins to get down deeper, similar to the
experience of this research interview its@#rian, whaiora)

Gathering and analysing the data

In hermeneutic phenomenolagnquiry gathering and analysing data are not separate.
They occur simultaneously from the first moments ofrefftection, starting before and
then continuing within the interwe process. There is further flowing backwards and
forwards using pre and post reflection and-sefliection processes. Through this multi
layered process of noticing and contemplation the essence of the lived experience is

revealed.

To feel you have adegqtely described the experience of another is extremely complex,

as van Manen (1997) soapthidsa A Ex peri ence i s al ways mor
eni gmatic, more complex and more ambi guo
(p. xvii). It became apparenbf me whilst writing these storieiow challenging it is to

remain true to the data. As in the quote below we become the creator within the

relationship of language and experience in human enquiry.

How do we capture and interpret the possible meanings of a (human)
experience. The things we are trying to describe are not thingsi at all

our actual exper itédnngd. arAen dl iytedr aMel ys
create som¢hing when we use language in hunraguiry. What is the

relation between language and experience? It seems that with words we

create something (concepts, insights, feelings) out ghmg (lived

experience) yet these words will forever fall short of our aims. Perhaps
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because language tentb intellectualise our awarenésknguage is a
cognitive apparatugvan Manen, 1997, pviii)

Acknowl edging to myself that Wwomdsi willd |
the writing and crafting of the stories themselves. Capturing gaaimgs or
significance of the text was challenge for me. | needed to allow myself poetic license
whilst remaining true to the participants themselves. At times the stories were of a
deeply felt human experience that was disturbing. Van Manen (2016 )be#dtbe
phenomenological text succeeding when it lets us see that which shines through, that
which tends to hide itself. The writing itself is revealing something from the stories
which point to the experience.

The words are not the thing itself. And theit is the language fully able

to deliver its true meaning, as language itself is a limited capacity. So

in our human science study we write as if we are responding to the text

as if reading poetry. We need to be attentive to what has been said in
and thraugh the words(van Manen;1997, p.93)

In this way of responding to the text as if reading poetry, the stories of the lived
experience began to be able to speak for themselves. They became tangible and real.
Essence began appearing. The essence wagdreghand enriched again and again by

a new experience created by what happdretween mgthe readerand the text.

Generating coherent stories

The watermark of phenomenology is when a story read from the data
holds the audience in almost a sacred sdefitey are captured by a
felt knowing that stays with them in a story that becomes their own.
(Smythe, 2011, p19)

Crafting the stories from the transcripts took considerable time. | wanted to use the
language, wordsandtegnd not abl y dieswmadic waeof exgpressing |
themselves as this placed theand not mein the story. | wanted to capture their story

sothat there became a felt knowing that remained long after reading this work. For me,
each participait siay of speaking and use obvds, their pauses and gaps in the story

that met up latereflected for meheir way of being in the world. | needed to keep my
research questiowhat is the lived experience of thigombefirmly in my mind as |

tried to Apay at teedn t(iSomy tthd8) kndRadyihagthisapb.b e d |
experience was always and oelyerexperienced in the context of the lived experience
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(so far) of the participants lives. Becausewulmnbewas so interconnected with health

and peoples view of illness | foundid challenging at times (to stay on task) as the pain
experienced in other healthcare situations (which they often referred to) was at times
raw and vivid and came to the forefront.
in this (vpmbé@ encounte from other healthcare encounters. My task was to go deeper
into the experience itself.

Crafting the stories

Crafting stories from verbatim transcripts is integral to the interpretive process, at this
stage as a hermeneutic researcher with my understandings | became closely entwined in

t he pr o] ecafted phenoremnologieal story is able to reveal vadhyeing,
thinking and acting in the world that shi
(Crowther, Ironside, Spence, & Smythe, 2017, p. 82i8se story only ever provide

glimpses , as the actual truth is never the goal. With this methodologylenultip

meanings always remain to reveal new possibilities. This appealed to me immensely
(although was distinctly challenging) as it is as though the stories themselves always tell
another story. It meant for me that | could put away any presumption whilst sti
acknowledging it, and whatever was glimpsed was only ever a part of the truth. How |

actually did this is explained in the next paragraphs.

AnalysisT interpreting the storiesi challenges for a hermeneutic explorer

The words oflte famous Persian pdetimiexpresssery wellhow [ felt about this

stage of the research: fAObserveécldmhe wond:
t hem. Feel the arti st r(Banksad99b,p.d53yitingdou g h,
capture the stories from the transcbptame a challenging prospect as | sought to

display as honestly and clearly as | could what was the essence of this lived experience.
How coul d I ¢l ai m an owrite¢heirGastualsorde,sot ? How c ¢
represented their experience? Adegtho6 f eel i ngdé was ri sing uf
experience of illness, the hurt and the pain of feeling separated from oneself was very
strong andas amindbodypractitioner this was a deeply felt lived experience that

resonated with mine. | needed tod the silence in me for these words to speak.
Representing others in their truth became paramount and the sense of this ethical

responsibility sat heavily with me.

Overawhole year of deeply dwellingmbedding myself in the stories, | had come up

with the essential themes but they were not the essence as | found out. | have recorded
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these thmes in writings and a diagram (see Appendices B & @et again with my
supervisors to reconsidey own experience in finding rather than crafting the stories.
My vison had become clouded. It appeHo me that the stories of the experience were
the thing itself, there was so much meaning in there, and surely the themes were
obvious. Surely this was the phenomena showing itself? These had been difficult first
morths where | felt quite isolated and alone. | could see these emerging themes and
outcomes and | had no idea htwstay with the story itselffter all, it was no wonder,

hadl notbeen trained in outcomes?

So what comprises this hermenelftesearcher) plus clinician that | arA?

hermeneutic clinical sensibility includes:
Astrong sense o tfakoowiagtsatthiswhapes and limiast i o n
oneds own c ap aasensegof theoexperierdia wosld oasystem,
oneo6s ofihe patiehtadand that formed with the patient, a strong sense of
complexity that resists all forms of reductionism, a sensitivity to the languages
of personal experiences, including reerbal contexts, a strong sense that

understandingiintdasrapgphl seatsieomns cur at
and devotion(Orange, 2011, p. 26)

| had experienced a strong sense of my own understandings inuhtsosi and needed
to jump this obstacle of my own system. | had to beai@ed in order to be witand be
sensitive to what was now formed between us as a new understanding Horddénmg

of these stories. | needed to resist my own reductionism.

My secondary supervisor wondered aloud with me whether | wanted to change my
methodology to a descripé phenomenology which would have fitted this style that |

had used. No, | didot want to change my methodolgdywvanted to find a way to do

this phenomenologically, hermeneuticalBp, | began again, a réwelling with the

data. | had to keep with the data and write a story that kept to the truth. My supervisor
said I had been 6picking out the eyesd of
see this for myself. At this stagere-worked my whole writing of the participasd

stories.

| sat for hours in a state of reflection and meditationyniéng and reading and +e
writing. An iterative process seeking to capture the true essence of what w&sftyaid.
threestories in ad all so entirely unique, descriptive and riveting. | was looking to
what was behind the wordsetween théines andcontained in the language itself. All
the while I was noticing and honouring idiosyncrasies with nuanced understandings

coming to light. Imall,] wanted to find the édnakedd tr
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each transcript, rerafting, the stories reading and thercrafting again the stories |
began to feel and oO60knowd in my being tha

twasn ot Osomet hing fidone in the mind in a
p.44). Smythe (2011) tafidabout looking and looking again and in the pondering of
meaning the philosophy itself becomes alive; it is then that the resonance draws us in
agan and again, fresh each time bringing to a new understanding. What happened next

is that the stories became stories and they did become alive (Smythe, 2011). They
became their own stories of the | ived ex|
cavedwelling story, the cat story, of opening the heart, the pillow Staaring lost in
healthcare, the making of the sheath diessnouring simplicity. They became the

stories of what happened in ttypmbe In the findings chaptershe storiehave mmes.

These stories became the background to the experience and then the foreground came to
light.

This story writing became a fAlived exper.|
somet hi ng (dhomdord Dykes, & Dawne, 2011, p. 4#had retraced my

stepsl was garting to see the link between the s@erand merging understandings.

Once the stories were alive they started to stand alone and together, as if they were
pointing towards each other, each making a unique contribution to tHe.Whtarted

to see how they were linked and the findings emerged. | was able to grotgrite s
and put them togethertmthree findings chapterthe what, the experience itsetfie
where and the landscape of the how, the emergence ofjhebe(described in

Chapters %).

In order to understarahdmake sense of the data, one first understands the parts in
relation to the whole. The parts each reflect their own meaning, whilst also having
something in common. Each is a unique reflection of thaméha contribution to the
whole. The engbroduct,which is the meaning, is more than the sum of the parts.

Introducing the findings

At this poirt, naming the phenomena becoradsystondor thinking, questioning
listening, reading and writinggmythe, 2012; Thomson et al., 2011)

Reflectioni Poems

| havewritten a poenas way of reflectionlt captures components of my experience of

learningto use this methodology to uncover tived experience of thevpmbe It
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recogniss the twists, turnghallengés and funwith writing true accounts
encapsulating growing intimate closeness | found with the lived experience of the

participants, the fusion of horizons at forming of a new understanding.
Somedays

Some days itds easier

lamaliveint he O6knowi ngo

Some of that reaches the paper on a good day

And what of the others?

Others | am caught up, caught up in all the questions & answers
Doubting myself immensely

The task too long

The task too huge

The task not where it is at

Thetasktod ong and windingéé..too many twists
The task not within my grasp

But then,

| take it slow

| honour myself

| honour my time

| deeply know my small part in the world

| let grace visit

| feel her gently delight & become my companion once again

| fall in to contentment with the suffering other

I no longer resist, life comes in for them and for me.

Janette Tolich
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CHAPTER FOUR
The Path of the Struggle

The Healing Time
Finally, on my way to yes
| bump into all the places where | saidtoany life
all the untended wounds

€ . the old wounds the old misdirecti@and | lift them one
by one close to my heart
and | say holy holy(Gertler, 2019

An introduction to the path of the struggle

In this whole person mindbody encountep(nb¢ the whaiora anticSwere

expressing something aliioa struggle in their storieds they talked about the lived
experience of thevpmbe they spoke of it as unique, beiagomewhat new experience

in a healthcare setting. There waglainvitation to ke with the struggle. All
participantseexperienced the struggle to some degree, eitheteheartedly or

tentatively.lts presence becamecammon and collective experience. Some participants
had a sense of remaining at the edge of the struggle noticungcanscious flexing
boundaryOthersexperiencedd e eper capacity for being Ai
able to venture right irEncountering this struggle was not the experie¢heg had had

in other healthcare settings. Both whaiora Hie& expressedeing accompanied in this
healthcare relationship to explore their most deeply felt experiences. The surfacing of
these deeply felt experiences had made them uncomfortable and others uncomfortable
in the pastTheyfelt they had not been allowed to havedd uncomfortable

experiences surface befolet alone view them as an integral component of the
encounter. The reality of the struggle they were having, their authentically human
experience of suffering had previously been swept under the table dislihdt matter.

Now, in thiswpmbethey were able to tell these stories,iitls¢ories of the struggle had

found a place herélere in thiswpmbe both whaiora anéicSbegan to purposefully
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and meaningfully explore their real genuartual experiencef the strugge withone
another( Cassell 1975).

As Gertler sal to me in her poenThe healing timgaking the wounds one by one and
tending to them, as a real and present real#ty be an avenue of healing. Gertleredlk
of how heartfelt holding and paying attemtito the suffering or tender spot, the
untended wound$yrings about the healing tin{&ertler ,2019)

In this chapteron the path of the struggle, | will take ydlie readerthrough these
stories using a vocative method of phenomenological enquiry to heawiaara and
HcSspeak of the experiencetofh i s 6 $willrshog the \&riéd, singular and
particular aspects of this experience each uniquely situated in a pestsoyaT his
chapter will therdraw together what each story holds imooon. The stories
encompass a truly felt human experience of illness. | do this intordgpke a pathic
response in a type of relational understanding which involves bringing my own
interpretive lens to consider the exipeace of otherl am not looking for an explicit
meaning but calling forth a response from the text that resonates withaerstanding

and stirs my sensibilities, in the spirit of phenomenological en@uiny Manen, 2016)

The struggle

Cassell (1991)in his famous article the nature of suffering and the goals of medicine
talkedabout what is a truly human experiencdlimess He is one of the first to
recognisesuffering as the dissolution of self. The self that you knew before illness,
before this experience of the disintegrated self. In illness, the body can no longer be
passed over in silenck makes its presené@mown. The suffering comes about from
this dissolution and loss of integrity. The pain and illness brgwyith it a secondary
suffering(Cassell, 1991, 1998; van Manen, 2016)

Cassell (1991, 1998) identified sufferingaspecific state of severe distress induced by

the loss of integrity, intactness, cohesivenarsd whoéness of the person. He
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identified it asa threawhichthe person believes will result in the dissolutidmis or

her integrity.

The struggle to be with the struggle

Sarah, a student in thgpmbeprogrammetells about her experience of being in an

environment where you acknowledge the struggle:

In my other clinical environment, it was really stressful beiiity the

struggle and having that pressure of having to fix it, having that
responsibility. |l found it a real wor
to find that sense of happiness within themselves and a sense of

fulfilment in their life. | think becaudehave a condition myself, and a

lot of the experiencawvere quite painful experiences to tjwough,so

| knew what it felt like. It was nice to be in an environment where you

could hear about the strugghgou could acknowledge that it was really

hard.

It was ok to just not do anything about tteuggle;it was ok to just
listen and be with it which often | think is a more important aspect.

When | wa slinid) Itwasiworkirg lith tpeople who had a lot
of struggles that they were trying to wohkdugh. It was like they came
to me as a physio just to fix all the

that that was the problem with them; the problem seemed to be the way
they felt about themselves which was perhaps more the real problem.

My experienes at the WPMBA continued on with me and helped to be

ok with it much quicker than | would have been otherwise. With not

being able to do anything thatdés goi
can do is like do a little bit with the time they are with you laoplefully

make a little bit oflifference in the way that you are with themthe

way that you listenor the way that you make them feel when they are
there.(Sarah)

In this story, Sarah is saying hpfer her, actually being with the struggle was cui

difficult thing; it was not very easy to be with the galrexperienceshat patients were
bringing. For Saraht also felt a real responsibility and a worry that people would not

be able to find fulfilment or happiness. Sacalld feel this quitetsongly as i

resonatd with thepain,shehach ad her s el fkneaw shatit fefi lké .i e ar dih
tells of her previous experience of being in a situationtasSavhere you are expected

to fix the problem when it is not fixable anthynotbethe root causef the problem.

Inthe past,thisnade it harder to be with the pati
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ethical and a relational struggle within ashié torakes were on. It made the sense of
responsibility worse because you could not atterttié real thing itself. It was as if it

had, in the past, beelifficult to look at the truth. fie expectations in the healthcare
relationship were a barrien geting to the real problem that the patient was facing. If

you were able to literally take the glowef or stop the pretending that you knew what

to da then all would be made visible atttetny ou coul d figng 6t lead wi t h

problem.

For Sarahbeing in thiswpmbegave her a way to be with this situation. Here she felt it

was olayto just be with it. It was sufficient to be with a problem itself that was not yet
revealed. All she needed to do was to listen for what emerged. Sarah had difficulty in
actually putting her finger on what happened, or even admitting to herself that

something did happen despite her beliefs that a healthcare encounter could be about
fulfilment and could ease the sufferim@espite thisshe had the capacity to feel that
somehing did happen. Sarah felt she had not been allowed to have this kind of
experience in ér past healthcare environmeit®w she was free to attend to the

Oper sono. Bei ng wpmbhehkay actuadly npadeta difereticget,itn -t hi s
stllwasnaseeras t he r eal 0was toseflctedeandtiiadifficulty.in Sar a h

reconcilingthis unfolding picture.

The struggle-stuck in the iliness experience

Whaiora story

In this story, Florence talks about her experience of iliness as being stueksinrtty
of life. By entering the cave together in thpmbeshe found a way out. A light was

shone on the struggle.

When [ think of my illness, it feels like | am going further and further

down into a deep cave with the cave wetas. Its gets worse and worse the

further | go and there are a lot of nasty things down there. When | am
downsofari t 6s | i ke there is no way out. T
to terms with my illness | am stuck and | am not able to move, | am

going nowhere. And the going nowhere has no end. In the mindbody
encounter, we trudged together through the slurry oflifé somehow,

we seemed to find a way out. It was like we put some sunshine in to a

dark place. Depth of feeling that had been blocked off bubbled up to the

sur face. It wasndét easy and at ti mes
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this stuff up, you are kthof forced to be honest and it could even be
quitetiring. (Florence)

Florence describes the place where her illness takes her. Itis a long way down into a
cave; things get worse and worse the despergoesShe expresses that it is the feeling

of notbeing able to come to terms with the illness and of that experience making her
stud and not able to move. It & hough she is resisting a for@his stuckfeelinghas

no endin sight,no light at the end of the tunnelp way out of the cave. In thigopmbe
experience, Florence tells how someone went withrterthis cavethey trudged

together through this slurry, finding a way out together and putting sunshine into a dark
place. Actually, going into the cave and the feeling of being stuck was easgn

thing; but putting some sunshine in there was equally frightening and exhausting. There

was a depth of feeling that had been blockedvbith now started to bubble up.

For me when | hear this story féel the awfulness of this stuck place thatréhce

talks aboutAs a clinician | find myself very often there tdois dark, it is dampand it

is lonely, but most of all ifs stuk, there is newhere to go and nway to get thereNo

one minds getting dirty if there is a nice hot shower at tioeoé it all but in this case

there was no way to get outhe experience of illness is a truly commonly shared

human experience. It seems Florehas already experiencédi f e 6s chal |l eng:¢
she talks about livings not just life buthe slurry oflife. Right now,in heriliness

experience she feels stuck in this slurry.

Being accompanied into the camethewpmbeand trudging through the slurry of life
togetherthrew a light on this stuekess itself and somehow got it moving, bubhling
and shiftingFor Florenced be hergshe needed to be brave and fearéssgou were

forced to be honesfn uncomfortableplace to be.

| feel Florence is describingammonly felthuman experience of iliness, it is
uncertainty, it is hardshj@and itis trudging through the slurry of lifdt is quite
commonalsoin ahealthcareencounteto feel resistancom the other side of this

relationship hearingwhat istruly happemg for patientscan also be difficult.

Florence is describing how thiggmbeenabled her to be with this experience in a way
that changed things for he8hemovedfrom the stucknessof the situation to a future;
thiswpmbeenabled a futureBright (2015) talledabout the meaning of hope in
rehabilitation and how it is not necasdy the solution or a change of circumstance that

allows someone to rehabilitatdaintenance ohopein rehabilitationgven in a
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desperate situatioms significantly important in recovery. The clinging to hope is life
giving. Like someone holding thide raft for you until you can manage to get on.

It would be easy to simplify thisxperience aan empathic encountedf course,

empathic connection is more than likely a componauit] think if you look closerit

was nore than that. | thinkomething heredorced you to be hondésind the fact that
required bravery and fearlessness seems to point to something else. | think it is
describing an experience ofibg able to bewith the horribeness itself, a means get

to the actual struggle. While you are down in the cave of the humanness of iliness
something shone a light, it shone the light on that struggle. | wonder what experiencing
a place that was hidden from the light was like. Whattivastuff that was @gmed uf
Maybe just being in this together, still not being able to see but looking anyway, not
giving up, not giving in when it is tough. Maybe the experience was finding a way out

by trudging through the slurry itself.

Permission for the most desperatelting to surface
Whaiora story

In this story Sally is talking about the permission she feels intpmbeto bring her
whole self. Here in thisgpmbeher difficult experiences are brought to light.

You might remember | was quite nervous and worried thaimatic

things might come up, | was afraid they might be in the room. | actually
wasnbdébt sure what to expect. This wpmb
light these challenges | face which | found interesting in itself. One week

| was really thrown and ferlg quite sensitive which is not so unusual

for me but despite this | felt cradled And | think for that to have been

the case, a lot of time went into just really focussing on what was

important and what was allowed you know | kept saying, am | allowed

to? And there was that feeling of being allowed.

Having time to check in with these students and then come back and
reflect made me feel like a human being, not a patient. It was like being
a member of a team, not the focus that was being dissected anskahaly
and being talked at and made to wait and secondary to my diagnosis.
Hearing otheréstories was useful as well and made me feel included
and through this | got a sense of where | fit with that. | felt a sense of
agency about being able to say is ittokocus on this or that and that
was a different dynamic for me based on my history of health
professionals. It made me feel as if all of me was allowed to be in the
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room. That was so precious. Allowing all of me made it an enriching
experience(Sally)

Sally describesll of her being allowed in the roarBhe felt she needed permission
be there as a person to feel likeuanan beingind notthe focus that was being
dissected and analysesd made to waitSallydeveloped a sense of agency in the
wpmbealso nowable to see where she fitted in. She describes being includgzhes
of the procesdike being a member of the teaescribing this as beingadledas in a
safe relational holding spaceteam onemightuse whenalking about a mother
cradling her chil@ a metaphor for safety.hls safety was felin the presence of fear,

along with her sensitivity.

The openrevealingdialogue encouraged in thiggmbesat within a culture of

promoting and valuing authenticity and autheehgagemennot usual in our

healthcare cultur@gsnotedby Corradi Fiumara (19955t he sort of | ogi ¢
our culture does not seem to allow for the more authentic openness that may sustain a

revealing dialogue(p. 33)

Thiswpmbeembraced unique philosophy of listening and viewit@prradi Fiumara
(1995)discussd how the philosophy of listening sits within a tradition of questioning,
how the one and the other atesely linked. In addition, thisteningis an attitude,
which is mirroing how the questions@being askedlhis attitudecreats an open
dialogue. In thevpmbethere was a recoggaible culture of listening leading to inclusive
viewing of the subjective experiendoom (2007)described this asaving ears to

hear and eye® seehat promotea whole person viewinghis attitude of listening
uncovers that which isvisible and renders it visible.

Student gory

In this story fom Jack, he talks about thkg@mbebeing an experience of attending to
emotional comfort in the physical domain and this allowed the most desperate thing to

surface.

Usually people are seen for healthcare in two different dimensions: |
think in the WPMBA because we were able to attende@inotional
comfort together with exploring the physical challenges, it was like the
thing they were most desperate for came to the surface. If the client is
nervous or discomforted, even the physical is hard to deal with and vice
versa. | think one suppis the other. | felt like dealing with the
emotional stress helped them put more faith in the treatment and helps
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with a better recovery. They are more driven to come again. There is a
willingness because they feel cared for and someone has reallydistene

to their story. That listening part | think is quite missing. | can imagine

if I was wunwel | , if someone actually
let me have a session from my point of view, | would be upset and | think

it would affect my healtl{Jack)

Jack describes thispmbeas not two separate dimensions anymi@erone

dimension allowing the other. | think Jack is talking about a multidimensional kind of
listening. He feels that providing emotional comtogether with exploring physical
challengeshas the effect of the whaiora being able to look at what is most desperate for
them It let the most desperate thing come to the surfHoe.starting point becomes

theirs not yours. Neither the physical nor the emotional are prioritised or priviteged
thewpmbeover each othePrioritising the listening means the whaiora feel cared for

and this way of being with both dimensions and allowing them to surface means that the
whaiora will have a better health outcome. Jack feels this himself to beél&dieels the
whaiora will have more faith in the treatment (process) and become more engaged when
the emotional elements are considered together with the physical dimension. By looking
at the person in this wait,gave permission for thiing they werenost desperate for

came to the surface

Broom(2007) describ&how moving away froma diagnostic diseaserientedattitude
meanghatan unexpected pattern camergeBroom (2007), encourages mindbody
practitioners to allow this emergent meaning anddspace through an attitude and
spirit that suspends judgement, relying less on diagnostic labels and taking an

explorative phenomenological approach.

This spirit of meanin@nd being ispparent in thetories of thevpmbe This spirit
means thgghenomena can surfaaad emerge together withe diseasexperience

Both the whaiora and the students describe an experience of sonukfficod
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surfacing.To allow space for the phenomena to surface in this encoumeneeds to

hold a phenomenolagal attitude and suspend judgement

The struggle being at the forefront

Studentstory

This story from Sarahdescribes thevpmbeas a unique and powerful way of looking at

experience together. Here, the struggle finsplace at the forefront of trencounter.

I n my O6énormal 6 therapeutic encounter
based way of learning you would say what can | help you with/what

seems to be the problem? You would start off with the problem and work
towards goal s bas e dthi@swpmhelyes,tpeople ob |l e mé
had problems, they had things that had triggered them to come in the

first place but that was not what was in the forefront of what we focused

on. It was more about increasing wbking and working through

things in a positive waylhere was lot of sharing experiences and also

|l ooking together at what other peopl e

That sharing of experiences was healing and quite powerful too, that

feeling that you are not alone. In contrast being able to be in this whole

peson environment where you are ackn:
going to fix them or change the situa
like that is still enough. The being with somebody is still enough. This

being with them was having the opportunity to jisgen, to listen to

peopl ebs stories andSammknowl edge t hos

Sarah describes a different therapeutic encounter where she was looking together at
experiences rather than a probleased encounter. The opportunity to just listen and
acknowl edge peopleds stories while also |
them was still enough. This on its own had an effect. It was okay not to be fixing the
situation. The sharing of experiences in itself was healing and powerful. It enabled the
whaiora to bring themselves as a whole to the interaction. Looking togetimepat éh e r 6 s
experience was at the forefront of the encounter itself. The other problems people came
with were in the background. This way of being with others imgimbemeant the

whole story was listened to. Sarah felt that the problems were there togeithireir

stories. Stories were acknowledged along wiithas a person in relationship being
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acknavledged. It was as though yaere welcomed as a&pson first with a real life,
your problem or diagnosis cansecond in relation to that.

Whaiora story

In this story Jill is telling us that she felt like she could be viewed differently in the

wpmbe It was like a meeting in the middle. She experienced being embraced as a

person whilst being seen as more than her illness or diagnosis.

| just loved thisapproach, there was a vibrancy and liveliness to it all.
Just to think it HePwssjustdaptpsecnfem g f
for future outcomes, for the next generation for people who are unwell.
Reading the words on the flyer (invitation) | wondeheav it could

or

come about, I t hought I canot beli

strongly positive. There are people here who are going to embrace the
whole persori you were a person at the end of the day. | wondered
why more peopl e aNeeveré all qute difierent t o

t hi

people. We werenot all stereotyped.

to know you and to get well. It was extremely kind without ridiculously
sounding touchy feely with a level of fun. Structured and | thought it
embraced itWe shared our names and we were all remembered.

For them to understand that you are more than your iliness, | just love
the approach. It was gerb There are different ways to get better not
just going to your GP or physio appointments. Combined wishwhiat

was extremely noticeable was that | experienced an understanding that
they wanted to understand how we felt as patients. They were wanting
to be more encompassing and see
feeling that they wanted to do something d#ifey you know? | felt so
lucky and noticed just even some of the questions were extremely
enlightening.

| still often find that sometimes you get eFHhat is purely, medical or

drugs or so far a certain way that

comes up the middle and embraces both the purely medical and
alternative in a good way while still getting a highly trainedPHThey
either do the medical thing or the alternative thing. In this wpmbe you
are still getting very skilled trained professals, but you are also

e\

S

o)
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getting them to see it from another perspective that was great. They
seemed to grasp what is needed to help a person who is not well.

| was so pleased it was available because the health system needs to be
more than someone just fiting up for a knee replacemeill)

For Jill, the wpmbewas such a lively and vibrant experience, she just amilbelieve

it. Finally, she had found a place where every aspect of her as person could be
considered along with her illness/diagnosisndtde her very hopeful of the futyufer

herself and others. Being with theseFHvho embraced both her meal story and her

other story, she felt she wesnsidered as a person not just a diagnosis. She juso felt
luckyto have come across this wayesfcompassing both medical and other

perspectives together, embracing both in a good way. It was meeting in the middle. She
was more than her diagnosis. It was a feeling of others wanting to understand, wanting
to feel how she felt and see her as somethiinge and do things differently, of being
remembered for who she wast what she wadt was whaiora being considered as
different people, as individuals, not stereotyped add Were encouraged to take a look

from another perspective.

Whaiora story

Jill is talking here about hexperience of someomeaskingin thewpmbe This type of
6askingbéb went deeper and could allow exp:

solving.

Sometimes | come out of an appointment and | think that was a waste
of time whydid | bother going. Of course, medically there are not
always answers. | understand that but in the wider spectrum | feel there
are answers: It just no one has ever asked the questions, not just the
right question just any questions!! In the wpmbe | feiitain things you

know that neone has ever asked me in an entire/88rs.

To tell you a story. When | was diagnosed almost 30 years ago my

younger son was 8 years old. | was backwards and forwards to and

from a major hospital and in that time no one resaid, or actually

asked how your son is? Itéds not until
he felt quite distraught seeing me in hospital-d¥e actually asked,
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including me to a certain extent, to be fair. You know it was a different
generation really.

Now | feel it could be differeiityou might have thought well, Gdtbw

are my children? We were both very caring and loving parents, but it

might have made us think a little more, not necessarily do something, it

would have highlighted it, and made usvh a wee think and talk to

him a little bit more you know. | absolutely think that this asking it gives

you a nice feeling for want of a better description that someone is
interestedinou €é and your family and how yo
thebesi nt enti ons; I havendét experienced
time | havenot experienced this askin

Someone asking you, it gets you thinking, it jolts the person. | think that
jolting is probably a little bit extreme, but it helps someone immensely,
| think there is a lot more to chronic illness than just new drugs to give

you. There is more to a patient, you might fix it for the time being, but

they never ask you about the other aspects of your life.

Even when you take your dog to the vet, they askjyestions about

food etc., but my experience is they never ASK the patient and | think

they need to, with chronicillnessgeneragllyo t ake a | ook at a
di et , their mental state, the person,
new drug8l think thee is a lot more to it than fixing them ugill)

Jill felt this askingin thewpmbewas somethingery different. Thewpmbeeven made

her think about the whole question and answer thihg kind of askingand that it

actually happenedvas in distinctontrast to her previguexperiences in healthcare

She acknowledges that medically there are not always answers. She thought maybe it
could be a generationtding, but she also wondered ifdR do not ask the questions
because they do not always haveaheswersas there often are no answelifl.excuses

them knowing that deep down they do want to do their best, but it feels like they are not

able to acknowledge the other aspects of your life that are impacting on your illness.

This asking in thevpmbewas not araskingthat led to an answer. This approach just
seemed really healthy, holistic. It was like they could take a look at the real things that
were going on. It took some courage to do this asking. The kind of asking was as if
somebody is genuinginterested in youyour family, and how you ardill thinks it

would even jolt her own thinking about what is going on. It would be an immense help
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when you are struggling with a chronic illness to be able to put all these bits together as

opposed to jst one thingBroom (2007) talkdabout this style of questioning which
all ows emergence of story: AThe usual
emergence of story or If@orlds rich data and the assumptions of the clinician may

evenleadthe | i ni ci an to suppregqpsl0O®uch dat a

In these storiesbout giving permission to the struggbeth the whaiora and the
students are talking abothte struggle finding a plac&hey talk of something else
being at the forefront. Ty talk of a different kind of asking. Broom (2007) siateat

this unique whole person style of questioning is in contrast to the usual medical style. It

leaves assumptions det door; the search for data longer suppressthe rich life

world story.

The call to the vulnerable edge
Student story

In this story from Gabrie) she describes how thgpmbetakes you to the edge where
you might choose to go deeper in relationship. It is a call to vulnerability. A call to

relationship.

| feel so grateful that | had the opportunity to experience this. | believe
itdéds everything, | wdy everytling shouldibea t 1 t
But | am also aware that could be
empty.

It was like giving over of themselves and being open and vulnerable
with another person. If youas a HP, are not willing to ever be
vulnerablete n youodl | still do your job,

j

f
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s h

us

yo

bit better, they might tick the boxes

I woul d argue not. l'tés | i ke you
lunch, you turn up for the netball games, youtdbalane or whatever
but you are not actually there.

ltds | i ke that. You tick the boxes
intangible part of being a mother which is essential, well its love, how
can your child grow and fl ourish.

itdés not | ove hebww!|werarbe Igitwi.ng Even

itdéds quite deep seated, i f you al/|l
clients. You might go above and beyond. You will also want to hold your

ar e
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own boundaries too. |l t 6s apyou ne, a f|
have with someone, i f someone i snot
themselves in some truthful vulnerable way you might never get to a

deeper level relationship with the(&Gabriel)

Gabriel describea call to a deeper relationship. It was an elpee where you had to

be willing to give somethingwer of yourself, and it requiregbu tobe vulnerableShe
explains this using the story of a mother just going through the motions and what it
would feel like if you were the child and this was yawther; it would feel empty if

you were merely ticking the boxeShe feels this is similar to what some whaiora have
already experienced in the healtine system. She likens it to having a belief without
which it is emptiness itselShe describes how youudd manage to do okay practising

as ahealthcare professional indat i ¢ kvaytbut thai somethindgeep seatediould be
missing. Something deep seatbdt makes the difference between existing and
flourishing. She describes this giving of vulnerabitiiyards the client from herself as
showing yourself in a truthful way that could lead to a deeper relationship. It is what is
needed in any relationship in order to go to a deeper level. Gabriel feels it is a fine line
to walk where you nekto hold your n boundariesHowever, therein lies the cab

go beyondf you can manage it. Gabriel also links leirulnerable to being truthful.

This may be a reflection d¢fer prereflective stancer be referring to her own

under standi ng t h arhan capaeity ® give\and repeve leve regaites h

a trusting exposure of self in relationship.

Whaiora stories

In this first story from Brian, he alstescribes being able to be vulnerable in the
wpmbe because there is the right degree of protection. Asnding protection that he
uses a metaphor to describe as in the coming and the gwngeeting and the

greeting meaing he couldgrow and recover.

It was because of them, because of who they were | shared personal

things about myredicamentand | was able to cry, they were part of

t hat . I d o np&dple,bubthieynendbled mettoeshyl things |

woul dndét nor mally s ayowdWwsasdifferemhy backagr
That was a sign they had the ability to listen, to hear what | was saying.
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I was crying but I wasnot crying out
about myself, my story.

When you have had a life changing experience like | have adteske

or heart attack for instance and you have a disability you feel very

vulnerable. People either laugh at you or they do the opposite and over

protect you What you really want in your recovery state is for them to

let you fall down and get up agaikd a child does when he is growing,

you want to be allowed to get down in the mud and get wet, get dirty

shoes, to go out in the cold, throw snow balls, but it is hard for those
around to allow you. |1tds part of the

Whatl found with these students was an experience of being protected.

It was kind of I|Iike part of their rel
had this signature farewell which we shared, | was really conscious of

it, like they were there, they would greet and farewell me, without

even asking. This felt protecting, like they were reaching out. It was

part of the relationship. By getting to know each other like we did, your

origins and your history it established a relationshimbeknown to

them they enabtl me to shed some of theiorskins to get down

deeper, to shed the skins and express deeper things. Like the fear and
loneliness you feel.

And the deeper you go in these relationships may mean you divulge
your spirituality.(Brian)

This storyof a proteted safe spades s i mi | ar tBoan@lkstaboutbding s st
able to go deeper in relatiship; he talks abodthe wpmbeallowing youto grow in a

protected relationship. In particular he refers t@gperience of vulnerability when you

have suféred a lifechanging event and notices that the way you are helgratected

allows you to go deeper. This safe relational holding allowed him to divulge his deepest
existential meanindt was a experience ofoing deeper and shedding some

onionskins.

In this second story frofrian, he describes the feeling of vulnerability as one that is

experienced bypothstudents and whaiotagether

| think it is hard working out what is appropriate in these healthcare
relationshipsi the students were so very professional but seemed
somehow able to touch the vulnerable space. There is no desire to break
the professional model but there were timesmwhesally wanted to
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give them a hug. And | thought no, that would not be appropriate. It
was as if they were very professional and learning to get themselves in
these vulnerable situatioiid am thinking this could be a skill for them

to be able to gethemselves into these situations, maybe it comes with
maturity?

Il n so many healthcare situations they
got time they just ask about your ailment and hand you your.pills

think there is a need for the client and thePHointeract on a personal

level.

Here in the wpmbe it is about the person. What | experienced with these

students was how it is and how it should be and | do not think it should
change. I think it should be factored

(Brian)

Brian is sharing an expence of getting close; he feltshared vulnerabilitgn

empathic emotional responge.thiswpmbehe could touch and feel this vulnerable

space as thalh it was really presenAn essential element to tegmbe He was aware

of his own vulnerability and he could feel a tension of not warttirbreach the line.

He was made acutely awaretbé professionalism of the students and he was puzzled

about whether they were learning to do this or already had the natural matutity{éor

strongly feels this is the way healthcare should be. It should be about the person, but he

acknowledges that it would be hard to manage this vulneralbdityalk this fine line

Orange (2011alkedabout contemporary psychotherapy having morelasig on

personal agency and active participation of each person, balancing an awareness of

receptivity and sufferingvith anothelinherent in the process of understanding. | see
here in these stories strongecall to vulnerability experienced by bothhaiora and

student. The meaning of the call is expressed well here in this quote in calling for

therapists to be participants in our therapeutic relationships.

Not only are we required to witness and to participate emotionally in the
suffering of our patiets, but in addition, the process of understanding
itself means we place ourselves at risk and allow the other to make an

impact on us, to teach us, to challenge our preconceptions and habitual

ways of being, to change us for their sake, even to disapguinteject

us. Often this requires clinicians to leave aside their own sense of agency
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and competence for the sake of the othevorking in the dark and
experiencing our vulnerabilityOrange, 2011, p. 23)

The struggle to bewith the horrible side of life
Whaiora story

In this story Florence describes the tension to be with the struggle itself. The horrible
actual experience is not dismissed. Being with the struggle in this way led to an

opportunity and freedom.

For me ths wpmbe experience was like an openness and a willingness

to hearing what had to be said, without judgement fiHo. It was like

being able to say that yes we did have these experiences and yes they

were horrible in a room full of people listeningwithbue i ng t ol d t hat
not how you behave or you simply can
was affirming for these horrible experiences to be heard.

To tell a story, one of my friends recently became sick while we were

on a cruise with a group of family andefinds. She kept declining and

worsened to the point where they were going to medi vac her out. There

was a group of highly experienced health practitioners all expert in

their respective fields who huddled together to come up with a plan.

From where | wastanding it seemed like they were just using their

clinical assessment tools to watch her, like this was all they had. By

deciding as a group that she was slipping into invalidism and that

maybe she was actually enjoying the attention that came witth#yis t

seemed to miss the one thing that was simple and could make her better.

They had dismissed her; this highly intelligent woman who had done
nothing |ike this before in her |ife
was like the illness became her faaittd that happens so often and it

stopped them seeing a solution. Instead of searching for a wider
understanding they got stuck somewhere. | think we have all been on

the receiving end of this. It was different in themdbodyencounter, the

students undetso o d t hat not Kknowi ng t he an
frustration or anger it was an opportunity to go out, learn, study and

look harder for the answers. Not being frustrated by not knowing

actually provided an opportunity to go and look foklorence)

For Floence, thisvpmbeallowedthe torrible stuff to be looked arlgstened to. She
describes a feeling that she was heard and listened to in way that did not dismiss he

experienceHerillnessexperience, which was horrible, was here in all its horribleness
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in thiswpmbeencounterThe horribleness was specificaligportant. She felt it was

affirming of her, she could be heard. Her actual expeei@vas listened to. Heshe

was not seen as separate to her experience. Nor was she told to behave in a gertain wa
She was not asked to change her relation to her experience by behaving differently. She

was just allowed to have it.

Florence tells hestory about group of HcRooking for a solutio when someone is ill

in order toexplain what it feels like to be sthissed when you are ill. She uses this story

to compare what she has experienced herself as a commoreaceun healthcare. She

tells about how thegerofessionals get stuck in a place where it seems they cannot see

for looking. Because thesecH couldnot work it out themselves, they then could not

see the solution. Once tHmesswaswsea bl e it t hen betcherme t he
friend was dismissed. It led to even the simple solutions lmeiedooked. Florence is

quite sure that thegpmbewas very different to this experience. In thyembenot

knowing the answearperedup a space that to Florenae @mmonly becomes a dead

end.An experiecne of bei ng wiotth kan opwa wpgdieditinoia ntdh ed n

bring with it frustration or even anger. It opened up an opportunity to go out and look.

This opened up opportunitylisi nked 1 n FI lonotdring eodxsthings, nd wi
and allowghe experience of being with the horrible stuff. By remaining with your own
solutionbased process, it seems that it dismisses and negates the others experience.
Florence tells how easy it is to get stuck because you are wanting an answer and how
thisatt t ude stops you seeing things. Wel comi
relationships brings a certain freedom to explore and means you keep looking, not

giving up because you do not knoin attitude of curiosity was at work.

Florence is telling us abouthat to do in the healthcare relationship wien are faced
with a dead endhe uncomdrtable place of the struggl€here is struggle; a tension
liesin the choice to not dismiss the person in favour of the solutioeatite horrible
experiences acally be talked about. There are a number of reasons that this could be

difficult. Many hurdles are faced here, one of them emotional capacity. Human
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capacity isa possible limiting factor which affects the healthcare relationship
preventing it froomoving to a deeper level of connectiBroom et al., 2012)

Student story

In this story Sarah talks about how it feels when you are unable to bring yourself to the
healthcare relationship. It was a disembodied experience. Sarah also describes an
experiencef being dismissed in a similar way to Florence. Unable to bring her whole
self. She describes tigmbeas a place where she could bring her whole self.

| think my own experience as patient has informed the way | have
become. Even before | started my Itezare training (as a physio).
When | was first diagnosed (with my own condition) | was lucky enough
to work with some practitioners who you know were more holistic in
the way they worked. | remember it was quite a profound experience as
it was thefirst-time people actually saw me for who | was. And that
experience made me think | want to workehabilitation,and | want

to show people there is a different wayafrking, for me it just feels
normal to work in that way. But there are other experient¢es/é had
where the practitioners who were not working with that whole person
approach. | felt marginalised by the whole experience, there was a lot
of bl ame that was going on and i f | ¢
my own fault if | was getting worse

I think healthcare in manyintovays tr i e
compartments. Or only see a certain part of a person. In actual fact that

i's not the way they experience themse
look at your ankle and treat your anklet 6 s | i ke wel | t hat
of me! The way that | experience my ankle injury its part of my person,

so to not actually see the person as part of the equation seems odd.
Compartmentalising peoples experience by removing things or thinking

itds anetd te®l anything else thatodos part

whole sense of disembodiment.

In real life your experiences are not divided up in to compartments
Your story and what you live with and that you tell about yourself it
doesndét dfieviidne tyoo ucrompiart ments, you K.
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and thereds study and thereds family
heads but when you experience it itds

Maybe the whole person approach is about an embodied experience?
(Saah)

Sarah describes her own experiences of healthcare. She has had both the experience of
not being seen as person and being seen as person; she knows which one she prefers.
When practitioners exclude other components of your life and story as not haying
associated meaning this crestefeelingSarahdescribed as disembodiment. This way

of delivering healthcare made her feel shamed and blamed for her lack of progress.
Seeing one part of your body as disconnected and separate is like a disembodied
experience. She felt sid@ed and ostracised (margilised). She thinks ¢ way of
compartmentalising is not the way people experience their own lives and illnesses or
their bodies. The experience of a whole person approach is an embodied approach. In
thewpmbeSarah identifies and remembers being seewlfmr she was, it was a

profound experience which she wonders abisuthis what embodies mearfs&rah

wants to work in this way herself as a healthcare professional.

The struggleri the real things that were worrying

Whaiora story

In this story Keith talks about tk experience of the intimate details being kn@and

the transformative effect this had on his recovery.

You did wonder when they started aski
this about, but then when you settled in a bit and realised they were

really interested in their profession and they actually really wanted to

know how you felt and what it was like. It was chance to talk about the
experience.

I felt that apart from my wife you di
stuff like when the (coltemy) bag would come off on the middle of the

night and you have to get out of bed
quite personal. | mean you go to the doctor or specialist you might talk

about it very guiverkprofessomaddlevalYoub s on a
dondt get the opportunity to talk to
stuff and to talk it through with people. Getting this opportunity meant

you can ask different sorts qliestions;you can talk about the real

things that were worrying. You caltalk about the experience. For me
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at that time my condition was sO0O cons
for more than 6 hours, as | needed to be near a toilet. And there was no
pattern to things.

It changed things for me coming to the wpmbe prograntmes the

first time | had been out in public really; you know where other people
were. It was about this time that having a colostomy bag just seemed to
become normal. It was during the course. I felt that suddenly people did
know and understand. It gawne confidence to expand diteith)

What matteed to Keith, and significant to him thewpmbe was that you get to talk
about the actual experiendbe horrible messy stuffn thewpmbehe was still with

HcPin a professional capacity, but this wdiferent.Here hey wanted to know how it
felt, they were happy and willing to explore the experiences he had had and was still
having in an open and explicit way. This had a profound effect on his situation and
meant that ibecamenormalfor him. He wa able to go out ipublic again without
constraint. Through thepmbehe became rtegrated in his community and now had

confidence texpand outind live a fuller life

| think these stories posewo qu e st i ons .HcHiake tsnetogo,tothehy do
horrible stuff of hunan experiencing? Whkick of capacity prevents this engagement?
Secondly, could it be that p e rastualexpesience does not fdahighly in patients

or HcPrecognitionof what it takes for a person to become well?

Exploring understanding in healthcaeout reintegration after an illness or operation
may enlighten this discussioikeith felt theseHcP wanted to know deeply and were
happy to sharen something ora verypersonal levelThis more intimatesharinggave

added value to the experience itself.

In our predominant plsxco-materialisticmodel of health we discount tiace of
experience in illness. We discount that disease and illness have both physical and a
phenomenological aspesbr experiential aspect. Broom (2007) stated that we should
expect that illness is experienced in the Inmdly or in the experiencing of subjectivity

and that we should not be surprised by this. The reason that standard healttsa@ do
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or is not abldo take this into considerah could behat the underpinning notion of
dualist care is predominantly that illness is only ever a physical experience.

Disease is both a disturbance of the physical and an expression of
Oexperfi ewmeelbavded 6eyesd to see and Obea
its associated meanings can be discerned simultaneously in both speech

and the physical diseases of patients. (Broom, 20aA7%).

When people are able to explore the connectioreapdrienceghey have in a whole
person mindbody waynultidimensional aspects of personhood are invited to contribute
to the experience. The person feels gdlin an entirely different wayHere in the
wpmbewhaioraare accompanied to makeconnectionThey beeme well because they
were6 seend and t rBeent(2007)alkedaboubthismaking gf a

meanin@ sonnection along with the integration of the multidimensional aspects of

personhood havingtransformatie effect.

Putting sunshine in a dark phce
Whaiora story

In this story Florence talks about the effect of shining a light on her struggle and how

this helped her make her experience her own.

Being told that | had a yet another serious illness was just one thing too

much. | had been struggling come to terms with it and was still

fending it off. | was probably sulking as | do when | get bad news but

these |ively young people helped me c
the worst thing that could happen. | think this encounter just s it

up and made it easier to move on. What they offered were really good

ears Being able to talk it through and be listened to and them
understanding my struggle seemed to shine a light on it, it just opened

it up and helped make my experience (of illnessg.(Florence)

Florence talks abodtow thewpmbehelped make thexperience mineShe is talking
about how thevpmbehelped her integte herself with her iliness. This wpmbe shone a
light on the strugglé@self. She tells how taking a look togethertims encountejust

spedit all up for her. The nature of the listening to the struggle itself meant it could be
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understoodFlorence was abl® come to terms with a serious illnesghe presence of
the struggle.

Student gory
In this story Sally talks about the experiencehafaring the story in yoursedis though

it comes as a gift. Impmbe it became easier to be with the deep experiences of others.

I dondot know but I think that acknow
describing your ow story to somebody and then having them name

what is was you were feeling or what that experience Wae telling

can change the way that you frame that experience. | think in telling

your story and have someone else listen that can change your own
perception. ltés al most a way that vy
way that you tellyour story might bedifferent next time because

someone else heard it and you might even feel like it changed
somethingééeltds a vulnerable space fo
sharing, the |listening and the sharin
kind of vulnerableplace for the practitioner as welbeing gifted with

that information and @& quite a powerful thing too. Often for me earlier

in my clinical experience people would tell me things and | would be

like, what gives you the right to tell me that? You kritevet are some

deep things people tell you anésidifficult to know how to deal with

those if you are not used to that responsibility.

The wpmbe helped me to kind of be ok with that, like not panic when

people share those things still not knowing howeal @vith them but

itdéds kind of Iike ok. There is a whol
go through and not necessarily having
ok. Sometimes just the talking about it is enough and being with that

gift. (Sarah)

Saahexpains what it is like to hear and tell a story, the telling itself has aataff
changing somethinghedescribes a change in perceptidalling of the storyyou can
begin tohear it in yourself Thisexperiencef dual acknowledgment is as though
processingsomething. Iis a vulnerable space for both the storyteller and the listener.
For Sarahearlierbeing able to be okay in this space was difficult and aeld
responsibility that she wamt used to. The sense of responsibility was great and made
it difficult to receive. Now it is much easier to hear tleep and difficult things and
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accept being with that as a gift. It became edsiaccept you cannot change these
things andbe in this vulnerable space.

Becomingan integrated self in thewpmbe

In this story Florence desdres heiliness as becoming part of her fahrghe could be
a whole yet broken persamthiswpmbe Thischanged her experience of her illness. In
thewpmbeeverything about her was given the same weight and accepted as integral to

who she was.

Before | had that experience in thendbodyencounter it was like my

illness was something that was latched on, that was heavy and weighing

me down, something | woulake on and off. It was an alien thing, but

now itbdéds as if i t 6 s (fhis iiness) aot gna r t of |
accessory anymor e, it j ust feels par
freedom to express the impulsive part of me but now | do. If my friends

ask me now to go to some far flung place invtleeld now! will just

go, I am not putting it off anymore b
life seems much more vivid and it is more my life. | can allow myself to

live more intensely. | feel a sensdreledom in a way. Somehow those

students saw the whole of me, the mad bits and the sad bits and the

wonderful bits and the clever bits and the dumb bits and they all sort of

came together. It was like giving everything about me the same weight.

So there w s n 6t one part mor e, more i mpor

rewarded and another part stomped on or ignored. It was like all of me,

here | am, rashes and all. And it was just accepfeldrence)

Florence describes being seen, as a whetsonn thewpmbe Thisdid not just include

the good things about herself, it inded everythingin thewpmbeall the bits of herself
werecoming together. It had the effect of her being able to live a more vibrant life. She
says she can now allow herself to live more intgn&he has regained freedom to live
her life, the one she knows. Her iliness is no longer an accessory weighing her down. |
think this could have been a part of her struggle that despite being able to see all the
notso-good and good things together slag Imot looked at it together with another. Her

illness had had the effect of fragmenting her.

Van Manen (2016falkedabout the effect of iliness. The preflective nature of the
experience of the bodyle passe sous silentehe passed over in silenbedy state

becomes somethirtg which we are desperate to retwwhich we are trying to return.
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Serious illness changes everything, our sense of time and priorities, our experience of

space, our felt relations with others and our sense of self.

Van Manen(2016)also tallkedabout how we experience our bodies when they are ill
compared to when we are well and how these two experiences are quite different. When
we arewell, we do not notice the body. It just performs for us and is an aspect of our
world. Whenwe become diseased, it is not only a bodily sensation, it is also a changed
physiognomy of the world, which we inhabit. He gives an example of how wetdo
necessarily notice the symptoms of a disesisehasthe flu, but we notice changed

aspects of th outside world which became symptomatic of what is wferm the

sunshine becomes too bright, food loses its taste, the sky becomes depressing, and
literally the world becomes sip)kThe sense of disease come like an intruder, the body
encumbered fAwe discover the objectis body
b r o k(\eamManen, 2016, p29)

Van Manen2016)describeghe healthy body thrimg on the smoothness of
forgetfulnesswhilst the experience of thanwell body is disintegrated and unarranged.
Florence seems to be describing this disintegratidragmentation as her experience

of illness. She had a longing to return to her previous, statexperience van Manen
describes. Being in thepmbgust made this reintegration happen for her, as she said it
just sped things up. She became reintegratddsvas able to live her life more fully and

vibrantly
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Student story

In this story Gabriel talks about becoming integrated as a therapist through
experiencing thevpmbe

It was really difficult to sit with in the beginning. It was like my identity

as a pychologist started to begin, it was like the budding of my identity.

It was a moment of taking ownership of your own process and taking
ownership of your own self. | could see other people resisting that a bit
and | did too. | guess | am a student, thdttwas like the next level. It

was actually quite good for integrating the theory, the practice and
myself. The aspect of being in relation to otHeP was almost like
having an observer self. | knew how to be a person in the room quite
well, usually I vould just run the session regardless, but here | had to
give it over to someone else, give them some space too. Having another
HcP there when we were with the whaiora helped the observer self and
how am [ in this relationship? Just having to give over Hpatce and

not take control of it. It helped my understanding of me as a
psychologist, you know | am supposed to be the mental health expert in
that room, but it felt like a really different position. It was a very
di fferent posi ti o bhefore.hThere were & fewd n 6 t bee
different dimensions for instance seeing how othe? Fbrmulate an
understanding of a patient, even what they actually call them, that was
news to me: it was enlightening and challenging on different levels.

The many different diensions seemed to help me integrate myself ,
there was the observer self, there was me in relation to other health
care students, me in relation to the teachers, there was a kind of role
modelling and then all the reflections, it was like supervisidierbe
supervision. It was hearing about how other people talk about what is
going on and how my perspective might be different, that helped guide
us a bit and | think in some ways it bonded us because we could be quite
open out therg(Gabriel)

Gabriel deskbes her experience as a process by which she took ownership of her own
self. It was a place where she integrated theory and practice. She was forced to sit back
and let others have some space and it felt like a really different position. Being in

relation to others also participating on many different levels playedhis. Being able
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to be open and hear 6the talkdéd about how
group discussion) helped with guiding the process and created a bond.

This was a process of integrating self through relationships and relating with others in a
spirit of openness. Thepmbehad the effect of both participants seeing a perspective

that helped them to see themselves for who they were. It was a shared egperien

Summary

All of these experiences share aspects of the whole experience of being with the
struggle. They reflect component parts of the struggle finding a place in the healthcare
encounter. From these stories, it seems that this experience of dessuggerently
common to the expence of illness or ill healtihis wpmbeway of being with the
struggle is not about finding the answers or solving a problem. Looking atubglstr

itself takescourageand fortitude. It alsdakes a deliberate imtgon. Being with the

struggle is about going to the experience itself in all its horribleness. It is an experience
of experiencing the experience of the struggle itself. It requires you to feel safe and
encompasses a shdreulnerability.It allows the tuth to be heard. To beith it one

requires an inwation. There is tension,r@tknowing, an uncertainty. This pathrist

easy to walk witran unknowrdestination.Being withthe struggle assisted a
reintegrationjocatingoneself again. It is about-mnnecting and recovering identity.
Hearingabout andistening to the struggle requires good earparticular type of

listening. It counts on goodwill. It requires a certain attitudst@ance from each

participant. Akind of space where peoptan mal an honest disclosur@.place where
whaiorafeel secure and not judgelt is an emergent organic creative spaceldaats to

opportunity.

Orange (2011jliscussd how the hermeneutics of trust, an intersubjective clinical
sensibility, can be intricatelyvoven in the interfacediween client and clinician in
healthcare relationship. This is a place w@holisticexperiential world of persons

collide as they search for understanding from the premise that this is shared hard work.
Known agntersubjective systems theory. She ¢alkf having the ability as a clinician

to learn from our patientsas their suffering makes an impact on us as cliniclahsk

this sensibility is alive and well in tvepmbe A lived experience diravelling tagether
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on a shared dialogjathway through the struggle to get the olide.A learning
throughsharedsuffering

Reflection

In all of these stories, the struggle is slowly appearing and being uncovered. It is an
enigmatic appearingut, in this caset was beheldEach per sonds exper.
with their struggle was entirely unique aewtirely their own experience. They all, in
slightly different ways, expresghat thewpmbewas a place where the struggle was

allowed to be looked at, it was alNed to be there as a part of the encounter itself. It

was a commonl expressed shared experientiee wpmbewas for some the first time

they had been in a healthcare situation where they could bring everything to the table,
the good bits, the bad bitscithe sad bits, the dumb bits and the wonderful bits. All of
these experiences of personhood intermingled with their own distintdryeds iliness

or diseaseould now be looked at and spoken about in the open. What was once hidden
in a dark cave was bughtto the surfaceThewpmbewas described as an opportunity

for emergence of the truth, the deeply and sometimes darkly felt authentic real human
experience of the slurry of life. The whaiora felt seen and heard. This seeing and
hearing had a profound effect on them each comingrtog with the challenges they

faced. They spoke of experienciageturning to themselves. Rtlemthis meanbeng

able to live a vivid normal life again, with freedom and vitality.
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CHAPTER FIVE
The Experience of Being Known

The passageway olness also brought me into lHgiving contact
With the presence of others,
In which my being was acknowledged, respected and stirred.
| began to learn how | embody the truth of who | am.
This learning is the first step in integration and hegl

(Murphy, 2013, p. 56)

Introduction

Being known through everythingeing acknowledgednd respecteds a person with

an iliness in the presence of others is the theme of this chapter. Welcomed to this depth

of being known within the framework of this protettelationshipthese participants
experiencd a place of meeting where their deepest gain now be shared place of

an intimate field of relational knowing WPCis described byurphy (2013)where
acknowledging our wholeness as persons Wwi

and thoudd became a o6we and wed of t he i ni

The meaning of a personds illness mus:
genuine dialogue of what is happegi We need space to hear and hold

the many voices of the dialogue (the patients fear, the doctors

model |l ing, the symptoms phenomenol ogy
development; the patients actual words to us, their story, their energy in

the sessiomur story, our energy, lifeontext, fear and modelling) and

the surge of what happens when we méktess at the very least,

reveals our vulnerability, and this is always tender ground for our
meetings(Murphy, 2013, p. 56)

Thewpmbe a tender groundf meeting uncovered many voices througlgenuine
dialogue.lt allowed a space to meet, hear and hold one anothelaitonshipHere in
thewpmbeillness is explored in a multidimensional context of personhood. Each story

within this chapter aptures a diverse aspect of theserdeepening encountéhMpmbe
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allows aprofounddistinctive experience of being known not prevalergrievious
healthcare encounters. An invitationto a realm of knowing not familiar in the past.

Whaiora and students toltbsies about experiencing their own lived experience of

illness withoneanother. Theharing of this lived experience waghin a relationship.

In and through the company of another they &ibries aboutecomirg authentically

known. It becamen encouter where hiden things could come to lightlot unlike

Hei degger s meditations on the question

clearing:

In the midst of beings as a whole an open space occurs. There is a
clearing, a | i ghtgrantg @nd guardntges tolus s c | e a
humans a passage to those beings that we ourselves are not, and access

to the being that we ourselves atdeidegger & Stambaugh, 1996, p.

53)

Something begaappearing that was previously hidderegenforbidden. Something
was coming to light that was not previously ablééaevealed. This something,
seemed to have been lost in previous relations in healthcare se$tings present. In
this meetingwhere one could be knowthere now appeared a space and a place for
deepening revelation. Something considered integral to headtvaa now re

integrated in thispmbe encounter.

The clearing provides a passage for t

andt he same time, to the beings that 6
passage through which we discover ourselves, we discover who and
where we are not as well é this insigh

a person, and to (being able) emphasis added, to wakway that
deeply acknowledges both our connectedness and separateness on
many levels of our being, mind, body and sp{Murphy, 2013, p45)

Murphy (2013)put theidea of the clearing into human relating. The clearing pesad
passageway where wean rediscover ourselves, providing pivotal insight on the journey

to become wholeAMpmbeis a place of human connectiomhere each person comes to
experience their 0b etedmegspalomgwithrthe miyrof | ev el s .
separateness in humanatahg, forming the nurturing ground for growth. The to and fro

of the dialogic relationship in thepmbecreates a place where deep acknowledgment
reveals deeply held truths. Egoérsonbeholdng the otherBroom (2018)describe
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this coming to being knowas a calling forth between one and anotheatepth of

encounter into a realm of experience not commonly sought in healthcare.

Being knowni asbeingrecognised

This first story reflectd i lexpérisnce in thevpmbequite simply ascknowledgment.
What she asks for is for things to be recognised as true, a simple recognigiogipt
of somethingA simpleyet powerful act. When lackingt contributed to br feeling

unrecognised andismissed.

Jill goes on to tallebout a contramg experience of being known and cared for in the
wpmbedescribingan allencompassing expence of warmth, care, and love. Thias

an understanding of being unwell she had not encountered indagalthuch before
despite understandirtbatthat wagshe intention. In thevpmbeshe encounters all the
components she believes aeguired to make a person wellhe acknowledgement

was encompassing. It was the inclusion of other elements of a person that was even
extended to including families. This wasdferent. She experienced being listened to.
She was understo@$s more than her iliness.

In the wpmbe | think you did build a little bit of a bond with them,
because you saw the same person week by week. And you know they got
their chance to ask you wieater they like and to talk to you about
whatever they like.

It was so good they actually wanted to do this mindbody thing. | felt
they could feel who the person was
different way of doing it.

They seemed to grasp whatneeded to help a person who is not well.
They were doing mindbody (with your guidance) they were doing care
and love, families and most things that need acknowledgement. They
were quite exceptional at understanding people.

For me It was being listened,twhich | suppose is part of caring. | felt
a very strong sense of there are more ways to keep people well than
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purely by taking your medication OR a
me next weeko.

It was superb even the students felt it too. | got a stsenge of caring
and warmth. It was a different level of healthcare.

I suppose because | havendét experien:
dondédt get me wrong, | have obviously
everyone sets out you know to put their best forward with good

intentions to help and to heal absolutely. But | think there is a lot more

to getting better.(Jill)

60s story of other healthcare encount

When you go to the GP you are always conscious of taking up their time

T if you go ortoo long you get a little bit of a shuffle along and you also

feel guilty you ar e t alkivemwhenithey s omeone
are hel pful itdéds stildl not quite |ike

| had an experience last year when | was becoming quiteluagaen
coming back from London. | was probably feeling not quite as happy
being back, not walking efcl had poor blood results and more
inflammation. | thought this has got to stop | have got to get well and
healthy again, so | went on a good diet &ell | mentioned this to my
specialistt when | started to get better again, have you seen my bloods,

arendét they brilliant? He disagreed ¢
doing,and said no itdéds the change i n my
he di drmay, wow what have you done or 'y

not even a nod he just didndét acknow
nothing.

Admi ttedly maybe itds a bit of ti me,
to his going in a certain direction. Buthe had done the wpmbe he may

have thought other things do have a part to play with how people get

well.

If I could say how to do this | would say be very open to all sorts of
treatments, its more than just the person you are seeing, the person
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there, thee is more to them than the sore knee, sore leg or sore mind.

(Jill)

Jill describes her specialist not taking any interest in the other efforts she has made to
get well. It was as if he was one eyed and had no other focus other than his own. There
was not gen a nod, she just felt kind of nothing. She was not acknowledged as a person
in her own iliness story. She falhewas seen as just a sore knEleis doctor was

geared to go in a different direction, maybe it was time. Jill just did not know. She
musegime maybe the factor. Maybe Jill uses this as an excuse as this lack of
acknowledgement deeply affected her. She felt dismissed. She even felt guilty for taking
up their time. She thought if this specialist could dovtpenbetraining, he might see

things differently. He might acknowledge that oth@ngs have a part to play in a

healthcare encounter.

Despite Jill meeting some very kind people in healthesith good intentions to help
and to heal, Jill had not experienced the particular carinpattielt in thewpmbe This
caring for her was encompassing what helps to make peopldtwelkmed to makall
feel she was more than her illneSiefelt that by being treated juss asore knegwas
overlooking her as person who contributes to her own wellnesswphibeallowed a
freedom and space to go in a different directmre inclusion of other components of
the experience of iliness. In this casbegins with acknowledgement.

Jill describes being listened to, it was more than just take your medication and come and
see me next week. This listening had components of its own. There was freedom to talk
about whatever you like or ask whatever youdikie was an unscripted encounter.

There was something different here. ThesSwere quite exceptional at understanding
who the person was. They had a grasp on how to help a person who is unwell. Jill could

sense the caring and warmdmd it was felt togther in relationship.

It is a natural human capacity, to love and to care, especially for those who are
suffering. It is engrained in the call to be a healthcare woRrJill thishad been
strangelyabsent in previous encounte&he was longing for placewhere she could be
acknowledged aaperson rather tham body part coming to be fixeHere in the

wpmbe her whole story could be considered alongside everything else. Much is written
about health carers called and motivated by this call toialéesuffering. It is a

common reason they enter the profession, but somewhere this is gettiiigpkistn,
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2017; Mayes, 2017)ill believes they genuinely want to care but it has gone missing.

She feels that being able to feel this care and love sgsifte healing journeyrhis
acknowledgement was very importanttoldih  her o6i |l |l ness versus
Acknowledgement, a recognition of the othisrthe beginning of coming to be known,

a receipt of 0k npeopieimgnuiptecswaye d bet ween

Being known - asa person with a life

In this next story JaclanHcSin thewpmbe also speaks about the caring being lost as
he grapples with his own personal experience of iliness. He explains by telling a
personal story from his own expence as a patient when he was not acknowledged as a
whole person with a life. He felt helpless; it was a very mechanical experience. Along
with Jill, he felt the symptom was dealt with but not the person. He also had the belief
that if treated this way geverely affects your health outcomes. Caring and intention
brings connection and here in a healthcare setting that matters to Jack. He started to

guestion what the intentions were of theP:

| think | can explain this from my own experience of havisgraous
long-standing illness when | was young. Every time | went to the
practitioner, they always did the same thing, it got really boring.
Somehow, | felt helpless. If you are not, actually, getting well or your
condition is not improving, and you jugtep on doing the same thing
every single week you just feel like you are doing a mechanical thing.
You start questioning whether the practitioner actually cares if you are

getting well or not . Il t6s not | ike sc
mypersonal i fe or how itds affecting anyt|
body. ltés as i f they only deal with

| recall every time just going back and doing exercises and just blow in

a tube and they would tentheywowddst and t
kick me out the door. But if someone had actually talked to me and

asked me how to do you feel when you have this difficulty, how do you

go to school, how do you behave, how do you feel even? | think that is

caring other than the body, thiong period of time goinigto the same

session with the same practitioner tl
that feeling any more. Thispmbeway you still feel that connection
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that the practitioner is seeing you as a person not the routine/eoe
they have to tick the box.

Caring/what is that <caring? Wel It
like the practitioner is willing to know more about me, other than my
symptom. Secondly, they want to know more about my ordinary life
(with this ymptom). They may even notice and remember sométhing
we might chat about my friends or my family and if they actually
remember and ask me later on , that would be quite a warm feeling
because | would feel like | am a person in their mind not just a case
number. When you feel like a person, like the practitioner knows you as
person you feel more connection and you will be more open to talk
about your issues and that can really help improve the intervention.
(Jack)

This is a very personalxperience from Jack from his own healthcare experience. Jack
can speak from two perspectives, that of a receiver and a deliverer of healthcare. He had
this experience as a child of over an extended period of titnadfhade a lasting

impression on himAt this time,he had started to feel that no one cared any more. On
reflection, henoticed there had beenstrong focus on the physical body and its

symptoms and the routine mechanical tests. Jack talks about this other life he was
having that neonehadeverasked about. There was no connection between his real
day-to-day difficulties and this medical intervention. To hibfelt like the caring had

become lost. No oneadseemed to care if he got bettemot Being treatd only as a

body and never beg asked how you were going or what the other parts of your life

were like with this condition did not haeecaring feeling attached ta i

Jack uses this experience to explore what he has now encountereadvioninis In
contrast, in thevpmbethere vas a willingness to be known and a curiosity ablogt
other life(Broom, 1997) This created a relationship with a connection and the caring
feeling that goes with this. In thvgpmbe you were known as a person @sta routine
job. Feeling you are a pens and not just a number throulghing known as person with

a life meant Jack was able to bring what he considers matters to the encounter; you
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could be more open to your issues. Jack is convinced that this improves outcomes in

healthcare.

Being knowni asexperiencing people

Here Sarah (a student) talks about coming to know each other as people. She is feeling
a connection with the other life in tmbe the life Jack was unable to talk about as a
child at his healthcare appointments. Sarah describssaitshared experiencing of just

l'ife. Simple and beautiful. It was an ex!

The whaiora came and it was like you got to know them as people. They

shared their experience witfou,and they were interested in what you

were doing as a student. And you could share your experience with them

and that wasnodét confined to your <cl in
just life, which was quite beautifu{Sarah)

Sarah expresses the easbaihg this way with her whaiora in this story. It was a way

of being with another in healthcare relationship where you could each share your
personhood. This sharing of these other aspects of your life which are not usually
considered relevant to the atial healthcare encounter aspects means that the person is

not dividedinto what is clinically relevant and what is not. This reductionism in
healthcare | eads to not feeling whole. SI

stories means you come to kneach other as people.

Being knowni was being accompanied

Here Jack (student) talks about the everyday being together as integral to being known

as people:

| think to some degree the whaiora wh
that this was going to be abbrelationship. It kind of came a reality

about the third encounter. The whaiora probably had no idea when they

enrolled. By just being together (one to one session) as a first thing and

secondly sharing morning teas together played a significant roleein t

programme. Students were helping their whaiora get coffee and food

and remembering how they |ike it. Us
have time to do this. This daily life thing might make you feel warmer

in the heart. For taldalylife blemerdinsede i t 6 s | i
the other treatment. As a practitioner normally that relationship only

|l asts in the room, with a beginning e
feeling outside. But if you have this daily life element inside that
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treatment then wdn you are at home making coffee you may actually

remember that moment that your practitioner made you the coffee. If

y ou actually do this, itos | i ke anc
therapeutic world(Jack)

Jack notices a daily life element. He has mqtegienced this daily life element as being

or playing a significant part of the healthcare experience before. In this case, in the
wpmbehe notices that it does. Here it was inside the treatment. This focus on the simple
daily life elements of just beinggether and sharing morning tea meant the whaiora felt

a warm odifferentd human kind of connect.
room, beyond the beginning and the end of the therapsutmunter. The whaiora felt
accompanied outside the room itheir real lives. Thevpmbeconnected them to their

daily life experiences. Through this connection they felt deeply atteéondeda person

with a life. It allowed meaning to emerge. Again, this was an extended knowing into

oneds | ife shy®Baral. as expressed

The experience of being cared for here, invijpenbe is not onlyfelt in thepresent
momentof this therapeutic encounteit extended over time beyond the therapeutic
space. Being knowextends beyond the therapeutic engagement into lvetsaben
termedenduring connectedneds relating extending beyond the therapy rodin.
facilitates a strong feeling of safetyecoming a place where existenti@ught and
realtiesarevisited. This work in relational depth creates an enduring experience of
connectedness that can facilitate profound ch@Mgarns & Cooper, 2018)

Being knowni was being listened to and remembered

In this story Florence (whaiora) describes her experience of being listened to and
remembered. Thiwpmbewas made to look simple but held complicated layers
underneath. Florence remembers how the connection, continuity and progression of the

experience fim week to week helped to see where the bits all fitted in:

Our conversations were remembered and brought back to the table the

next week which was really interesting. You could see where the bits
fitted in. 't was act uaHtPyokngal 'y enc
at you for 20 minutes and taking notes, it was more obvious that they

listened and remembered. It was made to look very simple on the

outside but you could tell it was complicated underneath. It was like a

beautiful sheath dress which consahe bulges underneath by complex
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under layers. Very chic on the outside and complicated underneath.
(Florence)

Florence is trying to grasp the essence of her experience by using a metaphor. One
expects that she may have been familiar with this metajthoay be part of her own

world of experiences. She describes what it felt like to be listened to and remembered.

She noticed the conversations were linked week by week. Her description of the

creation of the beautiful dress created by complex layeringroedth makes one

curious about what goes in to creating something what becomes for others beautiful to
behold, very chic. The creative concept, the fabric, the intricacies of design, the
craftsmanship, the time taken with each component all chosen baeafdlknown for

their inherent qualities coming together and becoming a thing of beauty. This creation

of something complex with many oO0hidden | ;
conversation recalled and remembered each week. This story conjuresxgeaence

of the creation of something that has taken time, trouble, effort, and creative licence.
Something that needed a sustaining vision. Because of the fabric of conversation

Florence felt listened to. She beheld something creative, dynandideatiful. Human
complexity and liveliness in relationship. Persons were honoured as their inherent
complicated beauty was revealed and expel
nature and beauty of complexity in human relationship along with deep trtising

comes from deep acknowledgement.

The simplicity of thevpmbewas apparent. Listening and remembering was obvious, it

was not like the usual note taking. This listening was something in itself, as though it

had its own place. The story could be haaris simplicity. Beautiful despite complex

under layers. This listening was again described (by a whaiora) as a contrast to previous
healthcare settings. It was a mildtyered experience. Maybe thpmbewas the

creation of something complex and beaulti6 fit (make sense of) the individual

persols bumps and | umps ThamuiHage@dsdressiaimetapbox p e r |
for acontainer that holds the complexity together as it controls the bulges. Being
remembered week by week walso acontainemwhere you could take a look and see

where the bits fitted in.

Florence is having an experience of being with others who deeply listen because they
hold a differing openness or attitude. No longer ruled by reductiotiiey are able to

take a whole persoriew. For listening to be so apparent and in contrast to her other
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experiences, it must have had a distinctive character. Florence noticed that it was

privileged over other more usual activities such as note taking. It seemed to be integral

to what mattere in the encounter itselBeing listened to in her complexity had the

effect of her being known.

Orange (2011¢ncourageslinicians to avoid reductionistoy actuallyembramg
complexityas a holistigractice This attitude differs from the current distic model
with its linear view of cause, effeahdits working towards aniform solutionandthe
reduction of the persao a disease or condition). This typehalistic practicefits in

with a willingness to explore deeper and wider connections.

Being known was being protected in relationship

In this story Brian (whaiora) describes going deeper in relationship whilst being
protected enough. In the past he had felt overprotected at times but here/pmiibe
there was just enough protection taallthe experience of vulnerability without
restriction. Being allowed to grow with the right amount of protection helped him to

find a passageway way to knowing and experiencing himself:

When you have had a life changing experience like | have afterka stro
or heart attack for instance and you have a disability you feel very
vulnerable. People either laugh at you or they do the opposite and over
protect you What you really want in your recovery state is for them to
let you fall down and get up again likehild does when he is growing,
you want to be allowed to get down in the mud and get wet, get dirty
shoes, to go out in the cold, throw snow balls, but it is hard for those

around to allow you. 1tdés part of the
What | four with these students is that there was an experience of
being protected, it was kind of like part of their relating to me and it
wasndét tal king. We had this signatur

really conscious of it, like they were there, they wagileet me and
farewell me, without even asking. This felt protecting, like they were
reaching out. It was part of the relationship. By getting to know each
other like we did, your origins and your history it established a
relationship.Unbeknown to thenhéy enabled me to shed some of the
skins to get down deeper, similar to the experience of this research
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interview itself. To get down to shed the skins and express deeper
things. Like the fear and loneliness, you feel.

And the deeper you go in these redaships may mean you divulge
your spirituality.(Brian)

Brain tal ks here about being enabled thr
layers as if they were amionskin peeling back to the struggle and pain of loss itself.
Whilst this was happeng, Brian expressed a sense of being protected or hald in
relational way but not too tightly as you would a child as you allowed them to grow up.
This safe relational holding is talked about extensively in psychoanalytic literature.
Through the expegnce of a relationship, it allows a return to vital living. This is not
often explicitly acknowledged as a component in other therapies which largely
emphasise physical improvement as here in this case, as reconey $troke. The

nature of this relatioal holding in a healthcare encounter is not commonly explored in
the predominant physio mateiglarea of rehabilitatio(Bright et al., 2012Stolorow

et al., 2002)

In every way humans are connected and even more so in this experience of loss as
descibed by Brianand Orange (2011). These human experiences are our essence.
Brian expresses a previous lack of linking with others whilst he is able to fall dalvn an
get up again. | wonder if he fedeparated from his life concern or human essence, Here
in thiswpmbe he felt hecould now do this physical bit in relationstap one does

parent to child. The parent allowing, safelpteccting, standing bwyhile thesnowballs

are being thrownThis therapeutic relationship has added a new layer to the
rehablitation experience. Now Briacan get down, get dirty, and feel things for

himself.

This therapeutic encounter happens in a space where things are safe but free enough to
aaccessenoughvulnerability tobe ceative. A safe relational spafe difficult things to

emerge. Baken umnd shaken out enough to be looked at. A therapeutic window was
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opened up through this encounter, which allowed growth, a safe place for truth to be
experienced in both bodily and mind dimensi@sere & Scott, 2013)

Being knowni as ashared vulnerability

Brian shares another stooy apparat awareness in the encountde noticed that the

students were able to be present with the whole range of ability as a person to relate as
well as with their healtpractitioner knowledge. This was notfasknowledgebased
encounterBrian began to feel known in a deeply protectixag. These students with

the xfactorwereaware,really in tunewith what was going oandwhere this person

was This approach wasot concern, but more like a genuine empatiealing and

therapeutic. Now, in this relationshipe is able to bring vergeep and personal things,
because eaclasopen in this mutual engagement. He states he was not alone in his
vulnerability, as the students felt it too. It wastzared encounter in which Briaras

enabl ed to experience heventodhe pointeohsdnsigthia e r s «

own needsThe encounter providing a reflective mirror to view oneself.

The approach was not concern; it was more like genuine empathy. So |
wanted to talk about just about anything. It is hard to name but |
experienced ndhe whole range of (physiotherapy) health practitioner
knowledge but the whole range of her (this students) ability as a person
to relate.

They had the X factor, the ability t
survivom. They were open, | guess | respahtiethat and it made me

feel open as well (to discussion). | found myself being very vulnerable

because I could tell them what | felt. It felt like the vulnerability was

also there (a more experience) for them. They were really in tune with

what was gaig on. | could sense my needs through their awareness. It

was healing and therapeutic. They were aware where this person was,

and they were very protective.

| think | wasgrieving; | was trying to find the new me and they were
part of that, me finding theew me(Brian)

In this encounteBrian has been able to tell his story, his real story which hadtad
been able to tell anybody before. This feeling of support and genuine empathy was
powerful and therapeutic. He felt known and the students here were present as real

people in their own vulnerability. Thepmbebecame a meeting placesifared
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vulnerabilty. Togetheras personghey could feel the pain of loss thatdr had
experienced. There wasutual engagement with an empathic other. By listening to
himself and his own story, hearing himself through the other in a therapeutic
relationship he couldnow rediscover himself and becomemeegrated as person
after his strokeThrough being accompanied in this way Brian was able to move
towardsfinding the new méThere was transformation through listening to oneself
through the other.

Experiencing theapeuic engagement in this shared alimgersubjective spacaf the

wpmbeinviteswhole persorviewing andallows story and meaning to be approached.

In contemporary pogtreudian psychoanalysigsychotherapeutic world there has been

a distinct move wafrom interpreted translated unconsciousntal conflict§Orange,

2011) There is now a move towards trying to understand suffering in a lived
intersubjective space rather than trying to explain or translate the unconscious mind or
mental conflicts. Theris a turn towards working dialogically in a relational space
(Mearns & Cooper, 2018; Tudor & Worrall, 2008here is now more a method which

is a common or shared project of intuitive understandimtyexperiencing, no longar
search for certainty andhat is right. The way of viewing the therapeutiatenship is
changing an@onsidered in some avenues to be integral to all therapy itself where there
is a growing understanding of its importance ia tlare of the suffering other (Tudor &
Worrall, 200§. Mindbody clinicians or whole person clinicians are encouraged to foster
a relational clinical space, where the clinician is also fully present for the patient,
drawing on their own feelings and embodi

needsaware as ifBrianés experience it allows him to share his subjective story.

Being knowni as beingenabled to authentically speak the truth

This next story takes us to a very sacred place. To a place of ultimate trust in
relationship where we are abledpeak the truth. For Sally (whaioy#)is was really
frightening as she had had her hopes for this dashed many times Bé®feundhe
had started to protect herself from setposure. She had become uncomfortable (with

her own truth) in the presence of others. She had noticed that others were too. Being
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able to bring her true self had become scary and difficult. She was treading ve
carefully, but this time she had the courage to step in with both feet.

| had to reassure myself that everything was going to be ok before |
came because it was a pretty scary proposition for me. | was attracted
to the idea because | had issues witmbealled a patient before and

the notion of whaiora, someone seeking wellness appealed to me. It
made me feel | could be on a level playing field. But even so it was very
scary because | had had high hopes before about these types of
programmes and thdisappointment | felt was huge and | almost felt
cheated when the programmes turned out to be very different in practice
to my idea of it. So | was being careful. | think maybe | was hurt and
worried about being vulnerable again. | kept asking is it safee

bring all of me. | decided to just put my both feet in and | would just
have to trust it would all work out. The first time was the worst but every
time was scary. | had memories so often of being misunderstood or
taken the wrong way or the words ¢zkonly at face value and people
not seeing the caring heart behind it. Like when | go todietors
hoping to have a good encounter and then not being able to tell the truth
of how I am really feelingé Maki

ng

ou

getstothoeoi nt where people arendt comfor-t
wasndét comfortable with people and

There was a lot of feeling in that room, and I felt really touched. It was

t h

so much more than expe c thiegdo do.l donodt

Being able to speak the truth when people are trying to and encouraged
to understand has had an effect which is still ongoing.

Now | feel | am able to be more authentic, like the two sides of me have
come together. It was a new experiencealbof us, we were sharing

the same journey together, whatever the journey was. | can clearly
remember how | felt andSaly) donobt

Sally was reassuring herself when coming totpenbe It was scary every time.

Constantly reliing her fears of her many past healthcare experiences, she had become

reluctant and protective and almost ashamed of her own vulnerability. Here, in the

wpmbe she was hopeful it would be different. This time the environment became safe.

Here she was abte speak the truth about her experiences. She was heardarsgen

listened to. Here hateep caring heanvas protected. This took away her fear of being

f eel
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misunderstood. Sally was enabled to tell the truth about her painful experiences because

she was know and understood.

In thiswpmbeit was a shared nejsurney for both partie€ach side weren a level

playing field in this relational arrangement. Reaching out for authentic engagement was
encouraged and considered integral to this healthcare relapiomble deeply felteal
strugglecoul d be present. The real deep Ohorr
the steps of her journey could be in the room. This was profound for Sally. This time the
relationship did not break her trust and hope tthiatcould be different. Sally could tell

her story. Others not being comfortable with her story had affected her deeply in the

past and this had made her uncomfortable and wary.

Feeling uncomfortable is part of the tension in a healthcare relatioistup.person

arrives uniquely bringing with them their prejudice and own experidgnisamportant

to identify why there is an unwillingness to explore the uncomfortable. It is very
complexand unexplored territory in most domains of therapeutic encoulintan come

about because of professional boundaries are held too tightly or even too loosely. In
Sallyés case, she had to |l earn to trust

relationship requires safe holding in relationship to do this.

Wpmbenow became a place of meaning, trasid truth. Wpmbewas a place where

Sally could be authentically herself. It became a place where the two sides of herself
came together. AWe count on the goodwil |l
seart for meaning and truth. Furthermore, we expect meaning to be both transparent
and hidden; both there to be discoveneurfthe dialogt p r o@ranges 2011, p.

34).

Orange (2011%alks about a way ofding authentically with others in dialogue whilst
being aware of the hiddemhilst remainng transparent. In the experien&ally is
conscious of this hidden truth and apprehensive about whether she could safaty bring
It required goodwill for this search for truth together. Sally had an experience of being

able to speak the truth, to be known for who she was.

The hermeneutic attitude supposes only that we-cesl§ciously
designate our opinions and prejudice andi§utdiem as such. And so
doing strip them of their extreme character. In keeping with this
attitude, we grant the text (the other) the opportunity to appear as an
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authentically different being and to manifest its own truth over and
against our own preconged notions(Orange 2011, p 16)

This quote brings to attention what could possibly be a barrier to authentic

accompaniment in healthcare encounters. Prejudice igrdneremairs strong along

with power imbalancd.think that Sally feels the opinis of those caring for her have

mattered more than hers in the past. Barriers in relationship to authentically engage with
one another exist. Herim a healthcare encountevhere by its very nature vulnerability

is pronouncegthe previously unspoken anspeakable dilemma is not revealed if the
relationship is not deemed safe enoagldthe discomfort (from not being able to
authenticgrows.in The c¢cl earing i s one path to whol
and what is emerging together, by turning t he experi enti al opel
(Murphy, 2013, p44).

TheseHcSwere encouraged to develop a hermeneutic attitude in this encounter. What
was surprising was that taking a more oni

epistemological knwing was sgowerful yetsimple.

Being knowni as personal surrender

Brian (whaiora) shows the further deepening of the experience of being known:

Being with them made me feel at ease. | am quite used to working with

students and young people as | havek&drwith them over my whole

life so the rapport was easy. They made that rapport easier by who they

were. But here there was something different. Their being there was not

a knowledge based one. | sensed it was based more on the personal. |
discussedthi;y wi th them things | wouldnét ¢
felt as if someone was listening to me. It had a spiritual side and an

emotional side and it made the whole process (of rehabilitation)

relevant. They told me about themselves and who they weneeand
established a relationship. It wasno
relationship was established | trusted them. That complete trust in who

they were was so deep | would have let them take my heart out if they

wanted, like a cat | was happy to lie bacid let them do anything they

wanted because of what | felt. It was the quality of their being and it

wasndt a knowledge based one. It wasr
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about them as people. | sensed that that made the difference. It was a
personal enconter and now | feel like another person t{@rian)

Brian describes how deep the trust in thppmbebecame. The encounter was deepened

by each person revealing something about themselves. It was who they were as people
It was much more than the eaapport Brian had experienced in the past. This was
different, it was not &nowledgebasedexperience. It was the establishment of
relationship. It was a deep encounter person to person. The intensity/depth of this
relationship was so trusting that Briawwid let them take his heart oiitthey wanted.

What this shows to me is that despite their inexperience these healthcare students had
the ability to connect deeply as human beings. This connection really matters to Brian
and changed the way he feels aldumself because of this encountée feels he is

now a person too. What is shown here, is that human connection brought about from
sharing who they were can hstvaedhawhole r ong |

process of rehabilitatioand made itelevant.

Summary

Theexperience of being fully known in this encountgpmbg encompasses a warm,
vivid authentic experience of being seen
acknowledgement it has become a valid place of safety to explore multidimensional
personhood. Thegpsoris sepaated from their wholeness (selyelie to disease

illness and their experience in healthcare to da&s,found a place where a re

connection to personhood (knowing oneself) has taken plaeeway the illness
experiencédiad been managéa previous encountetsad furtherseparate them from
themselvesTheexperience ofragmentation and compartmentalisatior{healthcare)

had created even more distance from life as they had known it and added to their
suffering. Here, in thevpmbe theyfound a place afe-connection. The person with a

life has become visibly and tangibly present. Being welcomed and invited to an
encounter to be known aatdexperientd ofgivipgnd s on s 0
receivingin thewpmbe Thewpmbewasan experience of being able to bring everything

to the table. It is one where the authentic self is welcomed and supported to have
expressionThewpmbes geared to go in a different direction where seeing everything

that matters to a person and their lifgital and necessary in their illness and wellness

journey. It is as though life itself is fully realised within the encounter. Life is present
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and it becomes vital agailm thewpmbe beingfully known wasitself thetherapeutic

encounterNo longer wastil know of you or | know aboutou, butnow | know you

Bei ng 0 k n avpmbeappears quitehsangland uncomplicateeasily grasped
andrecognisablgwhilst a& the same timeomplex and multdimensional.Being
knownhas depth, poweand even beauty. It has an impact on the therapy and healing
trajectory. The whaiora and tiHeShave in the pasthad their identity as persons
constricted in their socially and culturally constructed roles in the milieu of the
healthcare encounter. Tiheehaviour toward one another hesthe pastbeen scripted
They had some unfortunaggperience. For some whaioraheir personhoodelt
unravelledand further disconnected, disjointed, spread out, and exposed. Feekad

at rather than seenThese experiences brough$enseof disconnectiorirom their life

and their storyBeing looked at rather than acknowledged as a person with a family, a
home and a life story that matters was a common experience in previous healthcare
encounters. Not behelts a person but an objectified unembodied body. Stripped of
their capacity to be able to bring themselves to previous health care encounters, they
had felt unheard and even at times dismissed. Subjectivity anchsitmpt been

invited as part of theprevioushealthcare encounter.

In thiswpmbethey were on a journey without a known destination. The destination was
not predetermined or prescribed as in other healthcare encoufbteng was noa

foregone conclusiorCircumstances had altered. Harethiswpmbethey were
expeiencing a dialogic frameworik a meeting one with another. Other therapies had
just scraped the surface but here they were enteglational deptt{Mearns & Cooper,
2018) They were becoming known to each otimerelationsiip. It has direct parallels
toBube 6 s noti on o fl-thduiatitude @thes than thetlof the h e
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objectified relational stance. This being knowarelationship coras with an enduring
sense ofnterconnection. It enhances therapeutic effect.

Reflectioni Poem

| conclude this chapter with a poem, honouring this experience of being deeply known
for whaiora and student$his leads ino ChapterSixd the emergent landscape

exploringhow onebeconesdeeply known in th@ath of the struggle.

The Invitation

Prepare the path we take together.
The road less travelled
The suffering stranger & the Good Samaritan
A path hidden in the undergrowth
Softly cradled in the green moss
Beckoning my pain
Exposirg my truth
In this safe protected place
Where | lie back and you take out my heart
| am remembered
A place to bring all of me and all of you
Re awakening my soul, my whole and my identity
Holding each other broken and fragile
Together we hold the boundagie
Contain me
Please
Not too tight so | can move to find the freedom that is me

Vividly intensely to become me again in your presence.

Janette Tolich
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CHAPTER SIX
Arrival

To hold a space
| am asking you to hold a space of grace for me
In trustingthat | find a place of grace for myself
Instead of asking you to provide it for me
| am asking you to hold this space for me with the gentleness and reverence you would
cradle anewborn
With the gentleness and reverence you might lightly gaze upon aoloeed
With the lightness of feeling
Like a fleeting memory
Not a prayer with fervency
Rather a silent invocation
| am asking you to hold this space for me
For that is what | see in you
Until | find it for myself and even then hold sacred that space for me
Asl hold sacred the trust with you
( Kar en whaiore a0d3) ,

Introduction - Framing the emergent landscape of thevpmbe

This chapter is a collection of the multiple views and perspectives of the landscape
framed by the whole person mindbody encounter. It is about how the framing of a
landscape in thispmbeallows this experience. It is a landscape with a
multidimensional ature just as the persons who inhabit it. Again, this chapter draws on
the stories of the whaiora and students as they each capture the essence of their lived
experience of thevpmbe They tell how the experience occurred, identifying a scaffold
that wasm place which supported this encounter. They talk of the creation of a space
which allows an empathic connection. The experience of this connection embodies a
discovery of and a rmtegration of self. Through the combining of the essences, parts
and intrcacies of each individual experience light is thrown on the whole experience.
Thewpmbes described as a place and a space where the whole person is
acknowledged, heardnd their life cewitnessed.

This (landscape) space is described emeketplaceaplace of exchange, a healthcare

encounter where the participants are on a level playing field with one another. It is also
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one of deep compassion. A place of simple yet complex human connection. Both
whaiora and students have walked a fine line of vulnigsato reach this landscape.

This landscape is organic and emergent in its essence. It encompasses a dynamically
occurring reality of interpersonal relationship. It is a place where subjectivity and
objectivity are equally valued where they come togedinerare ceemergent. It is a

place of meeting.

Epstein(2017 talked about the challenges in creating a landscape where compassion
can flourish, for him it is to do with our inner landscape. Compassion is reliant on our

environments, including the systemwe work in.

For compassion to emerge we have to create the right conditions. These
conditions have to do with our inner landscépeur own emotional

life, and sefawarenessand the outer environment, the institutions in

which we work. Compassion is louated, not a product to be
manufacturedé and it doesndét easily s
models of healthcare. The challenge is to create the conditions in which
compassion is most likely to ariggEpstein, 2017, p. 129)

The marketplacea reciprocal arrangement

In this story Florence (whaiora) talks about tpmbeas being like anarketplaceAn
experience of a good exchange, a reciprocal arraggemhe ebb and flow of this

shared contributingvas powerful and empowering.

| think In termsof working with these students, it was like there was an
ebb and a flow. There seemed great strength in them interviewing me
in depth like that together, bouncing ideas off one another and coming
back again the next week. From my perspective | was abtmtabute

as well as them to the knowledge we were all gaining together. | was
giving as well as receiving which is always powerful. It was more like
a reciprocal arrangement.

Reciprocal arrangements like this when you give as wakesive,|

think arealways powerful. It impressed me. In the exchange we were
learning off each other. Each bringing a different kind of wisdom. That
made it a good exchange, as if we were imarketplace The
experience of being in marketplaceexchanging something witlaeh
other was different than just being on the receiving end which makes
you feel powerlesgFlorence)
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In this exchange in thmarketplacgboth sides were giving and receiving from week to
week each bringing a different kind of wisdoin. previous exchanges, Florertad
felt powerlessin contrast, bing reciprocal made therrentexperience powerful for

Florence

Being in themarketplaceof thewpmbewasa recprocal arrangemeniBeing able d
contribute changed the nature of this relatignshn exchange like this whetbe
nature of the relating alteredhad an effect of empowerment. Floremgenders about
theinterviewing me in depth like thahdthe comingback again week by wealso
giving the processtrength It mattered to Florence that other exchanges whaueaye
on the receiving end hadade her powerless in contrast to this exchange.

FI orenceds ac oarketplacaeleséribeb aniintergubjective space. It was
anin encountebetween, a reciprocityn this reciprocal arrangement each person is
bringing something to thmarketplacen this case their own wisdom and ea&h

equally valued. Here in thimarketplacaghere was gace for this to happefhe ebb

and tre flow like receptivity allowing a transacti@aa happenn this in-between space

of subjectivity. Both parties wergharing and contributing. It is no longer one person or

one directional, it is more like | anddu as described by Bub@uber & Smith, 206).

Mearns andCooper(2018) discuss mutual intersubjectivity in the context of qualities

that allow working at relational depth. A wholly genuine open and engaged manner of

t wo people coming together | eads to an e:
about being there absollitgust as a person, where the therapist is not play acting a role
but is simply being himself/ herselfé that
(Mearns& Cooper,2018). This turn away from detached therapeutic arrangements

toward a meeting in therapyn®w more considered as therapeutic in itself even in the

psychotherapeutic and psychological realm.

Herein access is given through the depth of trust where one can onalsaseds
known.Mearns and Cooper (201&llk of a naturalness and spontaneity thratgs
about genuindumanencounter. Awillingness to take risk¢p be yourselin the
intersubjective space makes the encourgelrand genuineThe deepst and often
unspoken fears can beought to light. Thevpmbeis an experience that does not pay

lip service to the relational power of human eggyaent. It honours it as vitall
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healthcare encounters are between persons despite what health circesnistany
about its happening@ne is in relation to self and in relation to others.

Willingness and curiosity i contributing in relationship

In this storyJacktalksabout a shared contribution similar to FlarerThere is a

willingness and a curiosity to show the self, one to the other.

In this wpmbe there was a real willingness and curiosityetar lwhat

others wanted to express. | got the feeling that nearly all of us had this

kind of willingness to explore, willingness to actually notice what our

whai ora wanted to express. I donot k
students or the time butgenerda y it 6s hard to find th
think the relationship is built on contribution. So if | was client and |

give you a piece of information. | would actually expect you to give me

some of your information as well, not in the same quantity maybe b

at least you give me something back. When a practitioner for instance

ask your pain score they donot take
expression and | think something is lost here in the communication. This

sense you can get from the emotional expoaskelps to get more

information which could really help. If | share my emotional response

with my whaiora, | think they are more willing to share theirs. This is a

relationship where you are both giving something back. This

willingness to notice a showgrof the self builds the relationship and it

meant the whaiora can express themselves too. (Jack)

Jack describes the nature of this relationship imghi@beas one where each person
makes a contribution. Jack notices a real willingnesxplore, and auriosityto hea
what others wanted to expregsgtending to emotional expression inside the
engagement means the whaiaould do thisThe relationship was ldtion this
contribution. Sharing an emotional response creating a willingness to sharealt was

way of showing yourself one to another.

Jackds experience in the healthcare syst
only on one level; the practitioner did not provalspace to perceive an additibna
expressionSomethinghad been lost heri@ the communication.

Contribution became a platform for sharing at a dekg»el of emotional response.
This relatingin thewpmbehad two participantsThe emotional response thfe
practitioneralso playing its part. Thisesponse to the other and a willingness to receive

and listenmeans that the whaiora are able to show themselves. It is a vulnerable
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position for both, the whaiora witlot show themselves if th&p not wantd be seen.
Feeling safe in the relationship because of the showing of self allows more showing and

a deeper connection.

No longer a spectator

This ability to fully participate and contribute w&a | | y 0 Bce @&so.[5Sally talles
about arenriching experiencerhere she had a sense of agency. Skerites it as
feeling cradledBeing allowed to participate here in twpmbe(as a member of the

team) and not be dissected or analysed she felt like a human being, not a patient.

One week | waseally thrown and feeling quite sensitive which is not
so unusual for me but despite this | felt cradled And I think for that to
have been the case, a lot of time went into just really focussing on what
was important and what was allowed you know | kepirg, am |
allowed to? And there was that feeling of being allowed.

Having time to check in with these students and then come back and
reflect made me feel like a human being, not a patient. It was like being
a member of a team not the focus that wasgogissected and analysed
and being talked at and made to wait and secondary to my diagnosis.
Hearing othersdéd stories was useful a s
and through this | got a sense of where | fit with that. | felt a sense of
agency about beingble to say is it ok to focus on this or that and that
was a different dynamic for me based on my history of health
professionals. It made me feel as if all of me was allowed to be in the
room. That was so precious. Allowing all of me made it an enriching
experience. It was different being able to fully participate rather than
sit back like an audiencé€Sally)

Sally describes a feeling of being includegtausehe was able to participate. Being
permitted to participate in this way was a different dynasormpared to her other
experences of health professionals. For Sdllyding a focus together, rather than
being the focus (and secondary to her diagnasli®wedall of her to be in the roomnin
pastexperiaces of healthcarghe hadelt dissected andnalysedShe was not
supported specifically to find a focus together. HerthewpmbeSally felt included.
She gained a sense of herself and remarkedhieafiound a place where she could fit

in. She felt a sense of agenaithin the interation. No longer a spectat@ndnotjust
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the audience, heia thewpmbeshe was an actor inside the play, she had a voice and it
couldbe heard. This dynamic of tegmbeallowedSally to fully participate.

Sally, in the pasthad an experience of duality or split between her subject body and her
object bodyln wpmbeshe is now having a contrasgi experiencegllowed to be there

in her entire self. The gaze of the health professiandlher gaze are combined as

shared horizon. Shared horizons are described by Gadg@eange, 2010)Through
thisexperience of a shared horizon she cgalde at her own fear and her trauma
experiencealong with othersPr evi ously she was only O0see
hand and not the pathgaze. These experiences of being one or the other are well
described in health and philosophical literature. The previous experiences Sally had
with health professionalsvhere she was talked at rather than considered part of the
encountercontrastedtsongly with this different dynamic. No longer in the audience

she was now a participant. This allowed all of her to be thdaree room(Broom et al.,

2012; MerleatPonty, 2002; van Manen, 2016)

Co-witnessing a lived experience

Sally (whaiora) goes omtdescribe thegpmbeas an intangible experience where the
intentionwastocavi t ne s s e ac h ererncdhand niake it meanirgil. e x p

Intangible magic was in the room, this experience had a deeper, existential component.

It feels like more than olusiveness. It was in the inconsequential

things, that there was so much more. There has always been that feeling

|l want to help the students but in a
were very much on a | evel playing fi
lived experience of cerebral palsy. The students were, their lived
experience of learning about and applying what they were learning in

the classroom from books or whatever, but for them it was able, to be,

to cowitness a lived experience and make itenorme ani ngful . 1 d
expect it to touch them as much as it
to touch me as much as it did. It, touched me and impacted me in ways

that |, am still feeling. And | reall

class waso much bigger than all the mechanics of it.

|l t6s that intangibleness and i f you |
remember my excitement at thinking we
to do this with a group of students, from these different discipjunss,

imagine what it would be like if a little bit of that can go over to the

medical profession and my excitement to think that it would be possible
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to change the mechanistic to something that was more embracing of
intangi bl es. Th aitdnght pgyossibleputéetwasl don 6t
exciting, it wasvonderful,and it was amazing to be a part of. You know

it was like the birth of something that um, was very, very special. |

mean, looking at the description of what we covered each week, that

was, impotant but it was incidental to the connections that people

made and the rel at i odusttheing theraftrat wer e
that person was enough. 1 tods not abot
this or grab that i1itodés jomsgkhmoey being
important than what you d¢Sally)

Sally talks about both her and the students being touched by the expeasiiteey

were experiencing it together; not | earni
witnessing and in that way the experen themselves became meaningful. Sally

thought it was the intention that was very different than her previous encouneters

everyone began onlavel playing field. It hadhifted from a mechanistic, nuts and

bolts thing to being able to be with intangible elements witeréntent of the class was

much bigger than all the mechanics of it. She became excited and hopeful that

healthcare could be altered and become somediseg

The intention here was to-eatness and make something meaningful together. The
connections and the relationships that were formed by being able to be there were
enough, being there for that person was much more important than what you do. The
incorsequential elements provided the way to feel the magic. It was a week by week
forming of relationships where one could fimetaning together arembrace

intangibles.

The essence of thesempbei the creation of space

In this story Sarah (student) experieagthevpmbeas the creation of a spaeespace
created from adltting go of the fixed agenda. Her story captures this letting go. In the
wpmbeyou ae free to interpret the dancghe describes thepmbeallowing a sense of

opportunityto connect and fih meaning, allowingvhat matters

The best way to express this is to tell it through stories. | am a little bit
of a perfectionist and certainly try too hard sometimes. | like to prepare
a lot but there was something here that showed me a different way. |
could still practice,and it could still be fulfilling and worthwhile and

get good outcomes for patients. It was a powerful learning experience
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teaching me to rely on perhaps my intuition rather than planning things
so much.

To tell it through a storyl have friend who is nationalcompetitor in

roller skating in NZ when she was coming up to a major competition
her coach would say to her to just try 50%, just go along for the ride.
And if you only try 50% you are not going to get anxious about it and if
you do this you can kind of put your energy in to the things that really
matter like the way you know you might musically interpret the dance.

|l guess in clinical practice 1t0s the
100% before you even get in to the clihisiguation you are probably

going to be a little bit anxious and then anxiety is going to affect the

way you interact. Il tés probably not g
kind of | et go a bit and think | donbd

the patent could come in with anything. Then you know that provides
some opportunity to kind of connect with the patient and you know do
things that they find meaningful on the day. There is a sense of

opportunity. Not being somakeydul y pr epa
a worse practitioner(Sardhy 6s a differen

Sarah describes how letting go a bit of thegdeened thing (and a perfectionist
tendency) was a powerful learning experience for her imwtirabe It provided a

connection which atsallowed meaningful discoverjt was like learning a new skill

where you have to rely on something else. Sarah thinks this is possibly intuition. This

kind of letting go ofo n eo@rsplans created an opportunity to do things that the patient

finds meanigful and also provides an opportunity to connect, with the patient. If you

take with you your own anxietigthis can actually get in the way and affect the

interaction. Being able to do this letting go thing is actually a different set of skills and

Sarahthinksit does not necessarilgake you a worse practitioner. Tihgmbecreated a

space for the interpretation of the dance.

An organic space

In this story from Gabriel (a studengbout the essence of ttupmbe she is
experiencing what she calismorganic intangible sgce. She describes it as@ganic,
dynamic moment by moment creativérancy with an ebb and a flow. living gradual

arrivalwherethe person comes into the room.

At the beginning a few of us fourdrery difficult to sit with because
we didnét quite know. It was very
semistructure. There was no black and white structured guidelines.

OpEe
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Being organic it meant that things happened in the moment, that they

may goonewy but they also go the other.
dictated organic meand@s tihtas Vvitldsamt ei

itskind of ebbs and flows.

You know | am still struggling with that black and white rigidity |
literally have four folders of arksheets that | need near me at all times.

That s the structure, thatodods the tang
And t hen, wel | | thereds this, t he si
per son, how power ful thatngagofual |y is

my head and the asking what technique | should use now. Getting out
of my head and just being with the person in the room, how easy it is to
get lost in the technique, in the worksheets, | am still struggling with it.

But whatissoniceislhav seen t he other side tooé

We | | it was kind of |l i ke in this spa
anything else you know, and thatdés ok
donot know i f I wi || get t hat space

becauseworkplacescan be sarigid, so | am quite grateful. I think
letting go creates the space. The letting go was ourselves being present,
listening, reflecting on ourselves and being honest. Building
relationships with other people, that was like #&sence of it, the
person who comestother o o m phot just tides diagnosis, the whole
person approach is essentially everything that they are, not just one
diagnosis or one dimensiofGabiriel)

Gabriel describes th@pmbeas a letting go of whas tangible.This letting go is

something she struggles with as an emerging clinician and she thinks she still will.

Letting go and sitting with the person and also herself, she noticed was powerful. To be

with a person in this way meant she had to get ohephead. She was so grateful to

have had this experience. For hawds like seeing the other sidecteated a unique

space that built relationship. The essence of this approach was building relationships
with people as everything they are not justegdosis. Its purpose was to create a space

that was no longer unidimensional.

For Gabrieltherearedifferent waysbe with a person in the room when you allow

everything they are to be there. To do thieu have to let go of something, order to

sit with the otherBeing with the person meant she had to be with herself too. I think the

space that was created made way for the building and acknowledgement of the

therapeutic intersubjective experierica place where both persons could be present
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Galriel attests to this approach allowing people to bring their whole selves, as a
multidimensional unitary realityt became an ontological being w(triver et al.,

2013) Orange (P11) discussed thisnderstandin@f the sufferingother occurring in a
ddiberately authentic shared dialogic space. Two whole experiencing persons step into
thetherapeutic space and their arrival brings an understandingpssible if we stand

apart and unknown.

Our understandingis formed through the dancd conversationa dialogueof human

connection
Our human form of |l i fe has an nl and t
weo character. I n our practical affai |

at an understanding. And reaching an understanding happens in a
conversation, in a dialogugsadamer, Dutt& Palmer, 2001p. 79)

Gabiriel is still trying to explain this feeling of grappling with the tensions that this

organic space creates:

This big vacuous unknown kind of spa
meaningya j ust donodét really know where vy
or how to manage it. This feeling of what do we say in that context and
then not in that context was pretty constant, and then what ethically am

| all owed, it didnot iwraaskedystogm away.
for a coffee, this kind of says we will have to have a think about that. As
aHP ethics wise it doesndt even go th

of what my rules are and what this expanse looks like without the rules.

The meaning othe space, we were all of us grappling with that. We

were all of us trying to name what it was and trying to have something

tangi bl e, but space isndt tangibl e,
is. God dam it. The meaning that | took from it was thategrating

myself and being flexible and knowing myself is really important in the

wor k that I do and that rigidity do
building therapeutic rappori{Gabriel)

This grappling with the intangible space was not only for hielsgelfor everyone in the

wpmbe The space hadfaeling of treading in to the unknown h at dllygcn 6t r ea
away This created tension as the rules and boundariesneevesible or tangiblelt

was challenging to describe @ had a flexiblemmoving undarybut did exist as its

own entity.At times it seemed there were no rules. This space did not have a bad

meaning, despite being something to grapple with. It provided a freedom to be open and
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discover equality in this therapeutic relationship. Prieaed existent in this space one
was able to integrate oneself, through this flexibilltgere was a realisation that being
with uncertainty can lend itself tauilding therapeutic rapporthis is akin to holding a
fallible attitude, as a continuously enging clinician. No longethoosingcertainty

which closes oneff but remainingopen to possibility.

Orange (2011jlescribe adopting a clinical attitude where holding an awareness of
existential finitude alters our clinical posture. Acceptinglouited perspectivekeeps
us humble in &ermeneutic attitude. It creates possibility for an emergent landscape.

For the unexpected to make an entrance.

Maintaining this attitude keeps us always in recognition of how limited
our perspective i our own &llibility. It allows freedom to play in the
clinical situation, to explore possible meanings without feeling too
committed to them. It means we can make mistakes with the patient and
to recover with them, to learn from them and make space for the
emergene of the patients own sense of things. It is a way of
acknowledging we are but small in the universe and the large systems
we inhabit. It helps us not take ourselves too seriously! Rather enjoy
what gradually becomes possible given the particular ciranmoss
(Orange, 2011, p. 24)

| think Orangg(2011) describé well this kind of to and fro in the clinical dialectic. This
way of having a natural flow to conversation where you are not fixed to an agenda or
taking yourself too seriously creates a moodemsgivity of being on the same playing
field. Orange ca#idthis a fallibilistic attitude. It is not commonly encouraged in
healthcare relationships where power and knowledge seem to dominategprhbeis
allowing room to play and space to explore. $pace created by thgpmbeis

organically occurring.
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Allowing this emergent space

Sarah(a studentjells a story about this just kind of being with people means you can be

responsive. This emergent space allowed you to just see what turned up.

We taked about this a lot that when you are in clinical practice you
often go in with a list of things that you need to ask and in your mind
thinking what are we going to do, we have to plan, plan, plan, plan but
the more we were able to just kind of be witbgde it was just like oh
well you know weoll Jjust see what t
valuable, because then you can be responsive to what your patient
brings up. You have a sense of flexibility, and you can ask what is
actually going on for themRather than something you have prepared
and are invested in and therefore should do. We were able to just kind
of be with people each week and just see what turned up, you know.
(Sarah)

Sarah describes the experience of letting things emerge when yiautsencounter

itself. Seeing a patient without a fixed agenda can change the outcome. She believes
practising in this way is really valuable as it allows you to be more responsive to what
emerges in that space, in that moment that you are togetheeirRythis way Sarah

had the experience of tgpmbeallowing an opportunity to get to what really matters.

It takes you to théeart of the matter, whereyoucars k what 6s actual
them.She expresses that essentially this is the very rgempare with the whaiora.
Alternatively, remaining invested in your own agenda stifles emergence and diminishes

opportunity.

These stories about the creation of a space link together for Sarah and Gabriel. They
both speak of letting go in order to belyybresent with the persan the room,

listening andeflectingon their own reasons for being there, bringing open
responsiveneds the encounter. Being present, responsind flexible created an
emergent space.

Paying attention to the whole person

Jack (a student) describes another dimension iwgimebewhere you are paying
attention to a multidimensional person. Again, noticing and being curious brings the

whole persorinto your focus. Jack describes finding a deeper connection within the

u

r

y
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biographical and clinical story. It has the effect of seeing the person as not split mind or

body and holding the connection between.

Paying attention to their condition as whole nowattivas something

di fferent I havendét experienced. Bei
you just focus on your own professio
had that kind of image of a persona as a whole. Previously my

impression was professions work witte tbody or the oral health. It

was kind of like slicing or cutting a persompieces and only focussing

on the pieces. | think this whole body focus has more balance. | really

notice this very deeply after the people came. When | really pay

attention tothis, | notice a lot of other interconnection that actually

helps my own profession. In psychotherapy we might deal with trauma,
developmental issues, and mental things. But how about the
relationship between my <client and h
at ention to it. We donodot explore the
and other health. | feel that if | was a client that is as a big part of me

but you didndét notice.

Maybe there ar¢hreecomponents to this not noticing and not wanting

to explore, One aaponent would be the boundary, | should actually

step in, | shoul dndt cross the border
knowledge; it could be very complicated and | would have no idea what

they are téking about, for instance when our whaiora was tajlabout

their condition its almost alien to me and | am trying to grab a sense of

why someone cant for instance go up the stairs. Even if | was alone with

the client when they told ,menkl stil/l
maybe there is avoidande,e cause i f | focus on this
my own progress in the session.

So now what | do when trying to take
focus on the physical symptom itself but on how will | address it exactly.

| try to notice the symptom aret my client know that | notice and |

hold that pain or hold that struggle and focus on the connection

between the mental and the physical. | use that connection to explore

the mental side. Instead of completely pushing it away and never

bringing it up a@in. You just talk about ifJack)

Jack describes how he is now taking a different approach. What was once alien or over
the border to include seems now quite natural. Jack could now grab a sense of what this
means to the whai oroathathethad pravioasly been slicag k 6 s

people up. He can see now that as a person this would feel awful as if you were not
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noticed. Now he can see a mindbody connection. Now he has a way of managing both

the physical and the mental together, in fact meccanect one with and even through

the other. He notices the connection and no longer dismisses it. The symptoms do not

get in the way anymore. Jack describes three possible barriers to whole person practice.
Firstly, beinglimited by knowing and wantintp keep your boundaries. Secondly, not
beingcomfortable with the feeling that you lack knowledge. Thirghu may have a

feeling that if you attend to this other thing that comes up, yoootattend to your

6real 6 job at hanevendhing downt Hewesdrilbes mekikgespacet s |
for the other thing to come up, taushing it away anymore. Tla¢her thingis talked

about it and given some meaning as a part of the whole.

Jill (whaiora) also describes an experience of being embraced adeapshson in the

wpmbe She had a deep yearning to be understood as more than her illness.

| just loved this approach, there was a vibrancy and liveliness to it all.
Just to think it HePwasjustdaptpsicnfemvg f or &6 n
for future outomes, for the next generation for people who are unwell.
Reading the words on the flyer (invitation) | wondered how it could

come about, | thought | canét believe
people here who are going to embrace the whole pdarsmu were a

person at the end of the day. | wonde
to this. We wer e al | guite differen

stereotyped. It was like there are different ways to know you and to get
well. It was extremely kind without ralilously sounding touchy feely
with a level of fun. We shared our names and we were all remembered.

For them to understand that you are more than your iliness, I just love

the approach. It was suburb. There are different ways to get better not
justgoing to your GP or physio appointments. Combined withvhiat

was extremely noticeable was that | experienced an understanding that
they wanted to understand how we felt as patients. They were wanting

to be more encompassing and see me as not a diaghosé é t hat
feeling that they wanted to do something different, you know? | felt so
lucky.

| still often find that sometimes you get aRHthat is purely , medical

or drugs or so far a certain way tha
comes up the middland embraces both the purely medical and

alternative in a good way while still getting a highly trainedPHThey

either do the medical thing or the alternative thing. In tlsmbeyou

are still getting very skilled trained professionals, but you ds® a
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getting them the €5 to see it from another perspective. They seemed
to grasp what is needed to help a person who is not well.

| was so pleased it was available because the health system needs to be
more than someone just fronting up for a knee reptant. (Jill)

Jill felt so lucky to have come across this way of encompassing both medical and other

perspectives together, embracing both in a good way, in a way that was not separated. It

wasameeting in the middle. It was a feeling of others wantingniderstand, wanting

to feel how she felt and see her as something more and do things differently. She was
remembered for who she w&onsidered as different people, as individuals, not
stereotyped. These studemsth their already existing skillsvere encouraged to take a

look from another perspective.

Broom (2012 talkedabout the nature of whole person experience in healthcare where
the subjective story is considered to be a full and meaningful componsyihgas

much weight as the medical story. It is still commonly dismissed in healthcare
encounters as it has no meaning in the physiaterialist notion of medical practice
(Broom, 2012). I i Istbry) shehad a deep sense that this subjective stamypisrt of

her whole picture.

The environment

Jack (a student) is distressed as he recounts a story of a patient not beiifgy easrad
person despite all the best medical input. He feels/fimabeis a distinct contrast to this
experiencas it allows ad encompasses caring as though it matters and is integral to
health.

| had an experience in ED last week that highlighted this to me. | work

as a mental health volunteer. In New Zealand we are supposed we have

the four wall Mbri model of health, butinyn experi ence it
actually have that.

We had someone come and talk to us aboutfth@iwvalled house. In

ED. We have a family room. We have chapel and we have the mental
support (like me) and of course the physical side, the doctors and
nurses. The are speaking about it like everything matters, but what |
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saw was a patient lying in front of me in the bed with no pillow, for 6
hours! This seems the most obvious caring, give her a pillow.

| think for the patient they would be nervous, the environmwenidd
feel cold, and it would be hard to rest. It would be even harder without

a pillow. You wouldndédt know how | ong
the staff are talking about all these brilliant things they are going to do
to help you but the basicneedohvi ng a pil |l ow hasnoét

The most obvious thing to make them comfortable.

In the wpmbethere were those caring touches (it was like they
mattered) actually going out to the door, greeting the whaiora, and
sending them away and really chattiwgh them on the way out, giving
them food, helping them get food and coffee. Even that small touch, it
builds up and builds up to a certain level where they actually sense the
feeling of care. This is lacking in our medical system. Even me as

volunteer,| couldnét even find a pillow,
they make excuses about sanitising, étlike an excuse but it just keeps

happening.

I f it was me | would just feel col d,

have a pillow, literally thatold environment and cold in the people. A
person should sleep with a pillow. Without a pillow for 6 hours you are
not treating me as a persofdack)

Jack describes a hedmteaking feelinghe feels the system is failing his patients. The
system subscrés to a belief where all dimensions are attended to but even the basic
human caring is losHe wonders how this must feel for the patiemt® would fel this
6coldnessd6. All the bes WPQebhdingdiscussed.&dlf e i s
thewalls (mind, body, spiritand whanauarerepresented antie WhareTapa Wha

model of healthcare is talked abgont itis just like lip service, or voices in the

distance, if you are uncomfortable and cold. He noticed iwfimebethese caring

toucheswvere considered important and a part of the whole package. | think Jack is

witnessing how far medical care has become removed from the person.

Broom (2007) talkdabout this disconnection from the person in clinical practice. | feel

that what we believe atters generates our behaviour, and that this over commitment to
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the medical part of healthcare separatesam the inherent task of healing and

attending to others.

Unfortunately,medicine has come to be based almost entirely on what
Sci enc e esuldimy adendpater viaw of the persoifhe task

of medicine is to bring healing, and healing encompasses far more than
the structural aspects of humar$erefore,it is not legitimate for
medicine to fail to see meanings which happens because of its
ideologically driven ovecommitment to the scientific natural attitude
(Broom, 2007, p101)

A changing landscapd environment having meaning

For Sarah (student) it felt good to be in an environment where she could experience the
unfolding of being allowd to be the way she had always wanted to be as a healthcare

professional and not being swayed from the reasons she came to healthcare:

Looking back, | would say that being a part of ygmbeprogramme

was one of my best clinical learning experiencesshibwed me a

different way of considering my role as a4 There are certain ways

of being this particular idP (Physio- not identified) and fitting in to

that role is quite a stressful thing.
life really preparesyofi or i t . Il tés just something
being in an environment where you know human qualities, like being

nice to people, like listening and being open and just being with people

and their struggles it reminded me that that was one of the redson

wanted to become adR (Physig in the first place. It was nice being

in thatwpmbeenvironment that allows that to unfold, it was showing

me the way that it could unfold. And still be like within your role as a

HcP, although the role was blurred atlé bit.

It was the ability to say my role do
narrow way of working that doesné6t ac
It felt good to be in an environment that allowed me to express the better

parts of my clinical practiceike you know being with people and

expressing empathy. Just being able to have that (empathy) as
something that has a pl ace, it i snbt
is was like, really(Sarah)

In this story Sarah is saying how comfortable it wad@able to practice this way. It
was the way she always wanted to practice, no longer confined to a narrow way which

does not address the real problems. This was a way of practising where listening, just
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being with people and their struggkEsdhaving arempathic connection was integral to
the encounteit was showinghe way that these things could unfetdl within your

role.

Reflection

The findings in this chapter link the lived experience of being known and the path of the
struggle by looking closely at the level playing field, tharketplacef reciprocal

exchange and the nature of the engagement. This chapter frames the landsoape whe
thewpmbemeeting essentially occurs. In ttypmbe these participants talk strongly

about a different intentiowhich became a compelling part of the framing or scaffold.

But it becomes more profound as one uncovers what was exchanged, what was
contributed. What was grasped and was now within reach was the interconnection
between life story and illnesthrough this deep whole person acknowledgenikat

truth of the struggle emerged.

Through cewitnessing and permitting a whole person engagementindecreates

an emergent and organically occurring intersubjective space. The whaiora and these
HcSbecame present to one another. The creation o$éeisinglyintangible magic

space led to the exploring of the experience of illness and pain (the strogginer

and allowed a move towards a discovery baiis meaningful.

By paying attention to all aspects of multidimensional personhood through this time of
exploration in thevpmbemeant the whaiora felt no longer split by their iliness. They
were abé to arrive through this door to wholeness a rentegrationof self in

community with others. No longer split and reduced by a mechanistic exganenc
healthcare encounter, whaiaware satisfiedHere they wer&nown and had a place to
share their depest struggles, the things they had tolébne before they now

experience together in relationship. This had a powerful effect on their healing

trajectory.



Reflectioni Poem

The Marketplace at Bwn

A mist hangs over the marketplace
Slowly arriving, the light of dawn brings with it the chatter of voices
Colour, shape smell and sounHoisterously arrive
Alive and reverberating
An exchange of life
Organic and emergent
Curiosity creatingthis prairiespace
The dancefloor opens up
Where
Life makes its arrival
In
The inbetween space

Janette Tolich
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CHAPTER SEVEN

A Returning to Self (wholeness)

The art of healing at its cande i s a |
the task of the healer is to have loving intention, to create a space where

aperson can feel that intention, can feel safe with it, and flourish inside

it. None of this is incompatible with the inclusion of biomedical

treatments. (BroonR2015, p 118)

Introduction

This chapter draws the findings of this hermeneptienomenological journey together

It takes the groupings of findings and looks at how each story makes up a part of the
unified (whole).Placing the stories together in this wayrelation to onerother,

forms a holographic image by way reflection.In other wordsit points tosomething.

The aim of discussion in this chapter is to create a coherent and accessible forum that
elucidates my path in the drawing of conclusions by further contextualising my

findings. It will place the themes in contexitivivhat is already known and understood

in related literature on this topic and point to what could be relevant for future
healthcare encounters. This is the chance to explore more deeply how the findings of the
lived experience of theepmbecan enrich ouknowing about whole person encounters

in the healthcare system. Understanding the dynamic, emergent, and powerful nature of
thesewpmbeencounters, where meaning and irgabjectivity enter and collide more
consciouslyforms part of aressentialongingto connect théduman story of illness and
healingin healthcare. It is a chance in our clinical encounters to open up more creative

and inclusive possibilities.

| have shared my own preflective journey and the experience of writing the stories
and capiring theessencef my participantéexperiences ahis wpmbe | have
presented what | came to see as the themes of meaamdylanen, 2001of the
phenomenon by the grouping of lestories. Thigesearch process of hermeneutic
interpretationrecognsing, identifying and grouping the storieand seeing themes
emergerevealed a pathway of an experiential emergent process of maaakigg

which lies in parallel to the coand the emergemhenomenaf thewpmte itself.

Attending todiscoveringthe very essence ovpmbehas been my intentioiy telling

such an interpretive story of a livedderstanding ancbnsidering its resonance with
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the experiences written about by oth@ndliterature and healthcarghe essencewhich

isalready therasav ai | abl e t o be uncovered. A her me
inherent nature is to raise questions and open up further possibilities. Reading between
the lines what is already there amdhcoveringthe many layers of experiencing in such

a study surelgives it its unique characteristicghis | hope will identify the

particularities of thevpmbemaking it easily andlearly identifiable anthereby more

readily translateéhto clinical practice

It may take a shift in worldview to channel this whole person encounter sensibility into
everyday healthcare practice, as it is a perceptive change. To complete the discussion, |
suggest opportunities for further research that could assist with chartge.\&try end

of this chapter, in my reflections, | will briefly discuss how my own understanding has

deepened and been renewed.

Emergent themes of thevpmbe

The emergent themes of thiggmbeare interwoven already ariokm parts of each

other. Firstly the theme oexperiencing (being with) the strugglevipmbe secondly

being known and acknowledged as a person through being accomipahedpmbe
which tells of the importance and role of the accompanied jopamelythirdly the
environmentthe emegent landscapef thewpmte that allows an organic space in

order to be with the struggl€ogetherthese thememergeand expand as thegll the

story of the encounterl will situate them in the context of the known related healthcare
literatureand pnder out loud what is represented in the findings

Part one- the appearance of the struggle as integral to thepmbe

In all three findings chapterthe participants sgke of experiencinga struggleor tussle.
Being with this struggle was described in the storidseaisg able to be with the
horrible messy side of lifand was connected with tk&perience of illnesand healing
Thewpmbeshone a light on #hstruggleand tension of being in thiohrible place (in
illness)allowing what whaiora called thenost desperate thirtg bubble up to the
surface Something that had been hidden was being uncoverednéanscious
awarenesw/as making its way to a sharednsciousntersubjective awarenesBhis
reflectsliterature encouraging physiciansiie willing and available to heéreir

p at i lanmemt,sldwving this pain or lament to surfaes avalid and valuablgart of
the encounterAttendng to this intheclinical encounter, whilsacknowled@ng its

importantbenefits to welbeingis an area of keen debate realisation is growinghat



122

being withthe suffering dier remains at the heart of medicine, and it is imperative to
re-integrate this to advance wdileing.Tate and Peariman (201®ake the call explicit,
Intention, sustained presence and the act of recognising the patients
suffering are the end to be achieved, even if the relief of suffering is not
attained ...it is hard to keep return

day after dg and yet the calling of thelinician isto return, to sit, to
stay and ultimately one can hope to hal.107)

Choosing tdistenf or and all ow the patientos | amen
acknowledged in literature &mnsformativeand a significant part of the healing

procesgBub, 2004) This pointof maximump ai n o r stlamenis@ tetmiusged t 6

in psychotherapyo describe the surfacing of an unconscious pain. It is not a term so
commonly used in the physical therapies, which essentially are seeking to minimise or
control pain through appropriating meaning. It is important to identify what is thought

of as painin different healthcare disciplines, as it is does not hold a common language,

it is an area that lies across thendbodydivide, despite it being known as a subjective
experience. The patientods | ament ieoft he |
a feeling brainArnaudo, 2013; Damasio, 2003; Edwards, 2013; Frankl, 2004)

Naming the strugglei shining a light in the cave of suffering

In the wpmbethe strugglevas described as that dark place where you do not want to

go. There was a tensiongoing there. It is usual in healthcare for the clinician to

decide and focus on what is considered the presenting problem. The presenting problem
in a biomedical consultation generally equates with the actual situation or difficulty that
is seen as the ason for the consultation itself. In thgpmbe this struggle was

something quite different. Whaiora found themselves facing loss, the new diagnosis, the
loss of normality (e.g., after a stroke or ifeeatening illness, or ongoing relentless

pain or chonic disease). Their seilfientifying place in their world as they knew it had

been disrupted. Medical phenomenologists have sought to define and describe this life
disruption and its concurrent sufferirfvenaeus (200@xpressed it agn unhomelike

feeling of being in the worl@fter a life changing event is compatible with a process of
separation from a comfortaldel-knowing caused by the illness itself; the suffering
person appearing as other to themselves, an alien presence. This alienati@if foich s

life as one knew it is further augmented by the objectified scientific gaze of the health
professional. Merleau Ponty called it the body of Othlere ( ¢ o r P thedpbyaicalt r u i
body, the object of medicine what has become diseased as oppdsetivied body



123

(lieb or corps propne which experiences illness form the inside. The now naked body
(person) exposed to examinatipherleauPonty, M.2002).

Our body, which holds our sense of the experiensaigwhenunencumbered, has now
become thencumbered bodwith a sense that disease is the intrusfan Manen
(2016)expressed this break in unity of existence as,

We discover the object like nature of our body when the unity of

existence in our world is broken, disease disturbs our-lvedtg,

seious illness changes everything, our sense of time and priorities, our

experience of space and our felt relations with each other, our sense of
self. (van Manen, 2016, p. 330)

Separation from self and its constituent suffering has become evempranoeinced by

the disconnection of the mind and body through dualist practice. The whaiora are
seeking a reclaiming of this sense of self. A return to the passed over in silenckebody (
passe vous silengand a return to a homelike feeling in the wosdlavhat is most
sought(Carel, 2015)1 wonder if there are two objectifications happening hHEne.

person who suffers is desperately longing to return to their unencumbered previous
sense of self but remains hinderedllmess separationThis is furtherexacerbated in
biomedical consultations by the objectified gaze, extendeddn hidingnyself from

the view of others

Participants in thevpmbeare accompanied in relation to othersrecovering a liveable

relation to themselves, a term used by vam&ftg2016) Accordingto Tate and

Pearlman (2019), in theamalysis of the phenomenon of suffering and its relationship to
medicineaiper sons sense of self is relational
by others .the sense of selffermedan d sust ai ned {(phlO)Thgh di s ¢
sense of self is determined by relationships (to otheaigs and onés seltnarrative

By denying subjectivity a place alongside and integral to physicality, we slow or

prevent the recovery of this liveabigation(van Manen, 2016)

Tate and Peariman (2019) i n t heir critique of Cassel!/l
sought to provide a more grounded conceptualised pathway for clinwiawiding an

i nroad into the misto. Thei wpmbekimstye pt ual |
they place importancendmerely recognising the presence of suffering. They go on to
recommend seeking to understand the pat.i
attention to the loss of relationships, roles nadativesandidentifying avenues of
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conversation thaachieve a shared understanding, through actively listening and
exploring t h e i(Tate &Rearlcthan, pal®&)hey also makeettse oint

that it is what seems simple in practice but is frequently forgotten. They point out that

t he clsi wiocidan@&@nd act s armewchliniciantrelaboashipign o b
very significant to the role of alleviating suffering. The findings inviipenbealso point

to simplicity and meaningful everyday significant connections.

Tate and Z2e9aaritigueaelatéssevef more directlywpmbein that they see
Cassell 6s model as | imiting because it |
marginalised by the disease and its diagnostic labels, they are exper{@iaten§

Pearlman) They point out the limits of a view of the nature of suffering as a threat to
personhood and its beimgrrectedby a subjective meaningenerated lens by the

i ndividual . Cassell 6s an e-oaratihgeofthestorg uf f er |
TateandP2r | man see Cassell 6s model as Aafi xir
the person andf{e) disease to the biological body. Cassell, ironically, dissolves the

holism he is so intent amaintaining (Tate & Pearlman, 2019, p. 98)

Cassell (1998)esistedhe objective view of suffering, that this limited notion was
dualist and not in |ine with a phenomenol
suffering i s insepar alMdaaé&Jensenn0lB8Yateand e mb o
Pearlman (2019) recognised thiare is a need to look further into the relationship

between objective and subjective suffering in line with the phenomenological view of

the ill Dbody and the experience of il ne:

embodimertt

Weaving thecomponents of being with the struggle

Facing this disintegration of a previous known life though washsstruggle the
struggle was with something else. It was the thingme had asked them about. This

no one ever asked about strughkad not been the focus before. The medical condition

3 Note: the sense of loss is further accentuated by the belief that advancement of medicine can
Aiprotect us fromathé wagahies ah illusion ha
(Carel, 2015, p. 107)



125

or the actual illness situation had previously been the fdd¢uswing light onthe

struggle brought something else into focus. It was something other than the situation
itself or adjusting or accepting this situation. Could it be thaivitrabewas opening

the envelope of suffering? Was it suffering being addressed adding todiua tend
discomfort? Being accompanied to engage with the stragglgoing into that

uncertain and unknowravein thewpmbe seemed pivotal to making sense of the
disaster that has befallen them. Being with the struggle was getting to the crux of the
matter, getting tovhat mattersas one student satidis was facing theeal problem.

The affectivefeeling of sufferingwith its constituent pain from the loss of connection to
self by disruption of harmonious stability (that comes with ilindsg]s its place at the
forefront of the encounter, rather than the problem or condition that needed to be fixed.
Thewpmbepushed awayhe problerdbased, fixing approach. It turned the encounter
around; here you could struggle together and tackle what mattered, tackling what
emerged head on. The struggle became a companion and quite possibly a container to
the suffering itselfthe strugde to be withthe suffering for oneself and with othefhe
guestion to ask here, is what is it that is difficulfaoein our usual medical encounters,
that wadacedhere in thevpmbe and why is it hard to surfa@dt was a pathway that

took couragend was likened by whaiora akitSto walking a tightrope, facing your

fear and balancing a fine line afilnerability. In thewvpmbevulnerability was given

permission to emerge.

The struggle in thewpmbea reflection of itself

Thewpmbecreated a reflen of itself, the tension created tension, the struggle
emerging wagonverselya struggle to be with. Both whaiora and students were
expressing thavpmbetook them to the edge, it was painful, but it was a liberating pain
Pain and tensiorallowed growh. Being allowed to get down and get dirty while still
accompanied was described as similar to having a good paréme. dlepth bintimate
relating, this safe environment was createved the experiencgassimply enoughto

allow recovery.

This is sigiificant for healthcare practice since the experience of this kind whe@e one
story is heard and one experiences being accompamaedentified ashe healing part
of the encountetthis is the nature of encounter, the art of medicine and the missing
link. It is thesplinting/supporin and through relationship, over tintkat supports the

growth and healing. The limbic mirroring and regulation of oneself in relationship is
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health giving and absolutely necessarytha reorientation of self irehabilitation and

wellness inilic attractors thus exert a distorting force not only within the brain that
produces them but also the limbic networks obthers- calling forth compatible

memories, emotional states and styles or relatedndissrim(Lewis, Amini, & Lannon,

2000, p.1420Oneds whol e past story cahutasame er be
comes alongside anotheelf becomes reflected anotter. This is important because it

is missingin healthcare encountelsis the love quotient referred to in the findings that
makes the difference and changes practice from a fast medickhboxdapproach

toward a slow intentional attending to oth@@smasiocet al, 2003 Sweet, 2018

This love quotient has power to form and reshape our identity and stretches beyond the
moment . Al I of us, when we engage in rel;:
emotional world. Limbic transmissions reng&rsonal identity malleabléewis et al.,

2000) In & relationship one mind revises another; one heart changes its partner; this
astounding legacy of our combined status as mammals and neural beings is limbic
revision; the power to remodel the emotiopah r t s of t he peopl e we
2000, p. 144).

Lewisetal. (2000t i t es a poem from E. E. Cummings,

power to render identity:

your homecoming will be my homecoming---------

my selves go with yoanly I remain; a shadow phantom effigy or

seeming

(@an al most someone al ways whob6s no one
a no one who, till their and your retuing, spends the forever of his

loneliness

dreaming their eyes have opened to your morning

feeling their stars have risen through yakies

Truth emerging from the struggle

The truth began surfacing in tigpmbeas connections were made with life staviore

than one whaioracknowledged that th@pmbewas an experience of returning to the
truth of who they were. éBreferred to this as being able to discover themselves inside
their therapist roleMurphy (2013)tells about this experience and its importance in the

healing journey for himself asmindbody clinician, A By ¢ o mi nigyivingnt o | i f
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contact | learnt (how) to embody the truth of who | am, the first step in healing and
i nt eg(padb6)i on o

Being on the receiving end in tiimbehas significant resonance with the writing of

BarhavaMonteith (2018 whodescriledthe whole person approach:

It was unsettling and painful, destabilising and distressing, being

confronted with the possibility that my own life story might have

somet hing t o daAndyetitfditvengyight. ifdltghe s s &

because the WPMB practitioner asked me in that first meeting what no

other medical practitioner had asked me before, he asked me the most

crucial questions about my history, it was in answering those crucial

guestions (in a very safe environment hatad) that | realised that my

history and my | ifeds story had to be
long, very dark and quite scary corridor into the unknof{Barhava

Monteith, 2018, p. 21)

A meeting with a whole person practitioner was a disturldiggressing experience for
BarhavaMonteithd it had the effect of connecting with the painful truth. Barhava
Monteithds description bears a wpmbeong r e:

participants of entering a cave and the feelings of uncertainty.

The environment of this safe relationshappng with a veracity to find a connection
between illness and personal storied experigaltmved the truth to be found@hese
crucial questionsllowed the connection with thise experience of illness to a life
experience with meaning to emerlgeanings and meaningful connection was made.
These connections were also experienced ingbearchedvpmbe Thesewpmbe
encounters were not longstamgl relationships with experienced clinicians; they were
simple interactions with a different intentiodn intentionthatallowed the person and
the self to emerge, story itself being already thEmmpassionate accompaniment,
along with the role of thenquirer expanding and allowing larger view, created an
environment wherdeeply felt experiences of illnesgrehead togetherFear and
anguish bubbled up to the surfad¢haiora speak of this when they sdhlity asked me
whatno one else had asked bed.

Utilising the intersubjective space is essential in allowing the exploring of meaning
making in illnesgBroom, 2007)It is a hurdle and challenge to practice in this way as it
requires one to have a different miselt or system of beligfrom ourcurrent system.

One of the biggest challenges in seeing
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is that it iIs seen to be blaming é&nheself
ability to be present, concerns emotion,-falief, and styes of intimate relating. A

meanings connection is possible if the clinician has the capacity to safely hold and
accompany a perspthereby creating an emergent space for the sometimes painful

truth toappear and be seen together in relation@ipom,2007; Mearns & Cooper,

2018)

Not abl e h e (2@el6)ousstarffliogwork ia fdrging a link in the fields of
psychoanalysis and neurobiology furthering our insight into brain and mind/body
changes. Affective neuroscience and regulation themy itswide-ranging

applications for personal neurobiological models of emotional and social development
have relevance to this intersubjective experience for the patient and therapist alike.
Remaining ignorant of interactive personal dynamics in healingeguairris not

benefitting a return to webeing as Schore statgii n r el ati onal ly ori
contexts that optimise intersubjective communication and interactive regulation, deficits

in internal working models of the self and the world are graldd v r (p. 3@ itis e d O
expedient now that we give consideration to the whole range of human experience in

our therapeutic alliances, allowing whole person care to advance healing and repair.

Part two - An experience of being known (in relationship) in thavpmbe
Being known in and through the presence of another

Wholeness does not come from simply adding the parts. We are stirred
or called forth into wholeness through meeting the other as an
individual. This suffuses our meeting the world with aliveness,
unknowing and vulnerability. Through meeting the other our, our being
comes into presencéMurphy, 2013, p. 46)

I 1 dent i fy asgoumt anéxdydlanmatprnof lisjourney towardgegmationof
mindbodypractice through his connémt with the existentigbhilosophy of Buber.
Murphy (2013)used the term, a radically intimate field of mind, body, and spirit to
explain the place of meeting within personal encounter. It is a good terrplénethe
nature of the experience that whaiora and students were being called tavpmthe
explaining what happens whering comes into presende,meeting the other. In
regular healthcare encounters, we do not think of ourselves as practitiobhensgas
there as a perso¥ourselved meeting another. The student participants intpmbe

found that they were stirred and called to this unigeetingexperience, it was an
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uncertain, undefined organic space. Participants struggled with this ungekasgying

safe (professional and emotional) boundaries, and experiencing their own vulnerability.

Murphyi dent i fi ed t hi s plagelwhezeveaolbsl eel vsepsa caer ea sb ot

(Murphy,2003p. 46) Selves being born is a theme right throughout the findings
chapters. The&vpmbebrings about this birth or re birthto self hood this happens in

an interpersonal space that is multidimensional, in other words it pervades personhood
(Broom, 2007)

Becomng ( and beingknown through this relational experience meant tisosgtering,
seeking wellness were able to make small islands of meamdgemind map their
overturned world. Neuroscientific studies are now foicigsen this mind mapping

which assits goodrehabilitation Thesecomponents of meaning making are vital in
assisting with thigeeling brainreconstruction. The rational mind makisgnse through

the processing of thieeling brain(Damasio, 2003; Schore, 2016; Sternberg, 20H0)
thewpmtle, participants made sense and becarienmevn to themselves accompanied

by another Embracing an existential and relational love reality was referred to in the
wpmbeas the missing Xactor. Thewpmbehas assisted whaiora in returning to a vital
life, nolonger an illusion of returning to their pre illness state they are now becoming a
new version of themselvé€hiozza, 1999) Being invited to consider all aspects of
personhood as having meaning links to the returning self, to agency and to reigniting a

capacity to engage again in a meaningful life.

By taking a relational view of persons in our therapeericountersywhole persons are
brought forth through encountering the othéere, in the famous words of an
existential philosopher, Buband Smith 2006) callit being encountered by grace;

grace is the capacity to encounter the other:

The YOU encounters me bygratget cannot be found by
YOU encounters me. But | enter into direct relation to it. Thus the

relationship is election andelc t i n g, passive and act.i
concentration and fusion into a whole being can never be accomplished

by me, can never be accomplished without me. | require a YOU to
become; becoming I, | say You. AlIIl ac
-notthatwhi ch i s | i ke pointé budxists he actu

only insofar as presentess, encounter and relation exist. Only as the

C

-
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-
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YOU becomes present does presesgs come in to bein@Buber &
Smith, 2006, p. 62)

Being known asa passageway to wholenessd vitality

Murphy (2013)beautifully articulatd becoming fully known irthe clearingasbeing a
Opass ageway pthetlearing, ibang & Heeleggerian congefa@rman, 2007)
Even more, Murphy talked about tbapacity taemainherei The c¢cl ear i ng i ¢
to wholeness. We reach the truth of what is, and what is emerging together, by turning
to theexperiential opennessf t h e (pnddnMWhole gerson healthcaiea

learning totrust that the whole is already pees in any one of its parts, particularly in

the story and symptontd the whaiora. Thigs a learning to remaimn the clearing by
developing drustthatwhat the patienfin a clinical encountegjives and says in their
symptoms and words sufficient Thewhaioraexperience this in thepmbebut even

more saheHcSwho identify thechallenge of remaingnin a clearing space that is here
by not pushindgor moreinformation(Broom, 2007; Murphy, 2013Yhe rush to cover

up the story and move on tbe next pressing agenda is like treading on the leaves that
have been laidn the pathinstead of looking at thenit is sweeping the treasure of the
storyawayas if it did not matterthepersonal storied subjective experietreated as
inconsequentiaThe treasure of the storylsst and theanomentof connection hard to
recover Whaiora described this as a feeling of being dismissed. In contrast, in the
wpmbethe experience itsei$ sufficient The whaiora and students begin to get a sense
of this being with as being enough.was enough to remainith thestruggle,and

acknowledge the suffering, monger intent on fixing up everything.

Identifying theskillsetrequiredto remain in thelearing is challenging in healthcare as

it is closely aliged toa belief Thisbeliefthat thestory ise n o u ghlaving & i

hol ographic faith i Murphly, @01Fpud9f Iiicafaiththaty o f
requires we see the person before us as not just as a body but alsudhetioth

physical and sbjective from the beginnin@room et al., 2012)This is a move from

the Cartesian paradigm where the macliiody isextrinsicto the essential self (Leder,

1984). Thevpmbes an encounter with a multidimensionality and mptitentiality of

a lived-body, where physicality and subjectivity are honoured and considered as having

meaning together in the same space.

The notion of the Cartesian body and its pragmatic separation of soul and subjectivity

was significant in promoting the advances of medicin@eaknow it. However, now it
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is time that this emphasis, which led to negligence of thedifgext, the impact of
subjectivity andnindbodyconnection in illness and healthcare is addressed. We have
much more access to the knowledgel understanding tfiese connecting systems
through advances imeuroscientific, biologicabnd psycheneurecimmunological

theory It is becoming apparent that these neglected pathways have a distinct role in the
disintegration of self and the perpetuation of iliness aselbde. The next challenge, as
described by several tie participants in Chapter Six, is to bring the notion of the lived
body back into the realm of the patient encou(®eoom et al., 2012; Leder, 1990)
Participants described amvitation to remain with rather than move quickigst the
uncomfortable moments. It involves a journey of encouraging one another in a moment
by moment dynamic dyad to be withinerability, the feeling of suffering, the suffering
affect(Tate & Pearlma, 2019)

Being known through being accompanied

Whaiora experienced being accompanied to that painful place where persons in
relationship feel the ache togeth€his theme of both sides sharing a lived experience
is threaded through the research findinyhat stands out in thepmbewas that
permission was giveto accompany anothieempathic attunement became the vehicle
to the loneliness of sufferingvhaiora and Hc®nter the abyss together, no longer

alonebut accompanied

Colgquhoun (2011¢alled ths being with the achdt is not doing nothingHe talks about
theart of medicine is irpartthe artof theencounterrequiring the ability to come

alongside the other.

The art of medicine is in part the art of encounter. It requires the ability

to cane alongside another human being and then provideesfor

magic to result. Thisbeing with the ache) is not doingthing, ache

recognises ache (it is) a being in the same space, sharing the same

f i rveeénight need to admit we are in the abyss with them so they are

not aloneé Ache is important in medi
the door( Colguhoun, 2012, p. 142)

Colquhoun is not the only writer of medical literature who invites those in clinical
encounters to embrace this space of the suffering other. When reading the literature, it is
apparentve avoid this place aritiere is a strongall to return to itjt is the missing

ingredient in our encounte(gpstein, 2017)Throughsimply beingacknowlelged as
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mor e t han o, andbeisg actompaniedirdoi the abysise whaiora became
reintegratedin thewpmbesitting by the fire togethaxrasgiven its own importance and

it wasenough

Being known in thewpmbeas being protected in relationship

The lived experience dfeing protected enougtas entwined in thespmbewith being
known and accompanied order to growBeing splintere@ndheldsafelyin a

therapeutic relationship to allow healing and a retg is an established role of the
therapeutic alliance in psychotherapeutic literature on working relationally. This
sheltering protection in th@pmbebecame part of findinthe new meafter a life

changing experiergc Chiozza (1999§pokeabout the illusion of returning after illness
asthedepest pitfall I n rehabilitation. Afte
previous state; we become a new creation, our previous innocence never recdwered. T
metaphors in thevpmbefor this experience of being protectakre spoken about as

the parenchild relationship. It was being alloweddet down and getessy playing

in the dirt and being allowed freedom to do tike a child growingup ina safe
relationship The feeling wagrotected enough to shed soareéonskinstogether.This
protection provided an ability to show the true self invipenbe This lived experience

of authenticity stretched across all the findifigearns & Cooper, 2018Yhewpmbe
allowed whaiora to experience growth through this protected space.

Part threeT the emergent landscape

Thewpmbewas linked together by the emergent landscape which has three main
characteristics. Firstly, that ofraciprocal arrangementhe market place where each
contributed to the relationship, no longer as a spectatomalgcgointly cowitnessed a
lived experience together; they did this by thirdly, allowing an emergent, organic space

which was underpinned by a willingness, generosity, and open curiosity.

Thewpmbeexperiencef two persons being in relationship wadescibed as a level
playing field a shared contributi@n emotional availability allowed sed#xpression

The whaiora came to be knowndthe HcSreported this topthey were integrating
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themselves antheir knowing, thissmergent landscapeasthe space of beoming

known

Thewpmbean experience of my story being listened tb telling the real story

Whaiora began to hear their own stofg if it was being played back to them, they
heard the story in themselvé&articipants tal&d of being listened to in suchway that
theywereable to tell theeal story This experience deeply connected them to their real
life, whichthey experienced in relationship within a shared vulnerabilitgir stories

of the unshared and at times simreable fears had a place here to be héame the oft
unspoken was voiced and it was listened to. This story connected them to their own
lived experience. Through this encounter of enduring care with a daily life element, an
experience which was abguist life it brought the whaiora to a wholeneaadmore

than one whaiora reported an experience of finding the new me

Corradi Fiumara (1995)rote extensively over many years about the philosophy of
listening within a traditiorof questioning. She, algnwith Orange(2011)explaireda
hermeneutic sensibility in ofelistening posture. Gadamer is the philosopher most

closely linked with this listening posture:

The art of wiming every argument, dialecti@s the art of asking

guestions is able to persist in the questioning which involves being able

to persevere his orientation towards opere s s €éAs such it <co
said that Aithe willingness to keep
openness is the genuineadis for every question. According to

Gadamer, the close relationship that exists between question and
understanding gives the hermeneutic experience its true dimension

The sort of logic that underlies our culture does not seem to allow for

a more authetic openness that may sustain a revealing dialogue.

(Corradi Fiumara, 1995, p. 33)

For Orange (2010) beirfgndamentally operis a true posture of listenimndwithout

this kind of openness to one another there is no genuine relati¢@shipye, 2010)

Orange(2011)articulatel thisopennessnor e f ul |y when descri bi

hermeneutics

Gadamer provided philosophical hermeneutics to free us from our
enslaement to a naturascience model of understanding in the human
sciences and thus showed us an alternative to tempting reductionisms.
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Here we turn precisely to his hermeneuticand especially to his
emphasis on readiness to listen to and learn from tiee\ad the other
- as a clinical philosophy(p. 15)

Those listening in thevypmbewere encouraged to haaaopen dialogic listening
posture ad it waslinked to their intention. It was noted by the whaiora in several

stories that heren thewpmbetherewas a different style of listening

Thewpmbe the experience of a different intention

Being acknowledged, becoming known and being seen as a person (with an iliness), and
accompanied in thiwpmbewas linked by the intention. The intention in tiyembewas

an obvious intention, it was deliberate. It was as though the caring intentions in the
wpmbehad a clear and forceful direction, a clear mandate that simply in an
uncomplicated fashion collected up all the fragmented components of a person and

brought them togther, allowing the life story (of iliness) to find a place of cohesion.

Thiswpmbehad a different nature and intentiditom ny interpretation of the data it
seemedhatherein thewpmbewas no judgement. Wasa call to a somehat
challerging encounter, one wheyeu are forced to be honest with yourself. It caused

tension. It was uncomfortablEvendescribedas frightening and even tiring.

This experience of a loving intention was held within professional boundaries but
walked the findine of vulnerability in relationshigsigns of this caring was felt as

warmth in the heartthe caring extended to life outside the encounter. It also extended
beyondthe physical symptom, to the actual daily life element of the person as inside the

encounter.

Participants identified this different intention, as one where they felt others wanted to
understand them and this was formiedpart from being comfortable about not

knowing the answer which created an opportunity to look harder, listen, explore, and
discover. A healing intention provides the space for the cultivation of intentional focus
on the whole person when it considers all thenponents of their experience (of

illness). Walking together in an existential landscape and claiming our divinity is a
change to inclusion of our consciousné#saling worksas between peoplé is not

done toyou; it is already therewWhen people askoy questionsthey are searching for



135

meaningAccording to JonaandCrawford, 2003Joctors most often give a biological

answer to these meaning questions.

JonasandCrawford(2003)ask howcan we language our answers in a way that is
acceptable to thmainstream can we do healingy presence rather than doing? The
studiesof Jonas and Crawfor@013 foundcommon characteristic components in
healingto be loveand good intentianLove, being one and being mandatory prodide
the powerLove though, orits own was not sufficient. Love also needed good intention

i being the force of directiorintention directs the healing.

At somepoint, everything converges if we pay attention to the whole pel&emeed

to listen for the hidden variable, the mystdfgr the components to show up we have to
provide a space that people seeking healingslaow up i@ Jonas an€rawford

(2003) identifyaneed to create an environment where this can happen, where love and
positive intention is the vessélreating of acollective environmenivhere you and

your patientsan show up for each othélonas & Crawford, 2003)

We need to change the dialogue in all ofauallowing what is meaningful and what
mattersto beintegral to our healthcare encountéd® longer sayg this means that but
finding outwhat mattersWe are always, already who we reallg &our consciousness
continues). It will takea culture shift to how to walk this healing journey to find out
what matters. Exploring what can happen when tingpaceintention and belief
combine whilst privileging whole person viewing allows a return to meaningful

existence.

Biology comes and goes and we do what we can as health professionals
but spirituality is at the core of being well because it alone can alter ou
story and give us the ability to make sense of whatever befalls us. It
reminds us that whatever shape we end up in we are not just human
beings.(Colquhoun, 2012, p. 143)

Thewpmbei a co-witnessingreciprocal arrangement, the marketplacei a
contributing emergent landscape

Here in thewpmbetwo lived experiences combine to create something new away from
preconceived, predetermined, prescriptive encourttinse, twoauthenticvulnerable
personsappeabefore each otheA co-created arrangement that was the level playing
field of thewpmbetakes away the power separation of (knowledge) expert versus
patient. The relationship in thigpmbewas of person to person relating with a fallible
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attitude.Orange (2011particularlypromoted this level playing field as the place where
transformational healing experiences happen in therapeutic relationship.

Part four T a summarised integration- why does any of this matter

If you can deeply appreciate that somehow your patient iegaand

deep, and emotionally and spiritually full of resourcefulness, energy

and potential, then he or she will quickly sense this, and then you have

a healing relationshipé this |l anguag
dominant biomedical discourse. (Brop2015 p. 103)

Understanding and exploririge nature oéncounter matters if we think wfas pivotal
to healthcarelt affects the practices of medicine, the health and-be2tlg of patients
and the health and Vheess of those who practice (bimedicine. Since th&ypmbesits
within the biomedical encounter, the reasons we meet mattkrding our expectations
of thisactual meetingespecially in our cuent age where computerised {foemulaic

meetings are pliferating and close becoming the norm.

Carel and Cooper (2018marledthat specific study of the philosophy of medicine has
really only made a recent contribution to the studgnetlicine itself. In the 1970&r
instancethere were barely a handfoi articles looking at théved experience of

illness. More recentlyin the last decad@ hasbecome a study in itsg|Carel &

Cooper, 2013)

I myself would defend the concept of medicine that stresses the meeting
of health care professional andipat in an interpretive attempt to help
and treat the ill and the suffering one, whereas others would rather look
at the essence of medicine in its application of medical knowledge in
its attempts to understand and alter the biological organism
(Svenaeous2013, p. 97)

Svenaeous (201@mphasisé meeting as a pivotal component in healthcare. Where
medicine takes us will depend on whether we choose to integrate these two aspects of
caré® meeting and the application of knowledgeacomplementary fashioiit

dependsvha we choose as the essencéedlthcare. As a phenomenologatenaeous
encouraggus t o | ook with a pheno(espeverybdaylfd c a l

matters which consider the (e%)pleese ence of
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concepts dmot need to be mutually exclusive and could be brought into dialogue. We

do have a choice here.

It alsomatters becausieealing lies in the potency dking knowrnn relationship In

whole person healthcare, the relationship betweeetperience, meaning and iliness

matters as the healing happens in relationship between the patient and the clinician. We
need fAto work with it and give new meanil
(Broom, 2015p. 102).

Linking the lived experiences of thewpmbe

The lived experiences that were linked in WEmbebrought about an integrated sense

of personhood, wholenesand seHintegration. This was experiencedrelationship

where there was a different intention. By creating a safe, relational space, creativity
flourished whaiora and student could O6se:
subjective life story and its interconnections. They were able to expetiesic own

struggle of the experience of illness in the company of another. They had felt a

dislocation and separation in illness in their own personhood which had been further
exacerbated by the objectifying gaze of dualist practice. Meaning in lifedead

disrupted and fractured. Tingpmbewas an experience of themselves as whole persons

with a meanings connection.

In summary i the wpmbei a way of returning

The experience of becoming known in tlyembecomprised a healing journey for
participantsa way to enter a radically intimate field. In this field they were in relation

to a healthcare practitioner in a way that was unexpected. This relational space was a
whole persomindbodyspacein it they could bring their deepest held truths and their
deepst fears. This experience was not one they had been used to in previous healthcare
experiences. It was an experience of a simple yet complex human connection in the
wpmbe its simplicity was remarkable. The simplicity of acknowledgement as a whole
person \ith a story to match and a connection to being known in the presence of
another formed the landscape of Wygmbe Thewpmbeitself created an emergent and
dynamic space where listening with a heart capacity, a loving intention and being seen
with a phenomenological eye was apparent. Being seen in this whole person way had
the effect of whaiora experiencing a return to selfasdnse of wellbeing.

Encountering each other in this whole person way, in a safe relationa| sEace a

new image or mind map where sense and meaning making after experiencing
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personhood disintegration dueimgury, illness or a life changing evenétame a way
of returning to a homelike being in the world.

My personal reflection

My own view of thewpmbehas expanded, developeohd consolidated through this
journey.For me it has been an experience of validation and one of experiencing (for
myself)again the potency of this differently ordered relational dynamic of/fimebe

My strongest drive to write this thesis was to make a further contribution to the
generosity of thenindbodyc o mmuni ty that created a safe
formet o | ook at and uncover thehealthcgrence of
pratice | was hearing and seeing additional suffering in healthcare, brought on by the
system itself and the way we view the body mind problem. This whole person
mindbodywas for me of hitting the mark, no longer missing the mai&t wasting time

in mindbody(substance) dualism but now providing a way to go to directly to what

matters and what is meaningflrl. my opinion, to practice in this way is not only

expedient, but transfmative, powerfyland possible. You need to be willing, generous

and curious.

Unpacking the experience of tgpmbehas been not dissimilar to the journey for the
whaiora and student participants themselves. It was like going down into the cave with
them to be with my own strugglkend the struggle of biomedicine itséily own

struggle has been to make thipmbevisible, vital, necessaryand valid to ongoing
healthcare. When you know that what you are tackling is strongly underpinned by belief
systemssocietal and cultural normand what you are looking at is the way people
experience their world, you realise that what needs to change belongs to the perceptual

realm.

Conclusions

Thelistening relational dynamiimn thewpmbes what whaioravant to becommonplace
and every day in healthcai@s one whaiora saithe system is broken but the people in

it do not want it to be. Healthcare has become so far removedvifuote persorcaring

that people no longer even expect it. One of my personal prabdermges has been

just this, not wanting to judge the efforts and the caring of others as not good enough.
Whatdrives and sustains mand has become more apparent through this sisitlye

ease, simplicityand innate humanness that contribute to lmigmghole person
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healthcar@about. Whole person healthcard&ppenindutin small pockets all ovehe
healthcaresystem

| think we are at a crossroads, wherertliedbodyconnection is currently gaining
traction Whole person healthcaiteis being approached from many sidesg most
stronglyfrom the ara of palliative care always #te forefront in my view, always and
already leading the wagndPCC both contributingoward changed perspectives. We
need to work together continuing with opennasdfierce minds (and of course bodies)

to bringsustainablehanges to healthcare practice.

My own reading omindbodyliterature and popular literature that is exploring these
matters has been significant, validatingdstrengtheningl am extremely grateful to
thosewho have penned their ideas, experiences and collected these ideas and personal
accounts together in written form. The recent exparisitinelast two decadesfo

knowledge in the understandingrafndbodybrain connection, anithe powerful insight

into the neurobiological science places us at a pivotal pointimdbodyintegration.
Furthering thaunderstanding ofonscious awareneasd the awareness of

consciosness, how we know we are what we are and how we experience ourselves is
the next wave of science discoveextremely exciting and will bringith it ongoing
challenges t@ontinuingto practi® the way we do.

Recommendations

Researcmeeddo be undertadén in a shared discipline fashion combinggparate mind
and body dimension€ombiningdiffering specialitiesn research and in everyday
practice, will provide opportunity to discover the realities ckotergent iliness
experience and the healing pdtehof nondualist practice. Continuing biomedicine
as we aravill further increasgrowing dissatisfactionn healthcare by HcP and
healthcare consumers alike. Gaining insight oioown being andelating along with

the skills and permission to aaich clinical practice from an ontological perspective
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will promotea more expnsive viewof our authentiGlumanness in our clinical

encounters.
RecommendatiorSummarised
For education

1 Provide healthcare students with increased exposwiaical practice
opportunities that promote the development of listening capabilities. Be explicit
in acknowledging therapeutic space for personal story to be heard and
acknowledged as meaningful (allow subjectivity and physicality in the same
therapeutispace). Promote a culture of acceptability for integrated whole
person care.

1 Provide undergraduate and postgraduate healthcare students with self
development educational opportunities that prioritise building personal capacity
to be in relationship withtbers.

For practice

1 Pilot an interprofessional project which can further show case the effectiveness
of whole person integrated care model as part of a standard biomedical care
pathway.

1 Provide educational opportunities that explore and recognise thtidaea
professionals bring with them their own philosophies of practice. Promote in
depth exploration of theories, models, frameworks, and their effect in mind body
connection or conversely their division in healthcare.

71 Identify and use explicit language explain the integration of actual lived
experience of illness as meaningful to illness story in therapeutic encounter, to
make this more apparent in clinical notes and easily identifiable to clinicians,
patients and whaiora.

1 Asrecommended an expansmiphilosophical understandings of our own
discipline specific being and relating, essentially our ontological assumptions
will enable growth of skills in relating, an ability to be with the suffering of
others and will bring with it permission to apprbacclinical practice which
discovers and experiences whole person knowing in relationship.

For research

1 Collaborative research to be undertaken in a shared discipline fashion, which
combine the mind and separate body dimensions in clinical practice. Combining
differing specialities in research and in everyday practice will provide
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opportunity to discover theealities of ceemergent iliness experience and the
healing potential of nondualist practice.

How are we going to put this all togethé@fe of the keysstatedclearlyin this
researchis that we become whole ourselve<linical encountethroughcalling each
otherforth aswhole personsTheway we viewand allow others texperence illness
brings us all to wholenes#/e findmeaning in our experience ofri#ss through
accompaniment in our encounters. Whenfiwe others, we also find ourselve$hen

we becomewholeand wholly experiencingersons

I would like to finish with agquote fromSweet (2017)In thisquote,the persas have
arrived, ablgo behere with one anothelt. captureghe profound simplicity of
relational healing, aexperience of becomirihownas whole persorssin thewpmbe

| began to realise something strange was going on. After | had learned

all that, figured out all that (referring to intensive medical training and

other searching into path of humaature &healing) what was wrong

with the patients and whatas notwrong with the patient and

removedasbest coul d what omaeverythimglt he wayéd
could think of to dé

€ Then suddenly there we wergthe patient who seemed after our

long acquaintance, jushather person, like myself. There he was in

his predicamenand me in mine. He knew me about as well as | knew

him; my flaws and weaknesses, my virtues and strengties |

would fAjust sit with hi.tbiweet, he was al s
2017, p. 248)

Thereis powerand simplicity in our call to be whole.
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Auckland University of Technology Ethics Committee (AUTEC)
Auckland University of Technology

D-88, Private Bag 92006, Auckland 1142, NZ
T: +64 9 921 9999 ext. 8316

E: ethics@aut.ac.nz
www.aut.ac.nz/researchethics

21 September 2018

Josie Goulding
Faculty of Health and Environmental Sciences

Dear Josie

Ethics Application: 17/166 The lived experience of a whole person mindbody healthcare encounter
for Whaiora and healthcare students: a hermeneutic phenomenological study.

On 17 July 2017 you were advised that your ethics application was approved.
| would like to remind you, that it was a condition of this approval that you submit to AUTEC the following:

e A brief annual progress report using the EA2 Research Progress Report / Amendment Form, available
at http://www.aut.ac.nz/research/researchethics/forms, or

e A brief Completion Report about the project using the EA3 from, which is available online through

http://www.aut.ac.nz/research/researchethics/forms. This report is to be submitted either when the

approval expires on 17 luly 2020 or when the project is completed;

It is also a condition of approval that AUTEC is notified if the research did not proceed or any adverse events
occurring during the research. If there has been any alteration to the research, (including changes to any
documents provided to participants) then AUTEC approval must be sought using the EA2 form.

To enable us to provide you with efficient service, please use the application number and study title in all
correspondence with us. If you have any enquiries about this application, or anything else, please contact us at

ethics@aut.ac.nz.

Yours sincerely

e

Kate O’Connor
Executive Secretary
Auckland University of Technology Ethics Committee

Cc: Janette Tolich; Liz Smythe
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School of Clinical Sciences Verification of Maori Consultation

This document provides verification that the research project named below

was discussed with the School of Clinical Sciences Matauranga Maori
Committee, Auckland University of Technology. Specific comments and

recommendations are indicated below.

Research Title:
The lived experience of a Mindbody encounter

Researcher{s): Date:
Janette Tolich, Josie Goulding, Liz Smythe, Brian Broom 7/6/2017
Discussion Areas Addressed Comments/
Recommendations
Whakapapa: Relationships
Researcher experience in field X c1
Consultation with local stakeholders X c3
Consenting process
Clarity of data usage
Dissemination of findings X
Benefits to participants C3,R2
Tika: Validity of the research
Clear purpose of project X Cc2
Relevance to Maori X C3,8R1,2,3,4
Likely outcome for participants, communities, other stakeholders X R2
Participant recruitment methods X C7R3,45,6
Maori involvement in project (participants, researchers, etc) X C3R3,5,6
Manaakitanga: Responsibility and respect
Participants’ access to appropriate advice
Participants treated with dignity and respect X
Privacy and confidentiality X
Whanau support X R6
Transparency of research process X

Mana tangata: Power & Authority

Reciprocity (acknowledgements, compensation, gifts)

Risks of participation identified

Ownership of outcomes

Informed consent process
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AUy

Comments

1. Janette is a clinical educator based in Akoranga Integrated Health (AIH). She has a strong
drive for interprofessional practice and is interested in how to integrate this into standard
health practice. The project will form her Master’s thesis.

2. The goal of project is to determine the experience of students and patients who have
participated in the Mindbody programme offered through AlH. The whole-person approach
used in the programme may be a different experience for the students, in particular, and it
would therefore be informative to gauge their views of this.

3. Janette consulted with Margaret Morice and Maria Rameka prior to setting up the Mindbody
programme to ensure that it was grounded in the Te Whare Tapa Wha model of health,
particularly the spiritual component. The design of the current project has also aimed to take
this model into consideration. While it would be considered mainstream according to the Te
Ara Tika view of research, the findings may inform other ways of practicing healthcare that
are pertinent to Maori. It may also be found that Maori student practitioners enjoy working
with the model as it fits with their culture and they are more able to be themselves.

4. Current patients in the programme have experienced a life-changing event and are not
progressing in their recovery or not where they would like to be. The programme is
advertised through the clinic database and in flyers at the clinic, so only involves current
patients.

5. The students involved in the programme are interdisciplinary. The programme uses a
relational approach where the students are with the patients, forming relationships during
the sessions, but without performing an “intervention” as such. There is a 2:1 ratio of
students:patient for the initial sessions, followed by a group session where the concept of
wellness is discussed together.

6. Most of the patients have a physical presenting condition (e.g. stroke, rheumatoid arthritis,
heart failure) but may have associated mental health conditions.

7. Two 6-week programmes have been run to date. The project participants will be students and
patients involved in these two programmes. There will be another programme run in August
and possibly another one in another location.

8. The committee asked the percentage of students and patients who were Maori and would
therefore be available to participate in the project. Janette thought there may have been 1
Maori student in one of the programmes.

9. Janette clarified that both the students involved in the programme and the patients would be
interviewed individually. There are likely to be 4 student and 4 patient participants.

10. It was questioned how the interviews would encompass the Te Whare Tapa Wha model if the
participants were not familiar with the model or did not have a context to place it in. Janette
indicated that, as part of the analysis, she would determine if the emergent themes were
congruent with the model, rather than specifically referring to the model in the interview.

11. There was a suggestion of recording some of the sessions within the programme, which could
provide data in addition to that obtained in the interviews. It was determined that the project
methodology was not congruent with this and was more about uncovering the story in an
open process.
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Recommendations

1. Te Whare Tapa Wha was the most appropriate and simplest model of health to use. However,
there is not necessarily a generic interpretation of the model, particularly in relation to the
spiritual component. Consideration should be given to the age of the participants, as young
Maori may not understand the spiritual component or interpret it the same way as older
Maori.

2. The project will be beneficial in that will determine how non-Maori students experienced
using the Te Whare Tapa Wha model. This will provide an indication if it would be useful
being implemented in a wider context.

3. It was questioned whether the programme could be run on the South Campus to facilitate
Maori patient and student involvement in the future. Given that Maori dominate most of the
conditions that present at the clinic, it would be appropriate to facilitate Maori involvement.
Care must also be made regarding the project conclusions if the participants involved were
not representative of people with those conditions.

4. It was questioned if the term “whaiora” was most appropriate in this context, given its strong
association with mental health. This may restrict participation if people are put off by the
term.

5. It was suggested the term “kaiarahia”, which translates as going along the same path with a
guide/mentor/navigator, could be used to describe the students involved in the study.

6. Currently, recruitment is planned on a first-come-first served basis. The committee
recommends using purposive sampling instead. Of the 4 student and patient participants, it
was recommended that at least one of each identify as Maori. This will ensure that sampling
can more purposefully capture a diversity of rich perspectives relevant to the research
question as well as reflect the context in which the approach is being used.

7. If Maori patients or students are being interviewed, it was suggested that whanau or another
Maori who can speak Te Reo is present as it may help with interpretation, explanation or
clarification of terms.

Feedback on these comments and recommendations is to be provided by: 10/6/2018
ol
Signature: L}Q’/\ Date: 14/06/17

Gwyn Lewis, Representative, Matauranga Maori Committee



153

Appendix Ci Participant Information Sheet

AU

TE WANANGA ARONUI
0 TAMAKI MAKAU RAU

Participant Information Sheet-Appendix C

Sheet provided for students from the Interprofesional living well proramme at AUT university

Date Information Sheet Produced:
12/6/ 2017
Project Title

The lived experience of a mindbody encounter through the Interprofessional living
Well Programme (IPLWP)

A post-programme study
An invitation to students

Kia ora my name is Janette Tolich and | am a clinical educator at AUT in physiotherapy for Breathing & Living
at the Akoranga Integrated Health Clinic (AIH), AUT University. | invite you to assist me in studying your
experience whilst you were a student in the Interprofessional living well programme (IPLW) at AIH.

By studying your experience | hope to understand what it is like for both students and Whaiora to be part of
whole person approach to healthcare.

| have been instrumental in setting up the IPLW and am one of the clinical educators supervising students
and caring for Whaiora in this programme at AlH.

The invitation to this study is happening after the programme has been completed so there is a clear
separation between your experience in the programme and your participation in the study. This is to ensure
your experience in the programme is not impacted adversely by this research.

My hope is that this study will also enable more discussion and discourse about these approaches with
healthcare education colleagues and further enhance the teaching of our AUT healthcare students whilst
improving care for Whaiora.

Your participation in this post programme study will assist me in completing my thesis towards a Masters in
Health Science in Mindbody Healthcare.

What is the purpose of this research?

In gaining a greater understanding of this unique healthcare encounter, and uncovering
the experience of students, my hope is that it will reveal what this approach does to the
therapeutic relationship and the healing journey and the effect on students who are
invited to work in this way.

This could inform future healthcare practice by encouraging and allowing this whole person experience
within the clinical encounter to become visible and understood. It in turn could also lead to the whole

person mind body approach being more accessible to future health care practitioners.

How was | identified and why am | being invited to participate in this research?

You are receiving this information sheet about this post programme study and are being invited to participate
as you were either a student or Whaiora in the Living Well Programme at Akoranga Integrated Health. If you
wish to participate you will be included on a first come first served basis.

19 July 2019 page 1of 3 This version was edited inJuly 2016
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How do | agree to participate in this research?
If you wish to participate in this study you are welcome to contact me directly using my details below.

| have also attached a consent form for you to complete and return to the receptionist at what was Akoranga
Integrated Health and is now called

AUT integrated Health at Northmed, 3 Akoranga Drive, Northcote.

You can either personally hand the consent form to Jane Galle at AUT Integrated Health reception
OR use the self-addressed envelope to return this to Jane Galle.

| will then arrange an interview at your convenience, most likely in the coming few months.

Your participation in this research is entirely voluntary (it is your choice) and whether or not you choose to
participate will neither advantage nor disadvantage you. You are able to withdraw from the study at any
time. If you choose to withdraw from the study, then you will be offered the choice between having your
data removed OR allowing it to continue to be used. However, once the findings have been produced,
removal of your data will not be possible.

What will happen in this research?

| will arrange an interview at the AUT Integrated Health Clinic at a time that is convenient to you. This
interview will ask you about your experience in the living well programme. You are welcome to bring a
support person or whanau to this. It will take approximately 1 hour. You may be asked to return for a further
interview to expand on your ideas but this will be totally at your own discretion. The interview will be audio
taped and it will then be transcribed (written down word for word). Once all the interviews are conducted |
will reflect on the shared information and stories and write about them in the thesis. At this point any
personally identifying information will be removed.

What are the discomforts and risks?

| do not expect the interview to cause you discomfort or risk to your physical health but you may feel other
discomforts as you will be sharing your experiences and feelings, along with your own deeply held beliefs
about healthcare .

How will these discomforts and risks be alleviated?

If over the course of the interview you feel uncomfortable in any way you are allowed to stop participating
at your request and no questions will be asked. If you experience any discomfort at all or have ongoing
feelings of discomfort or uncertainty in any regard after the interviews you are entitled to have free access
to our health and counselling service at AUT. | am able to organise this for you through our receptionist, see
the details below

AUT Health Counselling and Wellbeing is able to offer three free sessions of confidential counselling
support for adult participants in an AUT research project. These sessions are only available for issues that
have arisen directly as a result of participation in the research, and are not for other general counselling
needs. To access these services, you will need to:

e drop into our centres at WB219 or AS104 or phone 921 9992 City Campus or 921 9998 North
Shore campus to make an appointment. Appointments for South Campus can be made by calling
9219992

o let the receptionist know that you are a research participant, and provide the title of my research
and my name and contact details as given in this Information Sheet

You can find out more information about AUT counsellors and counselling on
http://www.aut.ac.nz/being-a-student/current-postgraduates/your-health-and-wellbeing/counselling.

If you feel that participating in this post programme study could compromise your ongoing study you are
welcome to decline this offer to participate at any time before or during the study.
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What are the benefits?

You may personally benefit by participating in this research as it may allow time for a one on one reflection
of your experience of health care for yourself and others. It may also assist your future learning as it may
extend your own perceptions and individual practice initiatives.

The benefits | may gain from this view of how students are experiencing this whole person mind body
approach may assist decisions with regard to the adoption of this approach and its benefits across wider
health care delivery. It may also help me to gain an idea about the satisfaction gained from creating space
for this relationship in healthcare. Additionally it could provide a working model or framework which may
encourage clinical educators to be more confident in delivering whole person healthcare education.

It will also allow me to complete my Master’s Thesis in Mindbody Healthcare and possibly obtain a PhD qualification.

How will my privacy be protected?

Your privacy and confidentiality will be protected during the course of this study. Any information you
disclose at the interview will be held safely in written and digital form in the AlH electronic system which is
locked and confidential. It will also be stored on my own personal digital hard drive .Your name will not
appear on any transcribed documents (written) and your information not shared verbally in any other context
than the final written thesis.

What are the costs of participating in this research?

The cost anticipated to you will include time and travel expenses. A small Koha will be offered as a thankyou
in recognition of this expense.

The organisation and conducting of the interviews is anticipated overall to take about 1and half hours, plus
additional travel time.

What opportunity do | have to consider this invitation?

| would really appreciate it if you take some time to consider this invitation to participate in this study and
return the signed consent as you wish within 2 weeks if possible to the AlH receptionist.

Will I receive feedback on the results of this research?

| would like to provide you with feedback about the project when it is completed. | will provide you with an online link
to my thesis which will be held at the AUT library. | will also provide you with a short written summary of the findings
of the project which | will send to you by post.

What do | do if | have concerns about this research?

Any concerns regarding the nature of this project should be notified in the first instance to the Project Supervisor,
Josue Goulding

Jgoulding@aut.ac.nz

Concerns regarding the conduct of the research should be notified to the Executive Secretary of AUTEC, Kate
O’Connor, ethics@aut.ac.nz , 921 9999 ext 6038.

Whom do | contact for further information about this research?

Please keep this Information Sheet and a copy of the Consent Form for your future reference. You are also able to
contact the research team as follows:

Researcher Contact Details:
Janette Tolich Clinical Educator Physiotherapy Breathing and Living clinic
AUT Integrated Health Phone 09 921-91565 Jtolich@ aut.ac.nz

Project Supervisor Contact Details: Josie Goulding
Jgoulding@aut.ac.nz Work Phone 09 921 9999

Approved by the Auckland University of Technology Ethics Committee on type the date final ethics approval was granted, AUTEC Reference
number type the reference number.
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Participant Information Sheet-Appendix D

Sheet provided for whaiora { those seeking wellness) from the Interprofesional living well proramme at AUT
university

Date Information Sheet Produced:
212/6/ 2017

Project Title

The lived experience of a mindbody encounter through the Interprofessional living
Well Programme (IPLWP)

A post-programme study

An invitation to Whaiora (person seeking wellness)

Kia ora, my name is Janette Tolich and | am a clinical educator at AUT in physiotherapy for Breathing & Living at the
Akoranga Integrated Health Clinic (AIH), AUT University. | invite you to assist me in studying your experience whilst you
were a Whaiora working with healthcare students in the Interprofessional living well programme (IPLW) at AlH.

By studying this experience | hope to understand what it is like for both Whaiora and students to be part of a whole
person approach to healthcare.

| have been instrumental in setting up the IPLW and am one of the clinical educators supervising students and caring
for Whaiora in this programme at AlH.

The invitation to this study is happening after the programme has been completed so there is a clear separation between
your experience in the programme and your participation in this study. This is to ensure that your experience in the
programme is not impacted adversely by this research.

Your participation in this post programme study will assist me in completing my thesis towards a Masters in Mindbody
Healthcare Practice. This inturn will I think enable discussion and discourse about these approaches within healthcare
and | hope it will further enhance the teaching of AUT healthcare students and improve care for Whaiora.

What is the purpose of this research?

The purpose of the research is to gain a greater understanding of this unique healthcare encounter.
In particular the experience of Whaiora and students in the IPLWP. My hope is that it will reveal
the therapeutic relationship and the healing journey during the IPLWP.

This could inform future healthcare practice by encouraging and allowing this whole person approach within the
clinical encounter to become visible and understood. It in turn could also lead to the whole person mind body

approach being more accessible to future health care practitioners.

How was | identified and why am | being invited to participate in this research?

You are receiving this information sheet about this post programme study and are beinginvited to participate
as you were either a student or Whaiora in the Living Well Programme at Akoranga Integrated Health. If you
wish to participate you will be included on a first come first served basis.

19 July 2019 page 1of 3 This version was edited inJuly 2016
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How do | agree to participate in this research?
If you wish to participate in this study you are welcome to contact me directly using my details below.

| have also attached a consent form for you to complete and return to the receptionist at what was Akoranga
Integrated Health and is now called

AUT integrated Health at Northmed, 3 Akoranga Drive, Northcote.

You can either personally hand the consent form to Jane Galle at AUT Integrated Health reception
OR use the self-addressed envelope to return this to Jane Galle.

| will then arrange an interview at your convenience, most likely in the coming few months.

Your participation in this research is entirely voluntary (it is your choice} and whether or not you choose to participate
will neither advantage nor disadvantage you. You are able to withdraw from the study at any time. If you choose to
withdraw from the study, then you will be offered the choice between having any data that is identifiable as belonging
to you removed or allowing it to continue to be used. However, once the findings have been produced, removal of your
data may not be possible.

What will happen in this research?

| will ask you to come to an interview at the new AUT Integrated clinic at a time that is convenient to you. You are
welcome to bring a support person or whanau to this. This interview will ask you about your experience in the living
well programme in a relaxed unstructured way. It will take approximately 1 hour. You may be asked to return for a
further interview to expand on your ideas but this will be totally at your own discretion. The interview will be audio
taped and it will then be transcribed (written down word for word). Once all the interviews are conducted | will reflect
on the shared information and stories and write about them in the thesis. At this point any personally identifying
information will be removed.

What are the discomforts and risks?

| do not expect the interview to cause you discomfort or risk to your physical health but you may feel other discomforts
with regards to your general wellbeing or possible uncertainties with regards to your future care or study.

How will these discomforts and risks be alleviated?

If over the course of the interview you feel uncomfortable in any way you are allowed to stop participating at your
request and no questions will be asked. If you experience any discomfort at all or have ongoing feelings of discomfort
or uncertainty in any regard after the interviews you are entitled to have free access to our health and counselling
service at AUT. We can organise this for you through our receptionist, see the details below

AUT Health Counselling and Wellbeing is able to offer three free sessions of confidential counselling support for
adult participants in an AUT research project. These sessions are only available for issues that have arisen directly
as aresult of participation in the research, and are not for other general counselling needs. To access these services,
you will need to:

s dropinto our centres at WB219 or AS104 or phone 921 9992 City Campus or 921 9998 North Shore campus
to make an appointment. Appointments for South Campus can be made by calling 921 9992

s let the receptionist know that you are a research participant, and provide the title of my research and my
name and contact details as given in this Information Sheet

You can find out more information about AUT counsellors and counselling on http://www.aut.ac.nz/being-a-
student/current-postgraduates/your-health-and-wellbeing/counselling.

In order to mitigate a possible conflict of interests with regard to your study or your care at AlH | will be asking for your
participation after the programme is completed.

if you feel that participating in this post programme study could compromise your ongoing care at AlH you are welcome
to decline this offer to participate at any time before or during the study.

What are the benefits?

You may personally benefit by participating in this research as it may allow time for a one on one reflection of
your experience of health care for yourself and others.
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