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Editorial
This issue of JHH looks at some of the ways these forces
operate and can be brought into the light.

Economic forces very obviously affect the way healthcare
systems operate, as our post-austerity NHS so starkly illustrates.
Looking across the Atlantic where the market, competition
and the interests of doctors have long held sway, we see no
evidence that these forces are driving greater integration 
and coherence. In fact healthcare over there consumes an
unsustainable 20% slice of US GDP: nearly twice the UK 
fraction. So US healthcare is nearer its economic tipping
point than ours, which perhaps helps explain why a Harvard
surgery professor has come to tell us Brits that complex team
care – something the NHS has been striving towards since
1948 – is the future of medicine. With US healthcare lurching
towards greater public accountability, at the same time as the
NHS slides towards a US-style sell-off, it’s ironic that it was
another American, Don Berwick (President Obama’s former
healthcare guru) who delivered the eulogy for the NHS on its
60th anniversary (Berwick 2013). 

I believe Gawande is a potential champion of holistic
medicine, but it would have to conform to one of the 
checklists he pioneered: trialled worldwide, they have cut
post-operative complications in half. But could something 
like a tick-off template, even if it works well in the operating
room, be converted into checklists for effective care of mind,
body and spirit? How broad a team would it take to meet the
full complexity of holistic care: from cell to soul? And how
(this one is particularly difficult) would the specialists
involved communicate across the spaces between their 
disciplinary silos? Long-time readers of JHH will recognise
that these are not new questions! 

Gawande’s clarity of thought brings us back to the core
issue: can a publicly funded (or for that matter any) system 
of healthcare deliver consistently holistic compassionate
healthcare on an industrial scale? For when the chips are
down, this will be what you and I are going to hope the NHS
will provide. Let’s put aside our knee-jerk objections to
checklists for a moment and contemplate a humane future
for medicine guided by whole person care checklists. As a
thought experiment it might, if the forces of fragmentation
and the free market don't derail it first, guide the NHS in a
better direction. 

Meanwhile, our contributors warn us that ticking boxes
may not be the way forward. In this issue Harry Cayton tells us
that compassion cannot be regulated (though compassionate
behaviour might be) and Jill Maben writes about the way
toxic workplaces thwart compassionate intentions. Jocelyn
Cornwell highlights the dehumanising effect of the biomedical
model, and David Zigmond senses the pressures and counts
the personal costs of working in healthcare at the present
time. Iona Heath and Penny Campling use literature to remind
us that healthcare culture should be defined by positive
values: Iona warning us that commodified production line
medical practice will make us deaf to deeper needs; Penny
call us to Intelligent Kindness and our duty to resist the
powers that would wear them away.

Berwick D (2013). Transatlantic review of the NHS at 60. JHH 10(1) pp5–8.

Complex healthcare systems,
checklists and teams
Many JHH readers will have heard Athul Gawende’s 
Radio 4 Reith Lectures about the future of medicine
(bbc1.azurewebsites.net/programmes/b04sv1s5). He argues
that in a medical world where thousands of evidence-based
treatments and licensed drugs are wielded by dozens of
recognised specialties, solo doctors, be they ever so brilliant,
are but single components in increasingly complex systems. 

Elsewhere (www.ted.com/speakers/atul_gawande_1) he
has pointed out that the traditional self-sufficient doctor
stereotype is past its use by date: nowadays good healthcare
has to be multidisciplinary. Old-style medical values and 
attitudes are more like the cowboy’s – independent, lone
guns – whereas teamwork calls for the values of Formula 
One pit crews – co-operation, humility, discipline. As a public
health expert as well as a surgeon, Gawande views with 
scepticism the trajectory along which over-dependency on
quick-on-the-draw interventions is taking medicine, for he
sees biopsychosocial prevention and rehabilitation as offering
less costly, more effective and safer options for twenty-first
century healthcare. This demands the careful integration of
broadly based teams with wide-ranging skills, but the cowboy
mind stands in the way, as do financial interests vested in
maximising investigations and treatments. He does not
declare this outright, stressing only that higher costs don’t
always equate to better care, and that it is possible to provide
better, safer healthcare through managed care models. 

Healthcare has become a massively complex, multi -
dimensional industry in which, Gawande reminds us, the
available knowledge and skills are frequently ignored or
misapplied. All too often, the cowboy mind reduces the
breadth and depths of human need to shallow pharmaceutical
puddles, while resource-hungry organisations, hampered by
bureaucracy and chaotic reorganisation, render even the best
teams helpless. The utilitarian elements are obvious – safety,
cost-effectiveness, perhaps better mortality figures too – but
there is more to medicine than this and Gawande knows it.
He is a clever man, whose humane concern goes beyond the
merely bio-technical; who knows that in reality, division of
labour among diverse specialists will be just a silo operation
unless an overarching design integrates the component parts
and the team is guided by common purpose and values, for
they are crucial to authentic team coherence. 

The lecture left me wondering too about how he would
account for another dimension. When working with people
who are suffering, the ‘emotional labour’ provoked is seldom
properly acknowledged, shared or carried consciously by a
whole team (www.yiannisgabriel.com/2012/07/emotions-
emotional-management-emotional.html). Instead, the
psychological digestion process tends to get repressed and
ignored entirely, or made into a burden for one group
(nurses? counsellors?) operating on the margins of ‘real 
medicine’. Unconscious ‘organisational defences’ such as
these can turn teams – and entire organisations – toxic. 

David Peters
Editor
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Mindfulness in the 21st century: 
A five-day workshop

This five-day summer school will be led by Mark Williams
and Chris Cullen, recognised internationally for their
mindfulness teaching. It will be held in the beautiful city of
Oxford, and offers a chance both to deepen the practice 
of mindfulness and broaden our reflection on its place in
the world as a source of wisdom and healing. In guided 
practice and through dialogue and discussion, participants
will reflect on questions such as: How can mindfulness be
taught in an accessible way without losing its integrity?
How can it be both an evidence-based intervention and a
path to wisdom and ethical living? How can each of us
nourish and sustain our practice?

24 –28 August 2015. Maplethorpe Hall, St Hugh’s College,
Oxford. £650 (non-residential, with lunch).
Book online at www.oxforduniversitystores.co.uk/
browse/product.asp?compid=1&modid=1&catid=2311.

Good online resource for integrative
medicine lectures 

The USA’s federally well-funded National Centre for
Complementary and Alternative Medicine continues to set
the standard for research in this area and now provides
free access to some excellent (if at times rather technical)
talks about using and research CAM in the mainstream.
Log on to http://videocast.nih.gov/PastEvents.asp?c=145
and you will find a treasury of 40+ past talks, most of
them from the last five years, on all aspects of CAM plus a
fair smattering of neuroscience and mindfulness (of course).

Hear from the founder of Medicine
Unboxed 

Oncologist and founder of the sellout annual event
Medicine Unboxed (which took place in late November
2014 in Cheltenham) Sam Gugliani will be speaking at a
College of Medicine event in January. He will talk about
why exploring beyond the boundaries of clinical medicine
into ethics, morality, emotions, art and the natural world
has struck such a chord, and how all of these 
considerations can be vital in assessing how to treat
patients. 

The event is on 21 January 2015 at Guy’s Hospital,
London, 6:30pm–8:30pm. Register at www.collegeof
medicine.org.uk/events/#!event/2015/1/21/creating-
apos-medicine-unboxed-apos-beyond-clinical-medicine.

The Universe Story Event – book
now to avoid the rush

Thomas Berry and Brian Swimme wrote a book by this
name which wove the biggest ideas in science into a
twenty-first century creation myth. The Universe Story is
the story as revealed by science, from the origins of the

universe 13.8 billion years ago, through the creation of
stars, planets, planet Earth, the evolution of life and finally
our human story. The organisers say: ‘During this one-day
event  we will hear this amazing story from start to finish.
And we will see how we can align ourselves with the
evolutionary processes for the benefit of all humans, all
living beings and the planet itself. And finally we will hear
ways in which we can be empowered to ground the ideas
in our everyday lives and to help bring into being the
“Ecozoic Era …’’ Sounds like a good day out.

www.bethechangeinitiative.org/events/
the-universe-story-event/

July Resilience in the NHS lecture
series now online

If you missed (or want to revisit) these excellent talks
which Westminster Centre for Resilience co-hosted with
the BHMA, the College of Medicine and Action for NHS
Wellbeing, you can find Chris Irons, Jocelyn Cornwell, Jill
Maben, Penny Campling, Iona Heath and Harry Cayton in
the online videos at www.westminster.ac.uk/resilience/
news/compassion-and-resilience-in-the-nhs-lecture-series.

NHS marketisation not the answer

A November 2014 report from independent thinktank the
new economics foundation (nef ) warns against further
marketisation of the NHS. According to The Wrong
Medicine most global evidence suggests markets fail to
deliver cost-effective, high-quality healthcare; competition
between providers only fragments the necessarily 
co-ordinated endeavors required to deal with complex
long-term problems like obesity. Propping up markets
within the NHS is costing £4.5 billion; enough to employ
174,798 extra nurses or build ten new specialist hospitals.

Anna Coote, head of social policy at nef, says: ‘The
drive to turn the NHS into a competitive marketplace flies
in the face of clear evidence that markets in healthcare fail
taxpayers, citizens and patients. It’s the wrong medicine
and it is proving to be lethal. Yet as things get worse for
the NHS, the government prescribes more of the same.
This is ideology gone mad.’

And yet one independent campaign group, the NHS
Support Federation, says for-profit companies have already
won two thirds of the 195 NHS contracts so far awarded
since the Health and Social Care Act in April 2013, worth
£2.6 billion so far. The Federation estimates private
companies are on track to win more than £9 billion in the
current round.

The Guardian reported Dr Mark Porter, chair of council
at the British Medical Association, as warning that 
competition has fragmented services and compromised
high-quality care, while diverting vital funding away from
frontline services to costly, complicated tendering processes.

The report also shines its light on the Transatlantic
Trade and Investment Partnership which the authors of
the report see as threatening to ‘entrench a US-style
healthcare system in the UK’.

UPDATE
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Reflections on
reslience
Penny Campling
Medical psychotherapist

As a psychiatrist and group therapist, I have always been interested in organisations and
how they can bring out the worst or the best in us. Over the last few years, I’ve been
particularly preoccupied with the dysfunctional aspects of the NHS and the general
worsening of morale among staff. Despite all the change – or perhaps because of it –
there is an increasing sense of being stuck in a vicious circle. It’s increasingly common
to hear staff members talking about ‘surviving’ and I pick up a deepening sense of
collective helplessness.

I’d like to start by acknowledging that
people are here this evening [at the
lecture] because of the wide sense of
pressure and the growing personal
cost involved in healthcare work at the
present time. So, I thought I’d start 
by sharing some thoughts about
resilience, then move on to argue 
that it’s particularly important at this
time that we are able to confidently
articulate the positive values that
should define our healthcare culture.
I’ll end briefly outlining the concept 
of intelligent kindness.

I have to confess I get very anxious
about words that suddenly become
fashionable – and resilience is one
such word. Unfortunately, I think
resilience links in many people’s
minds to austerity, the denigration of
the poor and the rollback of the
welfare state.

I’m reminded of Grayson Perry in
last year’s Reith lectures (Perry 2013)
talking about the art world and how
too much irony can make sincerity
difficult. He talks about having an
allergy to terms like passionate, 
spiritual or authentic. Though he
values these qualities, he talks about
protecting them, keeping them inside
himself because the words so easily
lose their original meaning. 

There are real dangers that words
become commodified – used as a
means to manipulate, to change
people, to distort and spin reality,
rather than as a way of opening up 

our thinking, nurturing our curiosity,
enriching the all-important (and rather
fragile at the present time) spirit of
enquiry in our professions and 
organisations.

Some of you will have heard me
talk along these lines about the way I
see the concept of compassion in the
NHS being cheapened and distorted.
‘Tough love’ is another one. It’s a 
term that started in therapeutic
communities. I remember thinking it
was brilliant the first time I heard it…
then realising people were increasingly
missing out the ‘love’ bit and focusing
exclusively on ‘tough’…then finally
hearing Iain Duncan Smith [Secretary
of State for Work and Pensions] using
it as a reason for cutting benefits and
realising I could never use it again!

So returning to resilience, I’m
worried that the concept will be used
by those who have an agenda to
toughen us up! Resilience linked to
management jargon like ‘more for less’
‘must dos’ and ‘get over it’.

It is not difficult to see how the
idea of resilience could be used as a
way of silencing us, making serious
criticism feel like self-centred and self-
interested whinging, a way of blaming
the individual clinician for not coping
rather than focusing on the very real
and growing pressures in the system. 

All the evidence is that healthcare
professionals, particularly doctors, do
tend to tough it out. We tend to be
too stoical, denying our vulnerability,

I wrote this lecture after a

visit to Berlin with my

daughter who is passionate

about twentieth century

history. The visit has really

focused my mind on how

people survive difficult

regimes and how change

occurs. At the start of

1989, the majority of

people in the GDR thought

of the Berlin wall as a given,

something that would

always be there. By the end

of November, it was no

more. How this 

transformative change

occurred fascinates me and,

I think, raises important but

difficult questions about the

potential for collective

action in the NHS.

REFLECTIONS ON RESIL IENCE
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slow to ask for help and working on long after we 
should have gone off sick. This is the reason for the high
prevalence of drug and alcohol problems and the high
incidence of suicide in the profession. Once a doctor
engages with therapy our prognosis is better than the
general population, but we are very slow to admit we are
struggling and slow to ask for appropriate help.

My dictionary defines resilience as ‘the capacity of a
substance or object to spring back into shape’. So it’s not
about distancing ourselves from the work, because that
ends up diminishing us. It’s not about being better
defended, because that narrows our grip on reality. It’s not
about hardening our shells, because donning a plate of
armour will weigh us down and rigidify our responses.

Sadly, we know that the majority of healthcare
students are motivated by the wish to make things better,
but during their training become more distanced from
patients and less empathic. This is not resilience.

Resilience implies elasticity. We spring back into shape,
emotions and personality intact. 

• Importantly, it’s a process, not a trait. 
• It’s something we can facilitate in others. 
• It’s something we can nourish in our organisations. 
• It’s something we can work at.

There’s lots of really important stuff being done in schools
at the moment about resilience and helping children get
over failures, indeed reframing failure as an important
learning experience.

So – perhaps paradoxically – resilience requires us to
be more in touch and less afraid of our vulnerability. This
is no easy task for healthcare workers. 

Raymond Tallis, British philosopher and retired 
professor of geriatric medicine, comments on the enormity
in the history of civilisation of the imaginative and moral
step involved in engaging with the realities of illness. He
describes a challenging process of cognitive self-  
overcoming on the part of humanity and reminds us that
humans found it easier to assume an objective attitude
towards the stars than towards their own inner organs
(Tallis 2005). This self-overcoming – surely one of 
humanity’s greatest achievements – has to be done on an
individual level by thousands of NHS staff every day as
they muster the will, the necessary balance of kindness
and professional detachment, to perform the most 
intimate tasks imaginable. 

Isabel Menzies Lyth’s famous study of nurses in the
1950s sought to understand why nurses resigned from
their profession in such high numbers. It showed that the
stresses of nursing, and the intimate relationship it
demanded with patients, made an impact on the 
organisation of care, leaving those closest to patients
exposed to emotional pressures that most senior staff and
managers were defended against (Menzies Lyth 1959).
Menzies Lyth felt that the work of nursing, because it
involves physical and emotional contact with illness, pain,
suffering and death, arouses feelings and associated
thoughts associated with the deepest and most primitive
levels of the mind. She proceeded to show how the 

organisation of the hospital can be seen as consciously
and unconsciously structured round the evasion of this
anxiety. Importantly, she saw that the social defence
system:

‘… prevents the individual from realising to the
full her capacity for concern, compassion and
sympathy, and for action based on these feelings
that would strengthen her belief in the good
aspects of herself and her capacity to use them.’

So she’s suggesting that frontline staff are robbed of the
opportunity to work with their feelings and their capacity
for empathy and that this is affecting their sense of 
wellbeing and capacity to develop resilience.

She also proposed that the success and viability of 
a social institution is intimately connected with the 
techniques it uses to contain anxiety. In the intervening
years, these ideas have been developed, looking at the
goodness of fit between organisation structures on the
one hand, and the emotional demands of healthcare work
on the other. There is little sign that the system as a whole
has developed effective structures to support frontline
staff process the emotional disturbance inherent in their
interactions with sick patients; in fact, evidence from the
annual staff surveys suggests the opposite. Moreover,
there is little understanding or attempt to contain the
primitive anxieties that pervade the system and affect all
involved, including decision-makers at government level. 
If anything there is more disconnection between the
policy level of the organisation and the emotional reality
of clinical encounters.

Menzies Lyth’s work was done more than 50 years ago.
In general though, there has been a failure to create
organisations that are fit for purpose and able to facilitate
the emotional work that is such an important component
of the healthcare task. This is not an area where there
seems to be much will to make use of the evidence base –
in this country anyway. Michael Marmot’s study of civil
servants showed that a major factor increasing the 
probability of heart disease was the lack of a sense of
agency or a lack of feeling in control over work (Marmot
2010). We know from staff surveys that this is moving
rapidly in the wrong direction for many healthcare staff,
who increasingly complain that they feel like a cog in the
wheel, that they aren’t listened to and have little influence
over their working practice. 

The New Economics Foundation 2014 study on 
wellbeing at work, a concept closely linked to resilience,
focuses on meaning, purpose and having something to
contribute as important, and identifies five factors that
contribute to wellbeing: giving and connecting come out
top (The New Economics Foundation 2014). 

So we need to make sure that resilience is seen as a
relational issue. Yes, we need people who are mindful 
of the emotional impact of the work and can take 
responsibility for what’s happening to themselves. But a
collaborative approach to this is much more effective. 
We are all part of teams and organisations and we need a

Reflections on resilience
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system that recognises the emotional cost of the work and
can think intelligently about how to create the conditions
that nurture qualities such as resilience and compassion.

I’ve recently spent a week in Berlin with my youngest
daughter who is passionate about twentieth century
history. There can be no better place to reflect on it – 
the German history museum, the Jewish museum, the
Berlin Experience (along with cold war bunker) the GDR
museum, Checkpoint Charlie, the Stasi headquarters and
so on. It’s a city that has faced its history and allows you 
to explore it. One finds oneself thinking about resilience.
What would I have done if I’d been a citizen of Berlin
during the Nazi period? How would I have behaved as an
citizen of the GDR? Would I have had the courage to
refuse to spy on my neighbours for the Stasi and put my
career and my children’s opportunity for further 
education at risk?

While I was there I read Alone in Berlin, a novel by
Hans Fallada written at the end of the WW2. It’s a 
fictionalised account of a true story of a middle-aged,
working class, uneducated couple, who on receiving the
news that their only son has been killed on the Western
Front, decide they need to do something against the Nazi
regime. So every Sunday they painstakingly write two
postcards with anti-Nazi anti-Hitler messages and drop
them anonymously in buidings round the city (painstaking
because they’re not used to writing and it takes them
hours). They are eventually arrested by the Gestapo and
sentenced to death. It is made clear in the book and from
the historical records that their postcards made very little
difference – they tended to be handed straight to the
police by the first terrified person who happened to pick
them up and on occasions these innocent people would
themselves be implicated and duly punished. Most of us
are familiar these days with Hannah Arendt’s term ‘the
banality of evil’. One of the comments on Alone in Berlin
is that it documents the ‘banality of good’. These were two
people with good hearts, imperfect and without many
resources to call on, who had reached a point in their life
when the most important thing seemed to be to find a
way to be true to themselves, whatever the cost.

The other book I read while I was there is Red Love:
The Story of an East Berlin Family, by journalist Maxim
Leo (2013). This has just come out in translation and is
about the author’s childhood in East Berlin and the story
of his parents and grandparents. I thoroughly recommend
it to anyone interested in how ordinary people survive
repressive political situations.

Now on one level, it would be outrageous to make
comparisons between our own situation, trying to keep
the NHS alive and healthy in twenty-first century Britain,
and the totalitarian regimes of the twentieth century. But
what did I learn?

One of the things it brought home to me was the
impossibility of having a perspective on the living history
that we’re immersed in. There’s a telling passage in Red
Love where Wolf Leo, the author’s father, is watching the
Berlin wall going up in August 1961. Although it goes up

almost overnight, he is there at a point where it was still
possible to climb over. It crosses his mind briefly but he
has no sense of what the wall really means, he imagines it
will be temporary. Here is a passage where Maxim reflects
on this and compares it with his own behaviour when the
wall came down in 1989. 

‘When the wall went up, Wolf was nineteen years
old, the same age as I was when the wall came
down. It’s possible that he had just as little
understanding of the historical significance of
the moment as I did when I stood by Checkpoint
Charlie in Berlin on 9th November 1989. The
first thing I thought of when I stepped onto the
soil of West Berlin was that I’d left my cigarettes
at home. I was really annoyed about that,
because I always smoke when I’m excited. I had
no Western money to buy cigarettes, and I didn’t
dare ask anyone for one. I thought about what
the westerners would think of me if I started
begging as soon as I’d taken three steps into
freedom. I wondered if I should quickly go back
to the East, fetch my cigarettes and come back
later. But I wasn’t sure they’d let me out a
second time. And it struck me that I didn’t really
know if they’d even let me back in again. If a
western reporter had asked me at that moment
what I felt at the time, I’d have probably said
that this wall coming down was really stressful.’

I used to do a lot of consultant appraisals and was often
struck by people’s lack of perspective and ignorance about
the bigger movements, the paradigm shifts and forces at
work in society that so directly affect our working lives. 
If you don’t have such a perspective, you end up taking
every frustration, challenge and criticism very personally
and often risk expending energy inefficiently. 

One of the pleas from Steve Illiff ’s excellent book on
the industrialisation of primary care (2008) is that we wise
up to the bigger picture – the inevitability of economy of
scale and some degree of industrialisation – so that we can
think clearly about how to mitigate some of the worst
consequences and adapt creatively, taking a lead rather
than drifting passively into a world where we then feel
alienated.

If we’re to recover our sense of agency as a profession,
we need to know our history and think intelligently about
the socio-economic forces at work on us – the active
promotion of a competitive market economy, the 
industrialisation of healthcare, the framework and
currency of specification, regulation and performance
management, and the inexorable rise of consumerism 
and promotion of patient choice. These elements are of
course interrelated and, some would say, reflect inevitable
trends in society at large. But of particular concern is the
way these processes have taken hold without proper
debate and understanding of the unintended consequences
for the system as a whole.

Reflections on resilience
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Another theme that emerged from reading about the
regime in the GDR was the deep mistrust those in power
felt towards its population. Walter Ulbricht and his
colleagues, the leaders of the GDR, were German 
communists (some of them Jewish) who’d escaped the
Nazis by moving to Moscow or other parts of Europe. 
Leo Maxim’s grandfather, for example, had fought for the
French Resistance. They settled back in East Germany 
for ideological reasons but were in effect governing 
those they had been at war with, those they had been
persecuted by, those who’d driven them out, those they
saw as the enemy. This mistrust seems to me fundamental
in understanding what went so badly wrong.

Mistrust seems to me to be one of the defining 
characteristics of twenty-first century Britain. We are
governed by people who profoundly mistrust the public
sector. 

Onora O’Neill spoke about this in the Reith lectures
back in 2002 (O’Neill 2002) but it seems that things have
continued to get worse since then. O’Neill argued that
we’ve got the problem wrong. We behave as if there’s a
crisis in trustworthiness when there is in fact no evidence
that people are less trustworthy than they’ve been in the
past. The real crisis isn’t about the lack of trustworthiness
but about the lack of trust, the growing culture of 
suspicion linked to excessive accountability regimes. It is
difficult for micromanaged clinicians, constantly watching
their back, to develop into experience-wise, discerning
clinicians. 

It’s easy to see how such a system can become a
vicious circle, a self-fulfilling prophecy. For trustworthiness
develops through being trusted. And such a system will
not nurture resilience: cynicism yes, resilience no. In
Onora O’Neill’s words: we need to be free to serve the
public.

There is one important way I hope that the experience
I was reflecting on in Berlin is very different from our
experience working in an embattled NHS. We are not
alone. It is the nature of totalitarian regimes to isolate. 
The title Alone in Berlin is pertinent. The couple kept
themselves to themselves for fear of betrayal or guilt by
association. Despite this, the Gestapo murdered a brother
and the dead son’s fiancée. In the GDR, 1 in 50 of the
adult population were spying for the Stasi. Even today as
Stasi files continue to be laboriously stuck back together
(they’d been shredded at the last minute by the outgoing
regime) many marriages, families and long friendships are
devastated by discovering that supposed buddies were
actually spies. You simply couldn’t trust anyone. 

Here, there are whistleblowers who’ve paid a high
price for speaking out, but in general the question is why
we’ve failed to act collectively. The absence of solidarity
within and between professional groups in the face of
obvious dangers in the care of patients, to our services
and towards the NHS in general, is something I think
historians will struggle to understand.  

In this context and in the light of the crisis in the
culture of our healthcare system, it is particularly important
to be able to talk in terms of positive values, to have a
clear vision of how we would like to see our organisations
function, how we wish to encourage society – and the
organisations that serve society – to relate to the sick and
vulnerable. The NHS was founded at a particular point in
history when there was a strong motivation to create a
better future based on the idea of the common good – a
concept that may be out of fashion but is still enshrined 
in the NHS constitution.

If our public organisations are to flourish, we need to
be able to articulate our aspirations in ways that resonate
with today’s citizens. As you know, there has been a focus
recently on compassion in healthcare. But I particularly
want to focus on the word kindness. 

I have noticed that kindness is the word often used by
friends and relatives who had been on the receiving end
of hospital treatment. Sometimes, they describe their
shock at the neglect and lack of kindness, but more often
the stories are of small acts of kindness that seem to have
coloured their experience. My dad talks about having had
an awful time recovering from surgery and tells how 
a nurse took the trouble to comb his hair, and settle him
down. He tells the story as if this changed his whole 
experience, and everything started to get better after that.
People often talk about the person who cleaned their
glasses, or made sure their hearing aids were in properly.
It seems these acts of kindness, that can take no more
than half a minute, can have a huge impact on the 
experience of being a patient. 

Kindness is a word with an interesting history and also
a word that needs rescuing for it can evoke mixed feelings
in the modern world and easily become a mere synonym
for individual acts of generosity, sentiment and affection,
for a general fuzzy ‘kindliness’. The warping and obscuring
of what kindness is about (back to Grayson Perry!) have
been extensively discussed by psychoanalyst Adam Philips
and historian Barbara Taylor in their book called On
Kindness (2009). They explore the way in which a 
philosophy and culture of competitive individualism and
the pursuance of self-interest has challenged the value,
and negatively influenced the meaning, of kindness.
Kindness, they say, is not a temptation to sacrifice
ourselves, but to include ourselves with others – kindness
is being in solidarity with human need. They describe a
process in which what had been a core moral value, with a
subversive edge, at centre stage in the political battles of
the Enlightenment, became something sentimentalised,
marginalised and denigrated through the nineteenth and
into the early twentieth century. 

Reflections on resilience
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‘Kindness was steadily downgraded from a
universal imperative to the prerogative of
specific social constituencies: romantic poets,
clergymen, charity workers and above all
women, whose presumed tender-heartedness
survived the egoist onslaught. By the end of the
Victorian period, kindness had been largely
feminised, ghettoised into a womanly sphere of
feeling and behaviour where it has remained,
with some notable exceptions, ever since.’

Kindness has its roots in the Old English word cynd –
meaning nature, family, lineage – kin. Kindness implies the
recognition of being of the same nature as others – being
of a kind – in kinship. It implies that people are motivated
by that recognition to co-operate, to treat others as
members of the family, to be generous and thoughtful.
The word has an emotional, cognitive and behavioural
dimension and can be understood from an individual,
collective, even political point of view. Intelligent kindness,
then, is not a soft, sentimental feeling or action that is
beside the point in the challenging, clever, technical 
business of managing and delivering healthcare. It is a
binding, creative and problem-solving force that inspires
and focuses the imagination and goodwill. It inspires and
directs the attention and efforts of people and organisations
towards building relationships with patients, recognising
their needs and treating them well. Kindness is not a ‘nice’
side issue in the project of competitive progress. It is the
‘glue’ of co-operation required for such progress to be of
most benefit to most people (Ballatt and Campling 2011). 

To illustrate how kindness is nurtured in the wider
system a virtuous circle is envisaged, where there is not
only a compassionate connection between the clinician
and the patient, but the potential for something to
happen in the wider system.

Simply put, the more attentively kind staff are, the
more their attunement to the patient increases; the more
that increases, the more trust is generated; the more trust,
the better the therapeutic alliance; the better the alliance,

the better the outcomes. The result of all this is a 
reduction in anxiety, improved satisfaction (for staff and
patient), less defensiveness and improved conditions for
kindness. This system will flourish if individuals and the
system as a whole are driven by a sense of kinship. This
can be expressed as simply as seeing oneself in the
patient, or, as The King’s Fund puts it, seeing the person
in the patient and delivering the sort of care you would
like for your family and friends (Goodrich and Cornwell
2009). This sense of kinship will promote the feeling and
expression of kindness which then directs attention and
so on. 

At an anecdotal level, individuals report that the
concept of intelligent kindness has reconnected them to
their altruism and personally I found it acted as a kind of
touchstone through difficult times. There have also been
teams, including one or two hospital board teams, that we
know of who have found the virtuous circle a helpful
focus when thinking about cultural change. 

More generally, I think it’s more important than ever 
to have an explicit value base underpinning healthcare
work. Complexity theorists talk about ‘changing the
conversation’. For that we need an appropriate language
which means taking ownership of concepts such as
resilience, compassion, and kindness, and having a deep
understanding of their meaning so that we can engage
with the difficult task of making them real.
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Power, and the 
politics of unkindness
Jocelyn Cornwell 
Founder and chief executive, The Point of
Care Foundation

Our work at The Point of Care Foundation is all about improving patients’ experience
and supporting staff who work with them. I find my early training as a medical sociologist
has been invaluable and I often find myself, as I did writing this lecture, re-reading things
I first read 30 years ago. 

The term empathy seems synonymous
with compassion, but they are not the
same. Dictionary synonyms for
empathy include affinity, appreciation,
recognition and being on the same
wavelength. For compassion they
include mercy, clemency, grace and
charity; words with a more religious
than secular origin. 

My preference for the terms
empathy or intelligent kindness is
partly because discussions about
patients’ experiences of care and
about cruel and unkind acts have 
been portrayed by the media in this
country and by policymakers and by
practitioners as being all about special
individuals in hospital settings, 
particularly nurses and care assistants.
But we need to find ways of speaking
about these problems that bring in
other professions and other settings. 
I am as concerned about ordinary
transactions between patients and 
GP receptionists or patients and
outpatient clerks as I am with what
happens between patients and health
professionals. So the best language 
to use is plain English: common and
ordinary words like kindness, warmth,
welcome, friendliness; words that
people right across the system and at
every level can understand. 

Better by design?
Paul Batalden, one of the gurus of
quality improvement in healthcare,
said every system is perfectly designed 
to produce the results that it gets. It’s

important to understand that when
Batalden talks about the design of 
a system, he isn’t thinking only about
intentional designs. He is also 
including features of systems that have
evolved organically, but are actually
hangovers from the past. My charity,
the Point of Care Foundation, is very
interested in conscious co-design of
services with patients. 

Designers working on products
and services focus on three features.
They focus on the performance,
asking ‘does this thing do what it is
meant to do?’ They focus on the 
engineering: asking ‘does it do what it
is meant to do, reliably, safely? Does it
do it in the same way every time: 
what is the error rate in this product,
process or service?’ They also focus on
the aesthetic. They ask ‘what does it
look like? What does it feel like? What
does it smell like? What does it touch
like? What does the end user, the
customer, feel about their experience
of this product or this service? I would
argue that the performance, the 
engineering and the aesthetic of
health services is a product of the
whole system. And I would describe
empathy as part of the aesthetic of the
service. 

If we want to design empathy into
a service then we need to understand
the parts of the system involved and
how we might influence them. Here
are some features of health systems
that significantly shape the way that
staff interact with patients. 

I prefer the terms empathy

or intelligent kindness to

compassion. Can they be

designed into healthcare?

The time has come for

some serious reflection on

how the dominant medical

model and medical 

professionalism shape a

culture of health services

that too easily marginalise

and even crush empathy.

What must the medical

profession do to foster more

empathy in medicine?

POLITICS OF UNKINDNESS
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• High demand
• High levels of acuity 
• Fatigue and stress and burnout
• Pseudo teams and real teams 
• Quality of leadership
• Professional divisions eg specialists and generalists
• Fragmentation of services
• Quality of information 
• Physical environment 
• Staff working to achieve targets

Elsewhere in JHH Jill Maben (see page 12) has pointed out
how high demand and high levels of acuity in patient need
affect staff, and the dangers of fatigue, stress and burnout.
Jill talks about the ways pseudo-teams and real teams and
the quality of leadership shape patients’ experience for
better or worse. Conflicting professional perspectives may
disunite the various professionals who look after the same
patient: so too can the fragmentation of services allocated
to different specialists and agencies involved. Yet many
services still use paper-based records, so the person doing
the looking after won’t necessarily have any information
about you, because it’s held somewhere else in a different
part of the system. Add to all this the very varied quality 
of healthcare environments and the fact that in some 
services staff are working to achieve targets. 

But even if we were to succeed in mitigating or 
reducing these negative influences, would the absence of
these stressors guarantee that patients are looked after
with empathy? I believe that some aspects of the health
service and the way services work reflects the values and
the priorities of its two dominant groups: doctors and
managers. Of course, all health professions have their own
cultures, values and priorities, but medicine has the most
powerful influence. The medical model and the way
doctors view their professionalism shapes the culture of
the system as a whole. I believe that it puts empathy for
patients at risk. Havi Carel, author of a book called simply
Illness (Carel 2008) talks about what she describes as the
low-grade insults to patients that are part and parcel of
using the NHS – chilly receptionists, hopeless 
administrative systems, the studied indifference of some
professionals, the refusal to make eye contact with
patients and so on. 

Challenging the medical model
If we want to design empathy intentionally into services
we need to challenge the medical model and think 
differently. The medical model traditionally accepted that
doctors are the experts, and that patients are compliant;
they comply with medical advice. Of course, today this is
subject to challenge from the patients, particularly 
patients with chronic disease. Doctors are the dominant
profession: powerful, better paid and with higher status
than the professions they work with. And you could argue
that the medical focus is increasingly on the cell rather

than the disease or the whole person. In this paradigm
patients are not blamed for being ill, but neither are they
held responsible for managing their condition. This 
traditional model is subject to challenge – think back to
the way women challenged obstetric care in the 1970s and
1980s, or how even into the 1980s parents had to fight for
the right to stay with their children in hospital. And now
many initiatives, particularly in primary care, are trying to
challenge this model – the push for personal care is just
one example. But despite such challenges the biomedical
model still dominates the way that most parts of the NHS
operate. 

The other side of the coin is that patients trust doctors
and their medical model and their medical professionalism
for good reasons: doctors know things that they don’t;
they can look inside your body; they know things about
you before you know them yourself. When you are ill or
injured you know that their insights, skill and expertise
will determine if and when you will return to normal life.
So in all their transactions with doctors – from the most
routine exchanges in GPs’ surgeries to the drama of A&E,
operating theatres or intensive care – patients are acutely
aware of their power. 

Trust helps mediate the discomfort we all experience
in social relationships that bring us into intimate contact
with people who are more powerful than we are. Patients
trust doctors because they are dependent on them and
because they know that it is possible that an inattentive
doctor can make mistakes or ignore them or make 
judgements about them or disregard them or disappoint
them. If patients were to ask themselves why they trust
doctors, they would probably rationalise – just as the
medical profession itself does – that it is because the
doctors have reliable professional values, ethics and 
standards of conduct. Although they might not apply the
words the medical profession uses when it writes about
itself – words like integrity, compassion and altruism –
those words would resonate with patients. I am less sure
that patients would as naturally use newer words like
continuous improvement, excellence and working in 
partnership but they are certainly aware of doctors’ long
years of education and training and superior knowledge. 

Do doctors think about their
power?
Most doctors I know don’t see themselves as especially
powerful at all. In fact, most of them see themselves as
victims; usually of management and sometimes of their
patients. They talk about managers and government
having the upper hand in the system these days. Doctors
are highly aware that they no longer have the power that
they had in the past. But the picture is much more
complicated. Sociologist Elliot Freidson has written a 
brilliant book about professional dominance, the control
of medical work and how it is performed. He observes
that doctors have far more control of medical work than
most other craft groups, professions and occupations.

Power and the politics of unkindess

POLITICS OF UNKINDNESS
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Doctors have a legal monopoly to practice and, though
they may be unhappy about the power of government 
and managers, they are really not subject to significant
challenge in relation to research or practice. Their working
conditions and payment may be contested but not their
control of the actual content of their work. Medicine is
more colleague-dependent than client-dependent; more
motivated by the thoughts and opinions of colleagues
than by the courts and opinions of patients. 

The medical profession’s own writing about 
professionalism largely ignores the question of power.
Doctors who view medical power as problematic and 
write about it are not the most powerful voices in the
profession. Good medical practice acknowledges that
inequality in doctor/patient relationships has the potential
for abuse, but otherwise it doesn’t see the everyday
disparity as a drawback. While the Royal College of
Physician’s report on medical professionalism in 2005
acknowledged that doctors have power, it sidestepped 
the issue and dismissed it with the simple assertion that
‘control, authority, power and superiority are ideals that 
are not compatible with our view of the patient/doctor
partnership as a fundamental unit of clinical practice’. 
The word power doesn’t appear in the BMA’s report on
medical professionalism at all even though there is
evidence that doctors are aware of the unequal relation-
ship they have with patients and feel quite uncomfortable
with their own vulnerability. I think that is why doctors
behave differently from other people when they are ill. 
For instance in the main doctors themselves don’t register
with a GP and when they are sick they self-medicate, carry
on working or sometimes present late with very serious
conditions. They are especially ashamed of psychological
and emotional difficulties and extremely aware of the
stigma attached to not coping. 

Doctors’ vulnerability
It may be that doctors’ relationship to their own 
vulnerability means they don’t see what is right in front 
of their eyes. I have been fascinated over the last few years
by the Personal View column in the BMJ where, week 
after week, doctors who become ill and write about their
experience of being a patient say ‘I never knew it was like
this… I didn’t see what it was like being a patient’. It is
very important that we pay attention to this blind spot and
try to imagine how and why doctors who meet suffering
people had failed to understand the nature of suffering. 

My experience of working with clinical teams has
shown me that efforts to improve patients’ experiences of
care either sink or swim depending on doctors’ attitude
towards it. If doctors lend their support and lead the work
to improve patients’ experience it flies. If they stand back
it doesn’t last long and if they undermine it, it collapses
altogether. Yet the sad thing is that as yet most of the
medical profession don’t really get this, or value the
expertise or the skill and knowledge required to change
and improve services. If you look at who leads on patients’

experiences in NHS trusts it is usually nurses and middle
managers: there are very few doctors leading this work
nationally. GPs surveyed by The King’s Fund two years ago
rated patients’ feedback as a source of information tenth
on a list of ten possible sources of information to guide
them in their practice. 

What would make a difference?
We need visible public leadership for everything that
affects patients’ experience of care, and I’d like to see the
medical royal colleges putting resources into thinking
about it. Heads of medical schools, key figures in general
practice and opinion formers in the profession should be
writing and speaking about the importance of empathy,
the importance of taking patients’ vulnerability into
account, and generally putting their weight into reshaping
the healthcare working environment. 

Doctors need to be trained to see that patients’ 
experience, clinical quality and patient safety are all of a
piece; a piece they themselves are responsible for. The
medical profession must publicly challenge the idea that
doctors who are ill should be treated differently from 
non-doctors and, should not, for instance, sanction
doctors working when they are ill. The (self-)stigmatising
of doctors’ illness must end and it should be routine to
show support for colleagues who are in difficulty. Doctors
must speak up about a culture of fear which is only 
whispered about by junior doctors because they dare not
speak publicly about the way that they are sometimes
bullied and mismanaged. It is time for doctors to expose
publicly how the dynamics of outmoded hierarchical ways
of working damages them and their patients. 

As for the leaders of organisations, I would really like
to see senior doctors who have influence putting their
weight behind improvements in patients’ experience. To
show they take patients’ vulnerability seriously in their
own organisations would mean getting trained to see how
their service works from the patient’s side, volunteering to
do service co-design, and learning themselves to shadow
patients rather than delegating it to the most junior
person on their team. 

Carel H (2008). Illness. Montreal: McGill-Queen’s University Press.

Royal College of Physicians (2005). Future physician: Changing
doctors in changing times. London: Royal College of Physicians.

The Point of Care Foundation report Self Care, published
earlier this year, has more about the ideas expressed in
this article, and throughout these Westminster July
Lectures.

Based on a talk given at the Westminster Centre for
Resilience at the University of Westminster on 24 July 2014
in the lecture series with the theme Compassion, Resilience
and the NHS.

Videos of all six talks can be viewed at
www.westminster.ac.uk/ resilience/news/compassion-and-
resilience-in-the-nhs-lecture-series
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ERODING COMPASSION

How compassion can
be eroded in the NHS
Jill Maben
Director, National Nursing Research Unit,
Florence Nightingale Faculty of Nursing and
Midwifery, King’s College London

An unsupportive work environment as a newly qualified nurse brought my nursing
career to an abrupt halt just two years after qualifying. I left to undertake a history
degree, I thought never to return. I am now Professor of Nursing Research at King’s
College London, my nursing career having been rekindled in Australia, where the
support I received enabled me to become more resilient. My research interests have
clearly been influenced by my own early experiences and I work to provide evidence
for practice of the link between staff ’s experiences of work and patient experiences of
care, and how best to provide support to enable them to care well for patients. I have
been Director of the National Nursing Research Unit for the past four years.

NHS staff give of themselves

in ways that very few

people outside healthcare

are expected to. Our health-

care system has made the

great mistake of taking this

for granted, assuming that

healthcare workers can do

this day in and day out

despite the very distressing

things they have to see and

do. For the sake of their

staff and patients NHS

organisations have a duty 

of care to prevent and

manage the distress that 

so often comes with the

territory for healthcare

staff. 

What supports NHS staff to care? They
wake every morning, put on their
uniform or white coat and head out to
work to give of themselves in ways
that very few people outside health-
care are expected to. Our healthcare
system has made the great mistake of
taking this for granted. There has been
an assumption that healthcare workers
can do this day in and day out despite
the very distressing things they have to
see and do: people of their own age
dying; the suffering of people who
could be their parents; confused,
enraged, frightened people. 

The price of 
compassion
If practitioners are to find the courage,
humility and compassion to relate to
patients and meet their needs then
they in turn need recognition, 
reinforcement and support from
colleagues and managers (Maben 
et al 2012; Maben 2014). But some 
environments clearly erode 
compassionate care, while in others
there is good practice which support
staff to care. My research has been 
exploring the factors that make the
difference (Maben 2014; Maben et al
2006; 2007).

It has been said that compassion
involves a deep awareness of suffering,
plus a sense of wanting to do 
something to alleviate it (Chochinov
2007). Compassionate care calls for
distress tolerance, non-judgement and
skilful action (Gilbert 2009). Yet in too
many places NHS culture has created 
a threatening environment inimical 
to compassion: a time-pressured,
accounts-driven, job-threatening,
emotionally over whelming, bullying,
whistleblowing environment (Gilbert
and Choden 2013). In struggling trusts
– not everywhere by any means, but in
some as happened in Mid Staffordshire
– management takes its eye off the
ball. At Mid Staffordshire as we now
know there was a preoccupation with
the drive to become a foundation
trust, and some senior staff became
too focused on budgets at the expense
of patient care and also forgot to take
care of their absolutely number one
asset – their staff (Francis 2013). 

Staff need support, because
compassionate care is not some luxury
add-on to be made available only when
a trust has the extra budget. No one
can be forced to be compassionate; it
must be a fundamental part of how all
hospitals operate. But compassionate
care can only grow in compassionate
supportive environments where staff
feel safe (Maben 2014). 
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‘ Engaging staff is not an add-on or an extra expense; it is 
a fundamental part of how you operate as a hospital… 
giving people the freedom to act can be both scary and 
liberating, and we have to be brave in allowing people to
make mistakes without fear of blame.’ Jo Cubbon, chief
executive, Taunton and Somerset NHS Foundation Trust
(cited in Point of Care Foundation 2014). 

Yet giving people the freedom to act compassionately is
actually very difficult. It means, for instance, liberating
them to make mistakes without fear of being blamed
when they admit them. However, in the aftermath of the
Francis Report (with its 180-plus recommendations) we
are in a predicament: on the one hand we need more of
that transparency, yet because the media, in the fallout
from the Francis report, heaped so much blame on staff,
particularly on nurses, it may have become even more
difficult for people to admit mistakes and for 
organisations not to create a blame culture.

Robert Francis said the NHS must recruit people with
excellent values and ideals; the best people (Francis 2014).
I would challenge the implication that we weren’t already
doing so. Most people come into nursing and into 
medicine because they want to help; because they care;
because they feel very idealistic and they want to make
people better. Very often we have been recruiting the best,
but the system gradually erodes compassion, it erodes –
eats away at – staff values, and undermines their desire to
do good. We know too that some of the most idealistic
students are the ones at highest risk of burnout.

‘ Burnout strikes precisely those individuals who had 
once been among the most idealistic and enthusiastic… 
and they would be more susceptible to the most severe
burnout. We have found over and over again that to burn 
out a person needs to have been on fire at one time.’ 
(Pines and Aronson 1988) 

Values, aspirations, burnout
What happens to new staff in the NHS and how do their
values shift? In my doctoral study a few years ago, I asked
nurses at the end of their training how they would ideally
like to nurse: ‘As a qualified nurse what do you anticipate
will be your ideals for practice? That is, if you were able 
to choose how to practice, what would be the kind of 
care you would like to give?’. The responses to this 
question gave me their nursing values and ideals which 
I subsequently showed to participants in follow-up 
interviews at 4–6 and 11–15 months post-qualifying, asking
‘can you nurse in this way, if not why not, what gets in the
way and if so what helps?’

Out of those 26 people, over a very short time, people
fell into three categories which I called crushed idealists,
compromised idealists and sustained idealists. Out of the
26 newly qualified nurses only four had been able to
sustain their ideals in practice. These four were in work

environments that supported their ideals of practice and
gave them the resources to nurse in the way that they
aspired to. Two had had to job-hop and move around to
find the right practice environment (see figure 1).

The compromised idealists – the biggest group – were
compromising at least one of their ideals on a daily basis:
for example not spending enough time with patients, or
not being able to meet important patient needs, or in
other ways finding they were unable to practice in the way
they believed to be right. Perhaps unsurprisingly they were
the most distressed group, since the crushed idealists
were almost at the end of the road, very burnt out even
within 15 months. But the compromised idealists were
still trying every day to put their ideals into practice even
though they felt constantly thwarted, which was actually
very distressing for them. The crushed idealists were
either trying to find a more ideal place to work, or they
were leaving, or considering leaving, nursing. 

One of my respondents said at the end of her course
that she hoped to support her patients holistically and
have time to pick up when they were worried or
distressed, while at the same time ensuring their 
independence. A typical and entirely appropriate ideal,
you might imagine. However, Maria was in the crushed
idealist group and just 14 months into practice she told
me: ‘I felt I had really compromised my belief in how
dying people shouldn’t be alone. I definitely do 
compromise my ideals like talking to patients rudely….
Ideally, I would like to say “Okay rant and rave at me, I can
sit here and I can take this; I’ve got half an hour to sit here
with you. Once you have calmed down we will go through
it”, but you just haven’t got that time.’

No time to care
She went on to talk about a very busy night shift. ‘This
woman just started screaming and screaming at the top of
her voice. I still hadn’t done my IVs and there was loads to
do. I went in there and I said, “Will you just be quiet for
five minutes, just be quiet and I will shut the door and you
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can calm down and I will come back”. As I shut the door,
she started screaming really loud and the sister walked on
and started saying, “What do you think you are doing?” I
said, “Okay, I know I am wrong, but I am at the end of my
tether here”. I really felt that I had compromised myself
then, because I was so rude. I felt that I had compromised
myself as a person. That was horrible. I didn’t even
compromise my ideals. I lost one. I was just so tired and 
at the end of my tether.’ 

We know that many nurses have had similar moments
and feel that in those situations very little support was
offered. Perhaps the ward sister felt she could do no more
than reprimand her. Even though it was clear enough that
it was a disastrous situation and the nurse was at the end
of her tether, nobody talked to her about rebuilding her,
her resilience and how to cope with such difficult 
predicaments. 

Another of my interviewees told me: ‘Sometimes I go
home thinking I didn’t even see a patient today. It did feel
like that sometimes. A terrible shift where all you’ve done
is paperwork and drugs. That’s it. You haven’t even
spoken to any of your patients. It wasn’t care, because you
just didn’t see them’. This is increasingly what registered
nurses are doing: paperwork, drug rounds, not bedside
care or being with patients as they die. The hands-on care
that people came into nursing for is now given by health
care assistants… people spend hours and hours going
round with the drugs. That is very demotivating for staff. 

Another newly qualified nurse said: ‘I do feel quite
drained when I come in from work. I am trying to sit
down and talk with patients as well as get on with 
everything else I’ve got to do. That will probably get less
and less as I get more experienced. I am slightly less
compassionate than perhaps I would be if I was a student,
which is not a good thing. As a student you are so much
more hands-on with patients and sit with patients and
hold their hands and talk to them. When I am really tired 
I know I can feel it myself and it’s awful knowing I am
different with the patients. But when you haven’t got time
and you are really busy, I know I am just impatient with
them and I just feel awful.’ 

The challenges staff talked about were often feelings 
of time pressure and of being constrained in their role; of
a lack of support and staff shortages, work overload and of
having to be task-oriented rather than patient-orientated.
On the other hand my research also showed that in 
positive practice environments people were able to find
good role models, somebody practising in the way they
wanted to. However too many negative role models,
people going through the motions, and out of the door
bang on four o’clock, could have a very negative impact. 

Thwarted agents of change
Some of my respondents were early Project 2000 students,
university educated nurses with the new nursing diplomas
introduced in 1990. They really believed they and their
ideas would be welcomed with open arms. Instead of

which they found staff saying ‘this is how we do it here’ 
in practice environments unprepared to receive these
incoming change agents, which resulted in them becoming
demotivated. What newly qualified nurses actually need is
mentoring and preceptorship. A support period should be
mandatory for every new member of staff when they can
be actively mentored and managed by a senior colleague
to help them become fully qualified nurses. This would
support compassionate care. 

One of my interviewees told me: ‘They talk about
burnout and I can see it happening already. I think it’s just
the fact that it’s a very stressful environment. You can see
yourself getting worn out and your energy level depleting
and you are dissatisfied. You are just too busy to show
people that you are being compassionate and that is so
important to patients. You just need to remember how
every little thing you do is so frightening to them. When I
am tired, I don’t think it’s that I care any less. Sometimes 
I just haven’t got the energy to show it.’

Professor Anne-Marie Rafferty’s research produced a
large dataset showing that as the number of patients per
nurse goes up the quality of care goes down (Rafferty et al
2007). Emotional exhaustion – an element of burnout –
goes up too, along with job dissatisfaction and, crucially,
patient mortality. These findings have been replicated in
ten European countries. Nurses working in English 
hospitals report that care is frequently left undone. Work
by Jane Ball and Anne-Marie Rafferty shows that care was
left undone because of lack of time (Ball et al 2014).
Nearly 3,000 registered nurses in 401 general medical and
surgical wards in 46 English acute NHS trusts completed a
survey. Most nurses (86%) reported that one or more care
activity had been left undone due to lack of time on their
last shift. Most frequently left undone were: comforting or
talking with patients (66%), educating patients (52%) and
developing/updating nursing care plans (47%). Very few
other countries had figures as poor as the UK’s apart from
Spain, so England certainly stands out in terms of risk to
nursing care quality and safety. 

Job satisfaction
Nurses aspire to therapeutic relationships with patients. 
A huge range of literature shows that they want to connect
with patients, to get to know them as individuals and
involve them in their own care (Bridges et al 2013). 
When nurses are allowed to deliver the quality of care that
matches these aspirations everyone wins: it’s best for the
patients, and the practitioners feel gratified, personally
enriched and privileged. And, understandably, nurses are
most distressed when there isn’t the capacity to provide
adequate care for patients who have the most complex
needs: dying patients whose suffering they don’t have
time to relieve, patients with dementia and frail older
people. The consequences are that nurses experience
moral distress (Bridges et al 2013). ‘I think it’s like a
plastic shield that you put up and I think if you stick at 
it long enough and you are in the job long enough it
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becomes a natural way.’ (Macintosh quoted in Bridges 
et al 2013). I see Chris Iron’s work and the resilience work
at the University of Westminster as trying to stop that
plastic shield going up, to give people the capacity to
empathise enough but still have the interpersonal distance 
practitioners need to cope. Because no one can constantly
empathise and be engaged with every single person who
is suffering. And these challenges are not only faced by
nurses. 

A study reported in the Boston Globe confirmed that
medical students often believe they have to maintain a
distance from patients to protect themselves because it is
time-consuming and physically draining to be involved in
emotional situations. The author of this study talked about
medical students coming in with a lot of idealism, wanting
to be of service until they are exposed to the stress of 
clinical care, a ‘hidden curriculum’, and a lack of positive
role models. So medical students might come to believe
that human connection is of little importance and that
medicine is a business (Hojat et al 2001). 

Twenty years of my own research has convinced me
that in order to care well for patients staff need to be
supported in positive practice environments that enable
them to flourish, and that their psychological wellbeing is
particularly important. I undertook a study in 2008 looking
at links between staff wellbeing and patient experience.
You might think it self-evident that patient experiences are
influenced by staff wellbeing, but only six years ago we
didn’t have much evidence about what the individual and
team-level influences were. So in this study we asked how
staff experience their work in healthcare organisations and
how their own wellbeing impacted on care relationships –
and so how organisational factors shaped their experiences
of care-giving.

Happy staff, happy patients?
And the fundamental question was and is whether happy
staff result in happy patients. The study found a definite
relationship between staff wellbeing and patient care
performance and that staff wellbeing is an important
antecedent of patient care performance. 

Seven staff variables (‘wellbeing bundles’) that correlate
positively with positive patient reported experience
(Maben et al 2012).

• Local/workgroup climate 

• Co-worker support 

• Job satisfaction 

• Organisational climate 

• Perceived organisational support 

• Low emotional exhaustion 

• Supervisor support 

The seven staff variables that correlate with positive
patient experience are not the same as the ones that

determine customer satisfaction in non-healthcare 
organisations. In this study the local workgroup climate is
the biggest factor; your team, your individual colleagues,
the people you interact with day to day. 

We found that wherever staff wellbeing according to
standard measures was low, so too was patient experience.
We also found that areas of high demand and low control
were especially hard to bear: areas such as the older
people’s wards in our study. The four wards we examined
were very poor working environments – overtly unstable
places where staff felt they could be outright rude to one
another even with a research stranger in the room; places
where people talked about a bullying culture. Yet they also
said that at one time they had felt like a ‘family at work’, a
team who used to go out together. In one particular team,
the schisms were between the registered nurses and the
healthcare assistants, and between staff recruited from
overseas: groups of people who didn’t really understand
or connect with each other (Maben et al 2012). People
were lamenting that theirs used to be good places to
work; places where there had once been job satisfaction,
adequate staff and good managers and leaders who
listened and responded. 

Poppets and parcels
In a paper drawing on this data we found staff nursing 
frail elderly patients made it satisfying by selectively giving
care to what they call their poppets: patients they either
felt sorry for or who somehow endeared themselves
perhaps because they didn’t get visitors. Other patients
told us they felt like parcels – ‘I don’t feel a person any
more. I feel like I am being moved like a parcel from chair
to bed’ (Maben et al 2012). It’s one way staff cope in 
environments where they are really struggling to make
work meaningful. A doctor in Mid Staffordshire hospital
A&E department was quoted in the first Francis enquiry
report as saying, ‘I’ve never met a nurse who has come to
work to do a bad job. The nurses were so under-resourced
…to give adequate care to patients. If you are in that 
environment for long enough, what happens is you
become immune to the sound of pain…or you walk away.
You cannot feel people’s pain, you cannot continue to
want to do the best you possibly can when the system 
says “no” to you, you can’t do the best you can.’

One of the doctors I spoke to in our study examining
the links between staff wellbeing and patient experience
said ‘Everyone will say you need to be good at 
communicating and you need to be good at basic science.
One of the main things I think you need is resilience. 
You work in a job that knocks you down constantly. You
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have just got to brush yourself off, pick yourself up and
say that was bad. That was awful, but here we go again. I
think if you take it all home with you and if you take it all
on board you simply wouldn’t be able to come back to
work the next day’. 

Space to talk
In many NHS settings the space to talk about work and to
talk frankly about patients, to share experiences of caring,
has been lost. There used to be many such opportunities
and we didn’t work 12-hour shifts. We used to go off to
lunch together, even stop for tea sometimes and 
occasionally go to the pub after work – particularly if 
there had been a very distressing incident. In face-to-face
handovers you had time to talk about how you were
managing and to process the most challenging experiences,
but these too have been curtailed. It might be surprising
to know that registered general nurses and doctors do not
get clinical supervision, though mental health nurses do,
and I would argue that the intense emotional work most
clinical staff engage with merits clinical supervision, for
everyone. But thankfully there are signs of change. The
Point of Care Foundation has brought Schwartz Rounds to
the UK from the US. Schwartz Center Rounds (‘Rounds’)
are multi-disciplinary meetings where staff come together
once a month to share lunch and have an hour to hear a
clinical team talk about a difficult ethical, moral or social
dilemma that has really troubled them, and to talk about
how it made them feel. Not problem-solving, tests and
diagnosis but to talk about the sorts of hard, emotional
challenges staff face every single day of their working life.
Observing Rounds, at times the hairs on the back of my
neck have stood up hearing a consultant speak of waking
in the middle of the night in a cold sweat agonising about
a decision he had to make. Creating a good working 
environment, really supporting, listening to and acting
upon staff experiences is key to compassionate care for
patients. 

To support healthcare staff better so that they are not
overwhelmed and do not become indifferent to the sound
of pain we need to support them and support them well.
Rounds offer one way to do this. I have recently started a
UK evaluation of Schwartz Center Rounds and will also be
examining the wider literature on interventions to support
staff with the difficult caring work they do. 
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Resilience, compassion
and regulation 
Harry Cayton
Chief executive, Professional Standards
Authority for Health and Social Care

The purpose of the Professional Standards Authority is to ensure that professional
regulation acts in the interests of patients and service users. In this mechanistic age it 
is as though medicine has been taken from us, and we have abandoned, responsibility
for our own wellbeing and our understanding that health is physical, emotional, 
psychological and spiritual. Our sense of health is personal but we allow it to be
managed by others. So I believe that in order to drive change it will be crucial that 
we start developing patients as leaders. I have worked for the National Deaf Children’
Society and the Alzheimer's Society and been National Director for Patients and the
Public at the Department of Health – ’the patients’ Czar'. A passionate supporter of
arts in healthcare, I am a trustee of Comic Relief and Patron of Arts4Dementia. 

Introduction
The Professional Standards Authority
of Health and Social Care has some
pretty strong statutory powers; powers
to investigate and powers to appeal
cases to the High Court if we think a
regulatory body has failed in its 
decisions. Perhaps the most high
profile recently was the case of the
director of nursing at Mid Staffs. We
were so appalled by her argument that
as Director of Nursing she wasn’t
responsible for the quality of nursing
in the trust where she worked, that we
appealed to the High Court and the
Nursing Midwifery Council which had
only suspended her, and subsequently
removed her from its register. We also
accredit registers on unregulated
health and care occupations, advise
the government on improvements to
professional regulation, and have a
small but growing international 
consultancy. 

Musing as I have been on the
words resilience, compassion and
regulation, I had to ask: is it possible
to regulate for compassion; in what
way is resilience valuable; is 
compassion a good thing in itself? 
So let me share some thoughts that
might provoke discussion about the

confusion over what regulation can
and cannot achieve.  

Regulation
Very few people can actually describe
in a coherent way how regulation
works and what it is supposed to be
doing. The Care Quality Commission
(CQC), for example, is a major health
regulator, and one which has improved
a lot recently. But is the CQC a 
regulator or an inspectorate or an
improvement organisation? Those
three functions are quite different:
setting out to improve an organisation
is very different from setting about
inspecting one, and different again
from setting a regulatory framework
and checking whether an organisation
is operating within it. Unfortunately
the politicians gave the CQC a mixed
set of tasks, and thought perhaps they
could be combined; but maybe they
just cannot. 

All new governments arrive in
office saying they are against regulation,
and announce loudly that they are
going to cut the red tape. The public
generally thinks that would be a jolly
good thing. The Daily Mail tendency
says hurrah too –  especially loudly
when they don’t want press regulation.

Regulation should be designed

to improve, not to punish. We

cannot hope to coerce people

with demands for their

compassion, nor simply

punish them for failing.

Though regulators continue

to focus on individuals, often

it is the team or the entire

organisation whose 

dysfunction and toxicity fails

to support compassionate

care. Leadership and

compassionate care have to

be modelled. In difficult work

environment such as the

NHS we want staff to do

more than just survive, so the

organisations they work in

must value kindness, and

support the courage and

self-discipline that resisting

non-compassionate care calls

for restitution.
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However, when each government departs you can be sure
it will leave a trail of new laws and regulations behind it.
Only recently David Cameron announced his intention to
criminalise teachers and health workers for not reporting
female genital mutilation. What an absurd approach to a
highly complex cultural issue and personal issue in which
the very group of people who are most likely to be able to
help children are going to be criminalised.

This is the typical absurdity of political approaches to
regulation, when health ministers and distinguished
lawyers are so deeply confused about the difference
between criminal sanctions and regulatory approaches.
Regulation should aim to use professional sanctions,
which very specifically set out not to punish, but to allow
people space to reflect, rehabilitate and improve. Robert
Francis, however, having said we must end the blame
culture in the NHS, then proceeded to announce a whole
new set of new crimes and punishments for people
working in his now blame-free NHS. This is incoherent; 
in reality regulation is a very blunt tool and one that is
massively overused.

Compassion
Compassion has recently acquired a new sort of political
currency. Back in 2012 Jean Cummings, the Chief 
Nursing Officer, said nurses who fail to demonstrate
compassionate care are betraying the values of their
profession. 

But demonstrating compassionate care as a desirable
behaviour is quite different from having the emotional
resources to bring it about.

In the same year, Keith Pearson, Chair of Health
Education England, informed the RCN congress that
nurses must have compassionate values and that selection
standards needed to be improved. He told an audience 
of nurses – by implication selected under inadequate 
standards – that they lacked the compassion and skill to
do their jobs. More recently Jeremy Hunt – that paragon
of compassion – announced that nurses will be trained to
be more compassionate. He then added the non-sequitur
that older people will be recruited as nurses because their
life experience makes them more compassionate. I have
to tell you, as an older person myself, that life experience
has made me increasingly less compassionate. I am more
grumpy, more intolerant and particularly so of politicians
brandishing specious arguments. 

Is it conceivable that we can train people to be
compassionate; that we can demonstrate and measure
compassion; that we can regulate for compassion? I don’t
think so. Compassion – quite simply, suffering together –
requires a feeling of empathy for another person’s 
suffering. But in healthcare we don’t just want a doctor or
a nurse who says ‘I feel your pain’; we want someone who
is going to do something about it. Therefore the proper
outcomes of training, supervision and regulation are the
behaviours that arise from compassion, not the emotion
itself. We don’t necessarily need to make a judgement

about the individual’s emotional ability to empathise or 
to feel compassion. So regulation would be a very blunt
instrument for this purpose. 

The Professional Standards Authority wrote eight
simple principles of right touch regulation in 2010, all in
plain English. One of them is to use regulation only when
it’s necessary. Another is to use the tools that are available
to you already. A third is to get as near to the problem as
possible, because the regulator is never in the room when
something goes wrong. This makes the idea that you can
solve the problems of the NHS through more and more
and more layers of regulation a delusion. Unfortunately
politicians find it much easier to say ‘I am going to 
regulate this’ than to actually deal with the problem. Laws
and regulations generalise whereas problems and failures
are contextual and specific. 

In New Zealand a few years ago they had a public
campaign to make compassion a legal requirement on
health professionals. They wanted it written into the New
Zealand health and disability services code of consumer
rights that people have a right to compassionate care. The
then Health and Disability Commissioner, Professor Ron
Patterson – a very wise and interesting lawyer who is now
the New Zealand Ombudsman – wrote a good article in
which he noted the religious roots of the concept of
compassion. He noted that some traditions view 
compassion as a moral duty while others see it as a 
voluntary act, a gift freely given to others. Like him I take
the view that in order to be real, compassion has to be a
gift. Compassion compelled is really not compassion at all;
Patterson wrote ‘Deeply touched though I might be by the
small kindness of a doctor gently touching my arm before
a painful procedure, how would I feel if I knew that he
was merely following protocol 32A which the law requires
him to carry out? Perhaps a compulsory compassionate act
would not be felt as compassionate at all’. 

Whether or not we can regulate for compassion, 
there is no denying that many patients and their families
experience failures in the quality of their care. But we have
to know what the problem is before we can act. The first
principle of right touch regulation is to describe the
problem before prescribing the solution. Politicians usually
do it the other way round. ‘Here is a solution looking for a
problem’. Instead, we should ask first where compassion
deficits exist, then why and how they occur; because
clearly there are not always deficits, nor are they 
everywhere. We might see superb care in one ward or one
outpatient clinic or one department, while next door in
the same hospital terrible care is taking place. 

What then, are the circumstances in which health care
professionals fail? In a paper that I wrote with my
colleague Douglas Bilton (Bilton and Cayton 2013), we
argued that instilling compassion where it is lacking is
unlikely to be successful. Telling people the rules of
compassion and ordering them to be compassionate is
unlikely to work because regulators can concern 
themselves only with the outward results of compassion
but not with a person’s inner motivation. In a work
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setting, conduct and behaviour can be measured, 
evaluated and assessed; feelings and motivations cannot. 

Another weakness of the traditional model of 
professional regulation is that they deal with health 
professionals as individuals; indeed autonomy has for
many years been one of the identifiers of being a 
professional. One reason for doctors often thinking of
themselves as victims nowadays is that they have lost
some of their autonomy: they are not quite as free to
make their own decisions as they were in the past. 

Regulating health professionals is still very focused 
on individual behaviour, because it is really difficult for
regulators to regulate whole teams – and to be able to
state when necessary ‘this is a dysfunctional team and not
a dysfunctional individual’. Yet we are all too aware – it
happened in Mid Staffs – that the working environment
and the team you are in has a huge impact on people’s
behaviour. The local leadership is all-important, right
down to ward level, even to shift level since who is in
charge changes from shift to shift. 

I think that the modelling of behaviour in a group is
one of the single most important influences on how
people respond. We spend a lot of time in my organisation
getting our new staff to understand the values we are
trying to live by and the way we work. And saying to each
other, quite regularly, if we are going to hold a mirror up
to the regulators and say, you are not doing very well, we
better be good. We are not always, of course. We have that
in our minds. 

Here are five kinds of leadership – five ways of dealing
with your responsibility for the environment you operate
in. You see a piece of paper on the office floor and put it
in the bin. Or you see a piece of paper on the floor and
tell someone to pick it up and put it in the bin. Or you see
a piece of paper and tell the office manager to sort out the
cleaning contract. Or you see a piece of paper on the floor
and ignore it, or you don’t even see the paper on the
floor. Bad practice breeds bad practice and good fosters
good. The literature around whistleblowing tells us there
are very few individuals who can stand up to a toxic
culture. Those who do may have multiple motivations for
challenging the status quo. That brings me to resilience.  

Resilience and resistance
Last year the theme of the European Health Forum in
Austria, a meeting attended by WHO and EU officials, 
was resilience of health systems. Not surprisingly those
healthcare services surviving the economic downturn
most effectively turned out to be the ones with strong
financial controls and tight management of their budgets;
the ones with good leadership and lots of accurate
management information and data. 

I suggested to this august gathering – rather tentatively
– that if they wanted to run a resilient health system they
might need resilient people to work in it. To the people
from WHO and the Commission this seemed to come

across as rather a novel idea. Yet the fact is that that many
people work in very difficult healthcare settings. Perhaps
they are merely stressful, but often these places can be
overtly malfunctioning where, unless staff are resilient,
compassionate care will be impossible, for it takes strength
of character and strength of purpose for compassionate
behaviour (as opposed to sentimental empathy) to
endure. Being genuinely compassionate towards someone
who is ill can be a painful experience. 

It is even more difficult to be enduringly 
compassionate towards someone who is ill and
unpleasant to deal with. And in reality many people 
receiving healthcare are difficult to deal with, sometimes
because of their illness, sometimes because of their
personality. At the Alzheimer’s Society, where I was chief
executive, we used to have lunchtime debates where staff
would pick ethical topics. I remember my helpline
manager once chose ‘Just because someone has dementia
doesn’t mean they are not a horrid person’. Discuss.

Although resilience is incredibly important, it isn’t
always a good thing in itself. In 2010 the Nursing
Midwifery Council was failing badly as an organisation, so
we were asked to look at what was going on and develop
a plan to put things right. In our strategic review we
described the staff culture as one of resigned resilience.
The staff knew they were failing but they persevered
nonetheless in doing what they had always done. Stuck 
in a survival mode of resilience, their defence against
admitting failure was actually standing in the way of their
ability to move into an improvement mode of resilience.
Resilience has to mean more than merely surviving and
enduring difficulty, though sometimes that is valuable. If
good people are to do good things in bad places, they
need their resilience to be underpinned by moral virtues.
Then these good people may begin to make bad places
better. 

Independently of Jocelyn Cornwell [who spoke at  this
event about ‘the point of care’] I choose to use the same
word,  kindness  rather than compassion. What we need is
kindness in the face of another’s suffering; strength in the
face of our own weaknesses, and self discipline in the
exercise of doing what is right. Kindness, courage, self
discipline. If people have those then they will be able to
provide compassionate care. 

Bilton D, Cayton H (2013). Asymmetry of influence: The role of 
regulation in patient safety. London: The Health Foundation.

Based on a talk given at the Westminster Centre for
Resilience at the University of Westminster on 24 July 2014
in the lecture series with the theme Compassion, Resilience
and the NHS.

Videos of all six talks can be viewed at
www.westminster.ac.uk/resilience/news/
compassion-and-resilience-in-the-nhs-lecture-series

Resilience, compassion and regulation
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The solace of an
answer
Iona Heath
Essayist, retired general practitioner

I had the immense privilege of working as a general practitioner in inner city London for
nearly 35 years. I slowly came to understand the overwhelming importance of words and
the ways in which they are used by both patients and doctors.  I have found literature –
the words used by poets and novelists and philosophers – to be immensely helpful in
making sense of my experiences of working with patients.

My title comes from the great Irish
novelist Sebastian Barry. In his novel
The Secret Scripture, Barry (2008)
describes:

That strange responsibility we
feel towards others when they
speak, to offer them the solace
of an answer.

The meanings of that wonderful word
solace include comfort, consolation
and the alleviation of sorrow, distress,
or discomfort. So we can see 
immediately how relevant this is to
understanding the role of kindness
and compassion in healthcare.

The American philosopher Martha
Nussbaum (2001) reminds us of the
importance of novels. She describes
the commitment of the novel:

.… to the separateness of 
persons and to the irreducibility
of quality to quantity; its sense
that what happens to individuals
in the world has enormous
importance; its commitment to
describe the events of a life not
from an external perspective of
detachment, as the doings and
movings of ants or machine
parts, but from within, as
invested with the complex 
significances with which human
beings invest their own lives. 

And:

… to the moral relevance of
following a life through all of
its adventures in all of its
concrete context. 

These dimensions of commitment 
that we learn from great novels are
precisely those that doctors need to
bring to the task of listening to
patients. We cannot possibly offer the
solace of an answer until we have first
listened, really listened, to the other
who is speaking. 

In her 1859 novel A Life for a Life,
Victorian novelist and poet Dinah
Craik wrote:

Oh, the comfort – the 
inexpressible comfort of
feeling safe with a person –
having neither to weigh
thoughts nor measure words,
but pouring them all right
out, just as they are, chaff
and grain together; certain
that a faithful hand will take
and sift them, keep what is
worth keeping, and then with
the breath of kindness blow
the rest away.

This text has just been included in
Tools of the Trade: Poems for new
doctors, published by the Scottish
Poetry Library, which will be 
distributed to all students graduating
from medical schools in Scotland. It
describes just how we, as doctors,
want our patients to feel that we are
listening to them. 

William Carlos Williams (1984),
American poet and family doctor,
described the intensity of listening in 
medicine: 

It is actually there, in the life
before us, every minute that
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we are listening, a rarest element – not in our
imaginations but there, there in fact. It is that
essence which is hidden in the very words 
which are going in at our ears and from which
we must recover underlying meaning as 
realistically as we recover metal out of ore.

He describes this essence as the nearest most patients
come to the poetry of their lives as they struggle to give
expression to their deepest feelings and fears in the quiet
privacy of the doctor’s consulting room.

In another of his novels, Sebastian Barry (2006) also
touches on the power of words:

And wondered in her private mind at the power
of mere words, the mere things you rolled in
your mouth, the power of them strung on the
penny string of a song, how they seemed to call
up a hundred vanished scenes, gone faces, lost
instances of human love.

He is describing precisely the ways in which words can
catch and hold the story of a life – the story that, in the
consulting room, will prove fundamentally important to
both patient and doctor.

Simone Weil (1942a) wrote repeatedly about the
importance of the moral concentration that she called
attention:

… no true effort of attention is ever wasted 
even though it may never have any visible
result, either direct or indirect.

In a world increasingly obsessed with measurement and
recording, this remains absolutely true. In his novel
Chance, the brilliant Joseph Conrad (1913) described the
transient fashion for certain words:

You know the power of words. We pass through
periods dominated by this or that word – it may
be development, or it may be competition, or
education, or purity or efficiency or even 
sanctity. It is the word of the time. Well just then
it was the word Thrift which was out in the streets
walking arm in arm with righteousness….

Today, more than 100 years later, in the context of the least
compassionate British government in living memory, the
word is, of course, compassion. When words are used in
this way, they are very often part of the exercise of power
and control. However, it is difficult if not impossible to
demand compassion, simple kindness may be a bit easier
but attention, the foundation of both, may be possible. 

Those who are unhappy have no need for
anything in this world but people capable of
giving them their attention. The capacity to give
one’s attention to a sufferer is a very rare and
difficult thing; it is almost a miracle; it is a
miracle. Nearly all those who think they have
this capacity do not possess it. Warmth of heart,
impulsiveness, pity are not enough.
(Weil 1942b)

The Scottish poet Kathleen Jamie (2005) thinks, like
Simone Weil, that the needed commitment and 
concentration of listening and noticing come close to the
idea of prayer:

Isn’t that a kind of prayer? The care and 
maintenance of the web of our noticing, the
paying heed.

And when she describes her experience of birdwatching, 
it sounds so close to the kind of receptiveness that we
need in medicine.

This is what I want to learn: to notice, but not 
to analyse. To still the part of the brain that’s
yammering, ‘My god, what’s that? A stork, a
crane, an ibis? – don’t be silly, it’s just a weird
heron.’ Sometimes we have to hush the frantic
inner voice that says ‘Don’t be stupid,’ and
learn again to look, to listen. You can do the
organising and redrafting, the diagnosing and
identifying later, but right now, just be open to it,
see how it’s tilting nervously into the wind, try to
see the colour, the unchancy shape – hold it in
your head, bring it home intact.

Right now, do nothing, just be open to the patient, notice
them and hold them in your head. Don’t start to analyse,
to diagnose, even to answer – too soon.

Attention consists of suspending our thought,
leaving it detached, empty and ready to be 
penetrated by the object. It means holding in our
minds, within reach of this thought, but on a
lower level and not in contact with it, the
diverse knowledge we have acquired which we
are forced to make use of.
(Weil 1942b)

For doctors, this seems to be about not applying simplistic
and reductive labels to people too readily. 

The philosopher Iris Murdoch (1970) follows on from
Simone Weil.

I have used the word ‘attention’, which I borrow
from Simone Weil, to express the idea of a just
and loving gaze directed upon an individual
reality. I believe this to be the characteristic and
proper mark of the active moral agent. 

… if we consider what the work of attention is
like, how continuously it goes on, and how
imperceptibly it builds up structures of value
round about us, we shall not be surprised that at
crucial moments of choice most of the business
of choosing is already over. 

Decisions and choices turn out not to be the discrete
events so beloved of politicians and healthcare policy -
makers. Instead, they evolve within the relationship
between doctor and patient provided that relationship 
is informed by sufficient attention.

The solace of an answer
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The task of attention goes on all the time and at
apparently empty and everyday moments we
are ‘looking’, making those little peering efforts
of imagination which have such important
cumulative results.
(Murdoch 1970)

Every clinician will recognise ‘those little peering efforts 
of imagination’ and how much they help.

Yet, in the increasingly pressured context of 
contemporary healthcare, this is all increasingly difficult 
to sustain. Arthur Kleinman (1998), professor of both
psychiatry and anthropology at Harvard, offers the 
beginnings of an explanation as to why this should be so: 

… the priorities of the practitioner lead to 
selective attention to the patient’s account, so
that some aspects are carefully listened for and
heard (sometimes when they are not spoken),
while other things that are said – and even
repeated – are literally not heard. 

The eminent medical historian Charles Rosenberg (2002),
also from Harvard, agrees:

This modern history of diagnosis is inextricably
related to disease specificity, to the notion that
diseases can and should be thought of as entities
existing outside the unique manifestations of
illness in particular men and women. 

This takes us straight into the world of guidelines and
evidence based medicine and pay-for-performance, all of
which are disease-focused rather than person-focused, and
which generate a reaction of discomfort among clinicians
that managers and some non-clinical researchers 
sometimes seem to find hard to understand. The 
discomfort has everything to do with the struggle to 
shoehorn the enormous diversity of human experience
into the world of standardised protocols, and the
discounting of significant chunks of the patient’s story to
fit the diagnostic criteria (Somerville et al 2008).

Ignoring part of a patient’s story is not only dangerous,
it also betrays a lack of interest. Simone Weil (1942–3)
again: 

‘You do not interest me.’ No man can say these
words to another without committing a cruelty
and offending against justice. 

Yet, doctors and other healthcare professionals have so
little time and are hemmed in by diktats, threats and
incentives: both direct and perverse. 

This is from Weil’s experience of factory work: 

None of the conditions under which she and 
the other employees worked allowed for the
essential conditions she believed indispensable
for dignity in labour. Among these prerequisites
were the possibility for thought, for invention
and for the exercise of judgement.
(Weil 1939–40)

And yet now even for doctors, these prerequisites are
being eroded. Sebastian Barry (2006) describes the
process in another context:

But it was all in the manuals, and a sergeant-
major must be faithful to such things, like an
agnostic priest. And God knows, when reason
and mercy had fled out of the world, there was
nothing like a manual.

And sometimes we too feel that reason and mercy have
fled out of our world and certainly out of the worlds of
our patients and we too take comfort in the manual, in 
the protocol, in the guideline.

The thought of mercy flying out of the world evokes
the ethics of reciprocity which is essential to the resilience
of healthcare staff. Our current government does not
appear to understand the meaning of an ethics of 
reciprocity. The latter is very present in ancient Greek
philosophy and in most of the world’s major religions,
expressed in the insistent warning that one would be well
advised to consider the consequences of one’s actions. If
politicians are unaware of this heritage, we might perhaps
suggest a refresher course in children’s literature where
from 1863, with the publication of Charles Kingsley’s 
The Water Babies, right through to the present day, the
ethic of reciprocity has been ever present. The carrot of
‘do-as-you-would-be-done-by’ and the stick of ‘be-done-by-
as-you-did’ seem to have lost their purchase within much
of contemporary society but are as relevant now as they
were 150 years ago and nowhere more so than in health
service policy. If the government wants to see a health
service permeated by the care, compassion and respect
that we all want for those we love, then it must pay much
more attention to the importance of demonstrating those
same qualities in its treatment of frontline health service
staff. Meanwhile the NHS is already in the process of
reaping what the government has sown in terms of under-
mining its foundations in notions of shared responsibility,
reciprocity and social solidarity and making it available for
the pursuit of private profit (Heath 2013). 

We are currently being subjected to government by
posh boys for posh boys which seems to mirror to a
disturbing extent the predictions to be found in 
sociologist Michael Young’s 1958 satire, The Rise of the
Meritocracy 1870–2033 (Young 1958).  In 1958, the
Economist’s reviewer wrote:

Mr Young’s meritocratic Britain, though
described with ostensible enthusiasm, is an
odious place.

Is Britain and particularly England, where the posh boys
hold the greatest sway, an odious place? The stories of the
health service and of the treatment of the poor and
vulnerable suggests that it is becoming so.

In the introduction to a 1994 edition of his, by then,
classic book, Michael Young wrote:

The solace of an answer

SOLACE OF AN ANSWER



© Journal of holistic healthcare � Volume 11 Issue 3 Winter 2014/15 23

If the rich and powerful were encouraged by the
general culture to believe that they fully
deserved all they had, how arrogant they could
become, and, if they were convinced it was all
for the common good, how ruthless in pursuing
their own advantage.
(Young 1994)

Is there a better description of the current state of 
government? Remember that the government lied about
its intentions for the health service both in the party 
manifestos and in the Coalition agreement and sought to
obfuscate the full implications of the Health and Social
Care Act throughout its passage through Parliament.

Those in government, despite all the advantages of
their birth and education, convince themselves that all
their success is achieved entirely through their own merits
and so is deserved. The sinister obverse of this is that they
tacitly seem to assume that the opposite must also be true
and that those on the losing side of our deeply unequal
society similarly deserve their fate. There is no 
acknowledgment in government rhetoric or policy of the
enormous role of luck and contingency in people’s lives,
so eloquently described by Martha Nussbaum:

… that much that I did not make goes towards
making me whatever I shall be praised or
blamed for being … that an event that simply
happens to me may, without my consent, alter
my life … all these I take to be not just the 
material of tragedy, but everyday facts of lived
practical reason.
(Nussbaum 2001)

Thinking about his work, the German artist Anselm Kiefer
(2011) wrote: 

If there is too much order, it is dead; if there is
too much chaos, it doesn’t cohere. I’m continu-
ally negotiating a path between these two
extremes.

And so are we as doctors: constantly negotiating a path
between the seductive order of the manual of evidence
based guidance and the chaos and tragedy of so many
people’s lives.

In her book, The Logic of Care: health and the
problem of patient choice, the contemporary Dutch
philosopher Annemarie Mol (2006) writes:

...care is bad when the measurement of a few
discrete parameters displaces attention from the
sometimes painful and always complicated
intricacies of day-to-day life with a disease.

Day- to-day life with a disease is just one aspect of the
powerful intersection between biology and biography.
Medicine has one leg firmly grounded in biology but the
one that should be grounded in biography is largely
missing. And it is perhaps doctors in general practice who
have the greatest need of this other leg.

The Norwegian microbiologist Elling Ulvestad (2012)
helps us to unravel the connections: 

...as culture is shaped as a co-operative effort
along the generations, the human organism is
always and without exception a lived body in
which history and biography are woven together
with interpersonal meaning as well as 
individual purpose. 

He emphasises the importance of paying attention not
only to the patient in the present but also to their history
and biography. 

Adverse experiences early in childhood include 
physical, emotional, or sexual abuse; witnessing domestic
violence; growing up with household substance abuse,
mental illness, parental divorce, or an incarcerated 
household member. Such experiences have been shown
to predict future premature mortality to the extent that
people with six or more adverse childhood experiences
died nearly 20 years earlier on average than those without
any (Brown et al 2009).

Each patient is unique in terms of their values, 
aspirations and context but, even more fundamentally,
each life’s history and experience alters the way the body
works through a multiplicity of mechanisms which include
effects on the functioning of the nervous and endocrine
systems and epigenetic effects on gene function. These
processes have the greatest effects in response to early life
experience, and they serve to accelerate or decelerate the
natural ageing of body cells. Socioeconomic inequality and
the directly consequent unequal distribution of hope and
opportunity play out in premature disease and death for
those on the losing side. Yet the damage is not 
irremediable and there is now evidence that if lives can be
invested with respect, dignity and meaning, outcomes
improve.

Remarkably, Goethe (1795–6) understood this
perfectly more than two centuries ago: 

When we take people merely the way they are we
make them worse than they are; when we treat
them as if they were already what they should
be, then we make them everything they could be.

This seems to be precisely the role of kindness and 
attention in the care of patients and in nurturing the
resilience of frontline healthcare workers, which brings us
back to ‘the solace of an answer’. Having listened, how
does the doctor find the words to respond?

The marvellous Irish poet Seamus Heaney
(1971–2001) describes:

...that whole creative effort of the mind’s and body’s
resources to bring the meaning of experience within the
jurisdiction of form.

Of course, he is talking about the form of a poem but
his words apply equally well to the form of a diagnosis 
and especially one that incorporates both biology and
biography. When they try to provide the solace of an
answer, clinicians aspire to name what they see, hear 

The solace of an answer
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and feel. The writer John Berger (91984) recognises the
importance and power of naming:

… they know too that what they have been
subjected to in their lives is intolerable. And the
naming of the intolerable is itself the hope.

When something is termed intolerable, actions
must follow. These actions are subject to all the
vicissitudes of life. But the pure hope resides first
and mysteriously in the capacity to name the
intolerable as such.

Simone Weil (1942–3) also touches on the enduring 
presence of hope in terrible circumstances:

At the bottom of the heart of every human being,
from earliest infancy until the tomb, there is
something that goes on indomitably expecting,
in the teeth of all experience of crimes committed,
suffered, and witnessed, that good and not evil
will be done to him. It is this above all that is
sacred in every human being.

The harm suffered becomes imprinted on the body
through neuroplasticity but this is not a one-way process
and the brain’s capacity for adaptation can also be a means
of making people better.  Each of us constructs a more 
or less coherent autobiographical narrative which is
constantly reviewed and refined. It is through the story of
a life that we make sense of what is happening to us and
begin to make sense of the world. The freedom and the
delight is that stories can be changed and if doctors, by
listening and by investing, in their solacing answers, the
experience and perspectives of patients with respect and
dignity, can help to shift stories that have become 
damaging and stuck. A story of failure and suffering can 
be recast as one of courage and endurance in the face of
impossible odds; one of inability to cope at work can
become one of exploitation and seeking solutions in
forming alliances and activism. 

So let me end where I started with Sebastian Barry
(2008):

It is always worth itemising happiness, there is so
much of the other thing in a life, you had better put
down the markers for happiness while you can.
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PBR, PBC, PCT, CCG,
CMHT, CBT, NICE, QUOF:
NHS alphabetti spaghetti?
A guide for the perplexed: A critical glossary

David Zigmond
GP

For more than 40 years I have been a frontline doctor, watchfully working as a GP,
psychiatrist and psychotherapist. I have seen several inverse, then adverse, relationships
develop within the NHS.

In general, as technological manipulation has got better, so personal understanding and
engagement is jettisoned. For example, as our instant electronic signalling burgeons, so
our more personally attuned communication perishes. In my struggle to understand
and survive the surrounding civic engineering I have had to decipher many institutional
codes. Hence this glossary, which also contributes to a forthcoming anthology: If You
Want Good Personal Healthcare, See a Vet. New Gnosis Publications, 2015.

Our healthcare problems burgeon:
these are met by new packages or
systems of administration and care. 
As these multiply, so do the terms and
abbreviations. To the outsider, all this
can seem as incomprehensible as
morse code.

Yet the growing dilemmas of the
NHS are now reflected, in some 
form, globally. Understanding our
technical responses and then their
consequences, has, therefore, interest
and relevance far beyond national or
professional boundaries.

To aid the interested but confused
reader, this glossary is offered. It
combines explanatory definitions with
brief critiques of the most common
institutional terms.

Some key terms are italicised.
Cross-referencing some of these 
italicised terms should help further
comprehension and coherence: space
prevents this process being complete.

*

Algorithm A templated and 
flow-charted system of defined and
logical steps prescribed to analyse and
manage identified problems. Can be
readily diagrammed and computerised.
Has rapid appeal due to its standardised
reproducibility, apparent clarity, 
precision and logic. Disadvantages:
deals poorly with real-life’s ambiguity, 
variation, meaning and complexity. Can
displace individually responsive and
intelligent judgement and imagination.

Appraisals for healthcare staff
A formal procedure whose purpose 
is to monitor and assure quality and
safety of professional performance and
development. Much effort has been
made to standardise and, when 
possible, quantify such complex 
evaluations. Guidance has been
sought from the newer professions 
of business management and 
consultancy. The aspiration is far less
controvertible than the results: for 
the formalistic segues easily to the
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Cognitive behaviour therapy (CBT) An attempt 
to schematise and standardise therapeutic psychological
contact for the mentally or behaviourally troubled. It is
largely based on depersonalised diagnostic categories,
focused on the symptomatic and explicit, and guided by
algorithms and care pathways. It is readily (if speciously)
computer-coded and measurable: CBT thus has appeal 
to planners, economists, managers and the kinds of 
practitioners who share their mindset. The limitations are
similar to all algorithms and care pathways: the model 
has difficulty with complexity, variation, meaning and
imagination – and thus can easily impoverish practitioners’
personal resources to deal with these.

Commissioning A currently common term for design,
negotiation and procurement of services within the
marketised NHS. Like other devices to industrialise and
monetarise healthcare it is least problematic when applied
to healthcare problems that are generally resolved rapidly
and reliably by standardised technical procedure (eg hip
replacements). Pastoral healthcare (eg psychiatry) starkly
exposes its limitations.

Commodification The attempt to treat and process all
healthcare activities as if they are manufactured objects or
geophysical resources. This can work relatively well in
tasks that have clear and stable boundaries. Pastoral
healthcare, by contrast, needs vocational and holistic 
attitudes that cannot be processed in this way.
Nevertheless, commodification makes welcome sense to
planners and managers in conducting many aspects of the
internal market. Experiences from frontline health
workers are far less tidy: for many years there have been
mounting, frustrated expressions of clinical and personal 
meaninglessness and the stymying of good personal care.

Community mental health team (CMHT)
Thirty years ago CMHTs were vaunted as a progressive
face of the future, consummated by the closure of the old
mental hospitals. Instead mentally distressed patients
would be speedily streamed to community-based
specialisms. The specialists themselves professionally
progress via certified trainings rather than personal qualities
or vocation. Recent healthcare management thinking –
much derived from 1980s Japanese car manufacturing –
promised more efficient, accessible and responsive help.
As elsewhere in the NHS, this attempt to industrialise
pastoral healthcare produces results that often become
inefficient and perverse.

Evidence based medicine (EBM) This has been 
introduced into healthcare to optimise the reliability and
efficiency of therapeutic interventions. The idea is to
invest in language and procedures that are officially 
sanctioned by scientific rigour, and then governance.
Healthcare economists and planners favour EBM because
it is apparently objective, clear and unambiguous – and
can then extirpate the errors and obfuscations of the
personal and subjective. In this way quantification, 

formulaic. Subsequent attempts to make procedure ‘fair
and comprehensive’ commonly become burdensome,
blind and bureaucratic. Generally professionals have
described their experiences of appraisals as elaborate
rituals of proffered compliance and verbalised obedience.
Far fewer report the kind of intelligent searching dialogue
that will helpfully identify or clarify important problems.

Balint Michael Balint (1896–1970) was a psychoanalyst
who, in the 1950s and 1960s, explored the ‘subtext’ of
medical consultations. He started with a small group of
London GPs, but his influence expanded to galvanise a
generation of doctors to think about inexplicit meaning,
encoded actions and attachments, and the possibility of
both treatment and illness as kinds of preverbal or
paraverbal language. Many GPs experienced their work as
enriched and enlightened by such informal and qualitative
research. This brief, rich flowering was largely extinguished
by the rapid rise of systems that demanded quantification,
standardised codes, and mass-reproducibility. Evidence
based medicine has great difficulty accommodating
Balint’s subtle invitations to explore meaning.

Care Quality Commission (CQC) A governmental
network of healthcare inspectors. This is similar in mission
to the appraisal of professional individuals, but applied 
to the healthcare organisation that employs them. As with
appraisals, the task is certainly necessary and important
but its sensible and accurate execution very difficult.
Again, presentations of formulaic compliance can easily
mask deeper lack of integrity. The shocking debacle at 
Mid Staffs examples what can be missed by ‘competent’
yet routinised methods of inspection.

Clinical Commissioning Group (CCG) A recently
mandated executive network for deciding, defining,
procuring and purchasing the healthcare needs of an 
allocated geographical population. The boards are now
dominated by local GPs but contain other healthcare
professionals and lay members. The CCG has replaced 
the primary care trust (PCT), which was administered, 
ultimately, by non-clinical managers. Due to the 
dominance of GP practices in the CCGs the activity is now
largely implemented as practice based commissioning
(PBC).

The aspiration – for democratic healthcare decisions
that are locally responsive and responsible, and 
professionally decided – seems laudable. The unravelling
reality is less so: multitasking, overmanaged and weary
GPs already have much diminished time for their 
traditional role as personal physicians and cannot give
adequate, good attention to this new and very complex
task. The result is an expedient short-circuiting to a hastily
assembled (and thus often not competent) network of
oligarchies that are themselves likely to be in thrall to a
very flawed internal market.
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inspections, eg by the CQC. Mid Staffs is one of many
egregious examples of concealed inhumanities in current
NHS healthcare, though the most notorious. Many see
Mid Staffs as being a kind of diabolic iconic: a harsh signal
of the consequences of abandoning healthcare’s primal
task of human recognition and connection. Such 
abandonment, it is argued, is due largely to the rise of the
internal market’s 3Cs (competition, commissioning and
commodification) and a culture cowed by managed
demands for numerous, rigid and narrow targets and PBR.
Subsequent statements from Mid Staffs’ employees have
described a bullied and intimidated work culture redolent
of factory workers a century earlier.

National Institute for Health and Care Excellence
(NICE) A governmentally appointed network of experts
tasked with evaluating and applying EBM in specified areas
of healthcare. As its operational nucleus is EBM, it has the
same assets, limitations and liabilities. Thus NICE makes its
most competent contributions to healthcare problems
that are clearly physically defined, and which can then be
reliably resolved or contained by standardised physical
procedures.

So, NICE-prescribed frameworks usually make good
and useful (though not infallible) contributions to the 
care of, say, diabetes or hypertension. Yet this kind of 
algorithmic management fares far less well with the vast
human variations of pastoral healthcare (eg mood 
disturbance or alcoholism) where individual practitioners’
wisdom, experience and subtle hues of judgement are
central and indispensable.

Pastoral healthcare A term little used, but 
increasingly needed. It refers to our guiding human matrix
of care: all those personal influences that comfort, heal,
guide, contain, encourage, vitalise and illuminate. Pastoral
healthcare thus extends far beyond any procedure or
formula. Although certainly including such activities as
personally attuned ‘mental healthcare’ or ‘psychotherapy’,
it is not confined to these. Good pastoral healthcare is
synonymous with the heart, soul and broader intellect
involved throughout our encounters with others’ distress.
Like so many holistic activities, its subtler enactments
cannot be readily measured, coded or proceduralised:
pastoral healthcare thus tends to be neglected, displaced
or destroyed by a culture dominated by the internal
market and such satellite procedures as payment by
results, evidence based medicine, quality outcome 
frameworks etc.

Payment by Results (PBR) The intention and 
thinking behind this kind of infusion of commercial 
motivation is relatively clear. It often galvanises 
manufacturing industries. Yet the consequences – when
applied to complex human welfare – become frequently
obscure, tangled and perverse. Results of complex 
activities are often difficult to define, measure or predict.
Motivation in welfare is – and should be – much broader

standardisation and commodification are all expedited.
EBM thus becomes a key component in the internal
market.

EBM is yet another example from healthcare of how a
model’s attractive simplicity may be woefully inadequate
for complex realities. EBM has mostly operated from
evidence restricted to the quantifiable and reproducible.
This makes a base that is deemed ‘safe’, but is also narrow
and rigid. It may be necessary, but it often is not sufficient.
Problems arise because EBM may be loaded with an
authority it cannot bear. Very often the most important
aspects of human experience and variation cannot be
directly measured or objectified. This is far more than an
administrative anomaly, for the unmappable area is the
massive – yet vulnerable – human heart of healthcare.
EBM, in compatible areas, may be a valuable guiding 
principle: aggrandised to wider and rigid diktat, it can do
real harm.

Increased access to psychological treatment 
services (IAPTS) A late parallel, and equivalent, to
CMHTs. The task focus is therapeutic psychology (not
psychiatry). Similar processes are used to identify, stream
and manage problems: diagnoses, care pathways and
(especially) the use of CBT as a procedural intervention.
The system is designed to be easily compatible with 
electronic informatics, the internal market and payment 
by results. Some also argue that it helps equity and 
fairness of distribution. The flaws are largely common to
those of the CMHT.

Internal market In the early 1990s this was a seminal
and radical idea: to introduce monetarist values and 
mechanisms to nationalised healthcare. The enormous
federal co-operative network would be broken up into
economically and occupationally autarkic NHS trusts. 
Wide and informal affiliations were replaced by a complex
system of purchaser-provider splits, which need tending
by ceaseless negotiations to facilitate ‘trade’ between the
trusts. Computerised, quantifiable data, care pathways
and payment by results are all necessary developments 
to service this internal market. The idea is to positively 
influence motivation and focus attention. After more than
20 years’ evolution the results are mixed and highly
contentious. Many longer term observers (myself
included) assess the losses as much greater than the gains.
Since the recent Health and Social Care Act there is now
more possibility of an external market: this amplifies
contention.

Mid Staffs Refers to the Mid Staffordshire NHS Trust. In
recent years perplexed and appalled attention has focused
on the clear and massive failures and abuses of care
uncovered in this NHS hospital. The widespread 
institutional human disengagement has been shocking
enough. Further grotesquerie is provided by the attractive
and respectable public persona of the trust: it had
received very favourable reports from routine official
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and more complex than that of commerce. Unbridled PBR
in healthcare provides specious statistics, bad science and
egregiously perverse incentives.

Practice based commissioning (PBC) The 
prevalent form of clinical commissioning group (CCG);
this reflects the directive role within the NHS now
conferred on GPs.

Primary care trust (PCT) For several years this body
preceded the CCG in managing the trade and conduct of
community practitioners (GPs, dentists, 
pharmacists, district nurses, health visitors, chiropodists
etc). It was managed largely by non-clinicians: the 
transition to CCGs brings doubtful benefits as few GPs can
maintain the long-term personal resources necessary for
the complexity and size of the task.

QUOF (Quality Outcomes Framework) A complex
system of remuneration for GPs, constituting a kind of
performance related pay. This is based on 
electronically guided and recorded specific performance
indicators, themselves based on algorithms and care 
pathways designed by governmental thinktanks and
committees. The resultant computerised systems monitor
and signal how each practitioner is managing each

encounter with a patient with a chronic disease or risk.
QUOF has thus brought the government and the
computer into the centre of the consulting room in an
unprecedented way. The results are mixed. The gains are
most clear in bringing more vigilant and systematic
management to high risk conditions where therapeutics
are clearly effective (eg hypertension and coronary heart
disease), and detection of some other areas of significant
risk/poor engagement. The losses are from displacement.
Computer informatics and governmentally dictated tasks
replace subtle, personally nuanced exchanges that are
essential for comfort, understanding and healing 
influences. Such undesignated ‘softer’ activities are also
essential to NHS staff morale. The QUOF-directed GP 
has become more of a public health commissar than a
personal physician: patients are increasingly ‘efficiently’
treated, but poorly understood.

Interested? Many articles exploring similar themes are 
available at http://davidzigmond.org.uk

This glossary is part of the book If You Want Good Personal
Healthcare See a Vet. Industrialised Humanity: Why and how
should we care for one another? It will be published by 
New Gnosis Publications in 2015.
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Cancer and after: 
How to avoid a recurrence 
Beata Bishop, Coromandel, 2013

This short, easy to read book, written by a 
30-year survivor of metastatic malignant
melanoma, is an impassioned plea for a 
change in attitude to the standard follow-up
instructions ‘go back to life as normal, watch 
out for any worrying symptoms and keep your
hospital appointments’ which often come after
the initial diagnosis and treatment of cancer.

The author recommends that we regard the
diagnosis of cancer as a ‘loud alarm call’ from the body that
something is out of balance in our lives. She suggests that, 
especially after the physical and psychological challenges of being
given a devastating diagnosis and completing a course of cancer
treatment, we need a full holistic review and adjustment of our
nutrition, our exposure to potential carcinogens, our 
psychological and emotional state, our relationships and our
inner attitudes and expectations of life, to enable us to mobilise
the full power of our immune systems and change the internal
environment that allowed the cancer to thrive in the first place.

Drawing on her years of experience, both as a cancer
survivor and as a psychotherapist to people affected by cancer,
she makes a range of common sense suggestions about how we
can ‘clear out our internal and external junk’ – encouraging the
giving up of anything that might be getting in the way of us living
a less ‘toxic’ life, both physically and psychologically. 

In its 80 humorously articulate pages, the book covers a
huge range of practical steps people can take to enhance their
own resilience following a cancer diagnosis. However, one
concern is that someone fresh out of cancer treatment, who 
has not practised much in the way of self-care before, might feel
a bit daunted and overwhelmed by this long and potentially
challenging ‘to-do’ list. Readers are encouraged to overhaul their
diets, ‘get rid of socially acceptable but destructive habits’, ‘switch
off their habitual negative emotional responses to situations’,
‘eliminate unhelpful attitudes and relationships’ and to ‘release
their most painful memories’. While this clearly summarises the
author’s long career of wise psychotherapeutic support for
people with cancer, it may risk inducing a sense of guilt and
failure in those for whom this is not possible or appropriate.

Another concern is that, while in the text of the book the
author takes a balanced approach to nutrition and does not
recommend that everyone undertake the Gerson therapy (the
very intensive dietary programme, which she herself used after
her diagnosis of recurrence), the fact that the main contact
numbers given at the end of the book relate to Gerson therapy
might give a different message. 

In summary, this book is written primarily from a personal,
not a scientific perspective and the author clearly wants to share
the knowledge and wisdom she has gained from decades of
living and working with cancer, to help others in the same 
situation regain some control and take positive preventative
action. The book does not claim to be evidence based and the
research quoted is selective and unreferenced. Instead, the
author draws from her’s and others’ anecdotal experience to
make a number of sensible recommendations, and makes no
apology for this – this is what makes the book the eloquent and
passionate call to action that it is. It may not be the right
approach for everyone following a diagnosis of cancer, but for
those who are seeking to play as active a role as possible in
working holistically to reduce the chances of recurrence or
progression, it is a useful, encouraging and practical book.

Catherine Zollman
Lead doctor, Penny Brohn Cancer Care; Macmillan GP cancer lead,
Bristol CCG

The spark in the machine: 
How the science of acupuncture
explains the mysteries of western
medicine
Dan Keown, Singing Dragon, 2014

This book considers a huge range of 
similarities between modern biomedical
findings and more historical explanations 
of acupuncture. It works through many 
fascinating modern theories presenting very
stimulating ideas about what we understand
of how the body works. What becomes
clear is that we really are a long way off a
complete explanation of ourselves. In this
book Daniel Keown warns us against using science to denigrate
acupuncture and he makes a good case that much recent
science is more likely to support it. This book has an enthusiasm
that can be contagious; it is a fresh and positive approach, 
especially compared with the many negative views currently
being expressed, and the author is a good storyteller – his 
writings both challenge and amuse. 

The book is really in two sections; the first section covers
biomedical theories and how they might relate to East Asian
medical theories, while the second section covers the six divisions
in the body and their relationship to embryology. This type of
exploration is perhaps essential if we are to keep knowledge
vibrant and adaptive and this book certainly will give the reader
areas for further study and places where questions need to be
asked of what we currently hold as truth. This book will give many
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people grounds on which communication can be developed and
a solid base for discussion – a bridge which can be crossed.

In the first chapters the structural understanding of fascia is
examined and this opens up new ways of seeing how the body
communicates with itself. Indeed, as this book points out, it is
called connective tissue. This perspective on fascia demonstrates
the living body full of spaces in which a great deal occurs. In
addition, the details about changing polarities and reflections on
how fascia itself is piezoelectric are very thought–provoking. The
notion that we are a constant flux of bioelectrical charges helps
to demonstrate the changes that continuously happen in our
dynamic bodies. There clearly are links here to acupuncture
mechanisms.

However, sometimes these explorations seemingly neglect
the more functional approaches inherent in East Asian science.
Qi, for example, is seen as a reality by many acupuncturists
rather than a concept; it cannot be substituted with words such
as lifeforce or even intelligent metabolism, and when making such
substitutions something may be lost which is required to fully
comprehend this medicine. Nevertheless, investigation on how

Beating Back Pain £10
This pack can help you decide what to
do when low back pain is a problem.
The CD explains about back pain, and
guides you through useful exercises for
flexibility, strengthening and relaxation.

The Heart of Well-being
Seven tools for surviving 
and thriving 
Jan Alcoe £16
The Heart of Well-being is a beautifully 
illustrated self-help book with inspiring
audio CDs to enable us to be more in
touch with and responsive to how we feel 
– physically, emotionally, mentally and spiritually. 

Lifting Your Spirits 
Seven Tools for Coping with Illness
Jan Alcoe £15.50
This guide can be used by individuals for 
their own sustenance, or introduced into patient
support groups, treatment and therapy centres,
hospices, day centres and other healthcare services 
in helping people to cope with illness or disability. 

Optimum healing: 
A Practical Guide to Finding 
Holistic Health and Inner Peace
Dr Craig Brown £11.99
This essential guide explains how the five
main challenges of life – illness, change, 
accidents, old age and death need to be faced before
reaching peace of mind.

Books and CDs available from the BHMA

To order any of these products go to www.bhma.org/pages/books-cds.php
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fascia contains collagen, which is both a crystalline structure and
a semi-conductor, must stimulate academic debate. Furthermore,
the discussions on the symbiotic relationship of mitochondria
within Eukaryotic life, on organising centres, morphogens, 
apoptosis and neural crest cells, should be essential reading for
all practitioners of medicine.

Unfortunately, there are instances in this book where 
enthusiasm seems to have overrun and statements such as ‘the
adrenal gland is considered part of the Chinese kidney’ (p38)
stated and unreferenced will not help readers from East Asian
medicine take this book seriously. There is much information that
can be gathered from each system of medicine but to synthesise
is not necessarily always essential or desirable. 

This book is on how the san jiao may function; it is a 
reflection on the jing, luo, mai (channels), and some extremely
valid comparisons are made with western scientific theories. 
The next question to be asked is, not how similar these two
domains of science are, but how different.

Jane F Wilson
Acupuncture practitioner; Course leader, University of Westminster
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Is it nature or is it the light?
Nature and daylight have both been found to influence health
positively.  This paper overviews the ways daylight and nature
have been found to affect health, stress, mood, functioning and 
self-regulation. Because of the overlap in effects, the paper
points out that researchers need to consider daylight factors
when investigating effects of nature and vice versa. Might there
be a shared underlying mechanism? In view of the beneficial
effects of both light and the natural world on health, the public,
designers, and health practitioners need to learn how best to
use these natural resources to their full potential.
Beute F and de Kort YAW (2014). Salutogenic effects of the 
environment: Review of health protective effects of nature and
daylight. Applied Psychology: Health and well-being 6 (1) pp 67–95.
doi.org/10.1111/aphw.120190 

More evidence for mindfulness
meditation
How effective are meditation programmes in improving 
stress-related outcomes in diverse adult clinical populations? 
The reviewers (who included 47 trials with 3,515 participants in 
their meta-analysis) found ‘moderate evidence’ that mindfulness
meditation programmes improved anxiety, depression and pain.
But they found low evidence for meditation programmes
improving stress/distress and mental health-related quality of life.
That they were no better than any active treatment (ie, drugs,
exercise, and other behavioural therapies) still appears to put
meditation programmes in the first rank of treatment choices
for anxiety, depression and pain.

So, meditation programmes can result in small to moderate
reductions of ‘multiple negative dimensions of psychological
stress’. The authors recommend clinicians should talk with their
patients about the option of a meditation programme for
addressing psychological stress. 
Goyal M et al (2014). Meditation programs for psychological stress
and well-being. A systematic review and meta-analysis. JAMA Intern
Med 174 (3) pp357–368. doi:10.1001/jamainternmed.2013.13018.

Does religion make you happy?
A number of studies find that religious people are happier than
non-religious ones. But does religion make people happier or
are happier people more likely to have faith in something that is
beyond their control? Using worldwide data from the Gallup
World Poll the authors concluded that the happiest are most
likely to seek social purpose in religion, the poorest are most
likely to seek ‘social insurance’ in religion, and the least social are
the most likely to seek social time in religion.
Graham C and Crown S (2014). Religion and well-being around the
world: Social purpose, social time, or social insurance? International
Journal Of Wellbeing 4 (1) pp1–27.

Service with a smile?
‘Serving with a smile’ has generally been associated with 
negative effects for employee wellbeing. But that seems to
depend on whether employees are told to suppress negative
emotional response (negative display rules) or rather to 
express positive emotions (positive display rules). 

Participants were 480 employees in sales, 399 in healthcare
and 220 in education. For all three occupational groups, 
negative display rules were related to emotional exhaustion
while positive display rules were associated with work 
engagement. So it seems that when the emphasis is on 
showing positive affects instead of suppressing negative affects
‘serving with a smile’ can enhance employee wellbeing.
Ybema JF and van Dam K (2014). The importance of emotional 
display rules for employee well-being: A multigroup comparison. 
The Journal of Positive Psychology 9 (4) pp366–376.
doi.org/10.1080/17439760.2014.898319

Purpose in life: If Big Pharma 
could only bottle it!
Having a purpose in life has been cited consistently as an 
indicator of healthy aging for several reasons, including its 
potential for reducing mortality risk. In the current study, the
authors used data from the longitudinal Midlife in the United
States (MIDUS) sample to demonstrate that purposeful 
individuals lived longer than their counterparts did during the 
14 years after the baseline assessment, even when controlling
for other markers of psychological and affective wellbeing. As
these longevity benefits did not appear to be conditional on the
participants’ age, how long they lived during the follow-up
period, or whether they had retired from the workforce, the
authors concluded that having a purpose in life appears to
widely buffer against mortality risk across the adult years.
Hill PL and Turiano NA (2014). Purpose in life as a predictor of
mortality across adulthood. Psychological Science 25 (7) pp1482–1486. 

Vitamin D helps prevent dementia
This study measured the Vitamin D levels in 1,650 elderly 
ambulatory adults free from dementia, cardiovascular disease,
and stroke. During a mean follow up of 5.6 years, 171 
participants developed all-cause dementia, including 102 cases 
of Alzheimer disease. Analysis suggested that after controlling for
variables the risk of all-cause dementia and Alzheimer disease
markedly increased in participants whose vitamin D levels
dropped below a threshold of 50 nmol/L. These results confirm
that vitamin D deficiency is associated with a substantially
increased risk of all-cause dementia and Alzheimer disease. 
Littlejohns TJ et al (2014). Vitamin D and the risk of dementia and
Alzheimer disease. Neurology 83 (10) pp920–8.
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William House 
Retired GP; Chair of the BHMA

• Novelist: Why is she in unrelieved
black, is she not even worthy of a
necklace or a ring? Why are her
clothes so tight? Straight sad hair.

• GP: Assessment and advice for
benign lump right arm.

The patients were amused, baffled, in
only one case annoyed by the vignettes.
But for most of the GPs they were a
revelation. They saw their patients, for
the first time, through the eyes and
words of a creative writer. They were
recognisably the same person as the
patient they knew, but it was a person
they had failed to ‘see’ before. Some
grieved for this lost vision, but were
too overawed by the writer’s skills to
try it themselves. They did not see
themselves as creative artists. Yet how
else do we recover the art of medicine,
the language of holistic practice?

Nigerian poet and Man Booker
Prize-winning novelist Ben Okri writes
powerfully on the role of the creative
writer in contemporary society. Here
‘poet’ is the writer of creative language,
whatever its form: 

If the poet begins to speak
only of narrow things, of
things that we effortlessly
digest and recognize, of
things that do not disturb,
frighten, stir or annoy us, or
make us restless for more …
if the poet sings only of our
restricted angles and in
restricted terms and in
restricted language, then
what hope is there for any 
of us in this world?

Most practitioners will struggle to
write as vibrantly as Okri or Ferguson.
Interestingly, the English language is

In the mid 1990s I had a mid-career
crisis. I was half way through my 30
years as a general practitioner (GP). 
I had managed to integrate the raw
medical knowledge and skills I got
from my training with the experience
of doing medicine. I had found a way
of being and working that met the
patients’ needs and gave me the 
satisfaction of doing a job well. But
when politicians and institutions
began to tell us to change the way 
we practised, I knew that much of it
would not work. Worse, some of it was
against my deepest values and beliefs.
But I could not explain my reasons; 
for it was not by reasoning that I knew,
it was by ‘knowing how’ – tacit 
knowledge – the sort of competence
that is not valid currency in the NHS. 

I took a five month sabbatical
study leave, and went on to read
hundreds of books from widely 
different disciplines. I wrote about my
struggles, and I began to design and
undertake research projects. One of
the late outputs from all this was a
research project (with full ethics
permission and patient’s informed
consent) in which a creative artist, 
the novelist Pat Ferguson, observed
consultations by eight general 
practitioners and then wrote a short
vignette about each of 55 patients ‘as
is if he or she were a character in their
own story’. She was briefed to write as
if the vignette would be in the 
electronic patient record and be 
accessible to the patient. We went on to
share these vignettes in a focus group
with the GPs involved, and separately
with selected patients individually.

Here is an example of Pat’s vignette
followed by the GP’s actual record
entry from the same consultation: 

rich in words for concrete reality –
material things, but poor in words for
holistic experience – relationships, the
space between things. In many other
languages, including Japanese and
Norwegian, this is much easier. Okri
and Ferguson both rely heavily on
metaphor and this is seldom part of
healthcare communication. But there
are forms of communication that can
compensate for this and require less
skill. Okri is a powerful advocate of
storytelling (perhaps born of his
African heritage). Even in our English-
speaking world, story thrives in the
everyday lives of everyday folk, at least
those who have someone to talk to
other than their doctor. But of course,
a medical history is also a story and if
allowed to escape from its restricted
angles, restricted terms and restricted
language, and understood as a need to
connect and a curiosity about the other,
then perhaps there will be hope for us
in this world. A clue to how we might
start with this comes from American
pioneering family psychologist, Harold
Goolishian: ‘Don’t listen to what the
patients mean, listen to what they say’.
A simple way to achieve this kind of
attention is to write in the patient
record brief verbatim quotations from
the patient’s story – fragments that
seem to illuminate both story and
person. This is an act of creative art.

The BHMA is at the beginning of 
a journey to rediscover the language
that opens the world of tacit 
knowledge, reveals the person within
the patient and the person within the
practitioner and restores holistic 
practice to a valid NHS currency.
Please contact us via the website if 
you like this and want to help.

www.bhma.org
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