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Abstract

Healthcare is facing a major crisis that I call “peak-medicine” - the moment when accelerating healthcare demand, consequent on proliferating technology, ever-increasing specialisation and rising consumer expectations, overwhelms the resources available to care for a rapidly ageing population. Drastic action is required is we are to avoid a global meltdown in the healthcare and social support systems. We are still building a gas-guzzling, ‘General Motors’ version of healthcare and it’s about to break abruptly. And frail elderly people will be the most vulnerable in this growing crisis.

We face a stark choice between a path of ever-increasing scarcity or a new pathway to abundance. Abundance arises when we re-humanise our health and social care systems and tap into the healing power of the human connection. When we believe in our patients, they become a resource not a demand. The innate capacity for healing in our patients is far greater than all of the medicines in the world.

To sustain that path of abundance we need to develop our inner resources for compassionate caring, to strengthen our sense of togetherness and to create a sense of place, where people find a renewed sense of shared identity and purpose – a community of healing.
Re-humanising the role and interaction of caregivers
Mihi (spoken greeting in the Maori language).
I bring greetings from the far-off land of Aotearoa, New Zealand, the land of the long white cloud. These words in the Maori language, from the indigenous people of New Zealand, remind us that we are all profoundly connected with one another and with the natural environment.
A simple story

Humanity is revealed in the smallest of acts, which have the power to transform. At an unexpected meeting in the hospital corridor, a colleague rushed up to me and touched my arm as she said, “Robin, there’s something I must tell you!” Her story was about re-finding the heart of practice.
Mary, one of our senior clinical leaders, had attended a workshop about compassion and caring some months earler. The seeds of change had been sown but it took a particular encounter on the ward for the real learning to occur. Mary told me she had been asked to review the care of a frail old lady with multiple medical problems and partial blindness. When she began her assessment, she noticed the patient was distressed. She paused and asked if there was something that she could do to help. Her patient hesitatingly told her that she was extremely worried about some circumstance at home and she urgently needed to use the phone.

“Did you ask the ward nurses?” queried Mary.

“Yes,” said the old lady. “I have asked every day to use the cordless phone but they keep telling me it’s only for staff use, and I should use the patients’ card phone down the corridor.” Her lips quivered and she shrugged her shoulders, helplessly.
“I can’t use that phone, you see. I’m almost blind.”

Mary told me that the situation suddenly reminded her of the workshop discussion about simple acts of kindness. In that instant, she decided to respond. Excusing herself, Mary hurried to the hospital shop and purchased a phone card. 
Returning to the ward, she asked the old lady, “Who is it that you need to call? I’ll give you a hand.”

Taking her by the hand, Mary led the patient to the phone and helped her make the connection. The little old lady cried. This was the first time in two weeks that anyone in the hospital had listened to her personal concerns.
We can only imagine what process of healing began for the patient that day. Her heart failure and angina began to improve. It was a turning point in her hospital care.

Mary reflected on this event during the day and talked about it at home. She came to realise that this simple act of kindness was the single most satisfying thing she had done at work for a long time. Lately she had been feeling tired and stressed and wondered if she was heading for burnout. By the next morning, Mary had reconceptualised her professional role. She had always regarded herself as a clincal expert. Hence forth, she would be a caring human being first and an expert second. Each day, she looked for an opportunity to perform an unexpected act of kindness. As she told me this story, her eyes lit up and her face became animated. 
“It’s like I have a new job,” she said.

I cannot tell that story without being profoundly moved. We could explore the themes and meanings of that brief encounter for the entire conference. At the heart of the story lies the tension between our models of impersonal, institutionalised care and the desire for the healing that exists in the moments of human connection. This healing is needed as much by the caregivers as those receiving care.
This story has such power for us because we all instinctively sense that health and social care services have somehow lost a human dimension. That loss is a source of suffering for caregivers, patients and clients, and their families. When we witness the magical moments of human connection, they tug at our heart strings and make us long for a more humane and compassionate system.
I’d like to share with you my own personal journey from a role as a technical expert back to a caring and compassionate practitioner. And I have some conclusions about how we might create an integrated approach to the re-humanising of health and social care services and other communities of caring.
But first, we need to recognise the crisis facing healthcare in the Western world. I call it “peak-medicine”.

Peak-medicine

Last year, a major paper in the New Zealand Medical Journal authored by our most eminent public health physicians and other medical leaders, argued that every measure designed to combat global warming would also have profound benefits for the health of our people1. For instance, a small displacement of journeys from private motor cars to cycling or walking would save many lives because of reduced atmospheric pollution and increased cardiovascular fitness. I began thinking deeply about the parallels between the global environment and the world of healthcare, in terms of rates of consumption and the resources that are fast running out. 
Peak-oil2 is the moment when global oil production starts to fall because the voracious demand for energy has started to deplete all remaining oil reserves. When demand exceeds supply, the resulting dramatic increase in oil price spells catastrophe for the globalised economy. I have coined the term “peak-medicine” to describe the similar moment when accelerating healthcare demand, consequent on proliferating technology, ever-increasing specialisation and rising consumer expectations, overwhelms the resources available to care for a rapidly ageing population. 
Peak-medicine is already upon us. The current pathway of healthcare is unsustainable. Drastic action is required is we are to avoid a global meltdown in the healthcare system. We are still building a gas-guzzling, ‘General Motors’ version of healthcare and it’s about to break abruptly. And frail elderly people will be the most vulnerable in this growing crisis.
And how soon do we need to act? A major report by the prestigious King’s Fund in London estimates the National Health Service (NHS) in the UK will have to cut costs by 25-30% in the next five years3. What are some the measures imagined? Halve the number of patients presenting to hospital emergency departments and reduce the average General Practice consultation from 12 minutes to 8 minutes per patient. Does this shifting of the burden of risk sound familiar? For me it has echoes of the sub-prime mortgage crisis where bad debt is packaged up and sold to someone else. 

At this moment, we face a stark choice: carry on with band-aid solutions or address the fundamental problems in our health and social services.
A stark choice

Peak-medicine is a path to ever-increasing scarcity. But a re-humanised healthcare system can lead us to abundance again. 

Healthcare has become disease-centred, obsessed with technology and powerfully driven by consumer expectations4. We don’t even blink when we use the term “health consumer” but there is a powerful set of assumptions hidden behind that expression. Health consumers expect the experts to have all the answers and to fix all their problems. Healthcare becomes transactional rather than transformational. Health consumers literally consume all of their innate health capacity and then expect a bail-out when years of neglect have eroded their health capital.
This relentless pursuit of ‘material health’ will no more lead us to wellbeing than material wealth leads to happiness.

If we are serious about sustaining our health and wellbeing as we get older, we had better start thinking more about citizenship than being a consumer5. We are all in this together and we have responsibilities as well as rights.

Scarcity arises when the doctor is the only one with the answers and when care becomes ever more fragmented and specialised. The thing about climbing to the peak is that it gets narrower as you climb. Ultimately it comes to a point where there is just room for one person to stand in the rarefied atmosphere. Peak-medicine is like that. The higher you climb, the less there is. It’s a characteristic of hierarchies. The higher the rank, the smaller the number of people available to do the job. In New Zealand there are 50,000 nurses, 6,000 family doctors, 350 cardiologists, 23 cardiac surgeons but only one paediatric nephrologist to serve a population of 4.5 million. If we always look to the authority figure to cure, fix and help us, then we experience perpetual shortage.

But when we reverse direction, when we climb down from the peak we can find abundance again. When we believe in our patients, they become a resource not a demand. The innate capacity for healing in our patients is far greater than all of the medicines in the world. We just need to begin to shift some of our beliefs, assumptions and attitudes.
Compassion6,7,8 is a source of renewable energy. It sustains both the giver and the receiver and is the source of healing. When we serve our patients, instead of try to endlessly fix and help them, then their demand on us lessens. The hallmark of service is that the person being served grows in his or her own capacity to deal with life’s challenges9.
A re-humanised healthcare system must take account of the emotional, psychological, social, cultural, environmental1 and spiritual10,11 dimensions of health and wellbeing. We could learn from indigenous people, like the Maori people of New Zealand, who describe “Te Whare Tapa Wha”, the four cornerstones of health12. They includes the physical domain (taha tinana), the mental (taha hinengaro), the social/emotional (taha whanau) and spiritual (taha wairua) domains. 

I began my professional journey far distant from these kinds of understandings. I was an engineer first, then trained in medicine, then specialised in anaesthetics – one of the most technical branches of medicine. I became very good at clinical detachment. It’s been a long journey back to my humanity.
A personal journey of healing
My greatest teacher was an 85-year old patient called Jessie. She needed urgent surgery for bowel cancer but I was deeply afraid to anaesthetise her because I thought she would die on the operating table. She had the most appalling catalogue of medical complaints, including hemiplegia and severe heart disease. 
On the eve of surgery, she responded compassionately to my fear and vulnerability and declared that I was, “looking much too worried about giving her anaesthetic”. She became the one doing the caring. She thought I needed cheering up so she told me a rude joke:
“What’s this?” she asked, holding an unsteady finger up to her lips and blowing a wet-sounding raspberry. 

“I have no idea,” I shrugged, feeling bewildered at this strange turn of events.

“It’s a fart trying to get past a g-string!” she announced with great glee!

All semblance of the proper doctor-patient relationship went straight out of the window. When we had both stopped laughing we began to build a different kind of relationship. To my surprise, I slept well that night. The next day, Jessie had a stormy time in surgery and narrowly survived several anaesthetic crises. I went to visit her on the post-op ward.
“I prayed for you,” she said. “I prayed that you would survive my anaesthetic, and you did!”

Jessie had profound lessons for me but it would take me many years to realise their full potential. She taught me that the relationship between doctors and their patients is a two-way street; caring and compassion can flow in both directions. She allowed me to understand that shared humanity was a more secure foundation for practice than any amount of technical expertise. She demonstrated the power of laughter to ease fear and make a connection. And she showed how choosing an attitude can transform those around you.
As I write these words, I am sitting in my hospital on a Tuesday afternoon, on duty for calls to the maternity unit. I am the on-call anaesthetist doing epidurals for pain-relief in labour and providing anaesthesia for emergency Caesarean sections or other medical procedures.

I work a 24-hour shift. Childbirth is not an office-hours business. Sometimes I’m called out several times in the night, becoming fatigued and sleep-deprived. In those circumstances, it’s only natural to feel somewhat grumpy and sorry for yourself. I used to carry my grumpiness into work with me and be intolerant of frustrations, delays or missing equipment. I didn’t always experience the friendliest of receptions when I entered the labour room. Sometimes it felt like I was the enemy, the ‘wicked’ doctor come to intervene in childbirth when the plan was for a natural process with no drugs and no technology. It was an uphill struggle to find the necessary equipment, to ask the midwife to get the mother positioned for the epidural, and to communicate instructions. Sometimes the epidural didn’t work well and I’d be called out of bed again. I was overwhelmed with negative thoughts, tired and grumpy.

One night, driving into the hospital for the third or fourth time, feeling quite sorry for myself, I suddenly felt ashamed. If Jessie could choose a positive attitude in her dire circumstance, then what right did I have to be grumpy?
I chose to put different thoughts in my head. Now, when I’m called out in the middle of the night I think about the extraordinary privilege of being invited to take part in an intimate and life-changing event. I take great care with the spirit and presence I bring into to the room. I enter the room with gentleness, quietness, and compassion. I notice the effect this has on the mother in reducing fear and distress. I greet and acknowledge the other people in the room. I ask after the midwife, enquire whether she has been busy or had any sleep. I do the epidural with the minimum of fuss and then witness the miracle of pain relief. It is a joyous experience. I don’t care how tired I am. I go home with love and joy in my heart.

How amazingly the world changed when I chose to have a different attitude! I used sometimes to think that the midwives resented my coming to do an epidural. Now I feel like an honoured visitor. I am greeted warmly. I have the sense that my praises have been sung to the mother even before I step into the labour room. An extra special effort will be made to anticipate what I need to make preparation for the procedure. I find that my pain relief is much more effective and the rate of complications is greatly reduced.

For most of my career, I considered the problem of the relationship with midwives as a problem, “out there”. My more recent experience leads me to believe that the problem and certainly the solution existed in my own head. The only person who changed was me. But the consequence of that was a remarkable change in my whole world experience.

Sometimes you have to change “me” to change the world.

As my practice deepened I began to reflect on my role, how I might best serve my patients and where I might find the sources of the deepest satisfaction and joy. I came to realise that for much of my career, my identity and self-esteem were wrapped up in being a highly trained technical expert. I was always friendly and helpful but I was certainly the person in charge of the agenda. If my patients brought up other concerns or questions, beyond the scope of my technical expertise, I was skilled at diverting them back onto safer ground. Over time, I have gradually re-conceptualised my role as that of a caring human being first, and an expert second. That enabled me to be much more humble and respectful, to listen patiently, to form more trusting relationship with my patients and to bring much greater compassion and humanity to the relationship. I began to take great pleasure in helping patients in whatever way I could, regardless of whether it related to my specific technical role as an anaesthetic specialist. 

One day, I decided that I would no longer have ‘difficult’ patients. I decided that difficult patients didn’t exist “out there” but were a consequence of my attitudes or judgement, an internal problem. I decided that if a patient continued to make demands, or to break rules, or otherwise be disruptive, it was a matter of my failing to understand or meet some need. I owned the problem as my own, rather than projecting it out onto the patient.
When I changed my attitude, I noticed an immediate effect. Often the patients were surprised or taken aback. They were quite unused to doctors treating them with respect. I found it was easy to negotiate solutions for particular problems with a bit of give-and-take on both sides. I often have to be an advocate for the patient but it is usually a small matter of negotiating agreement with the rest of the staff. Quite suddenly I found I didn’t have difficult patients any more. This was definitely an improvement in the quality of my working day! But paradoxically, the only person who changed was me.

I was so encouraged with the positive results of this experiment that I decided to extend it to all my patients. I decided to take the attitude that no patient of mine ever made unreasonable demands and I would simply do my best to respond to every matter brought to my attention. I would be attentive, I would try not to judge, I would be careful in the use of power, I would let the patient set the agenda and I would continually seek permission and approval for the process we were following together. 
My colleagues thought I was completely mad. It was obvious to them that I would soon be overwhelmed, exhausted and burnt out. In their experience, patients continually made demands that couldn’t be met and they had to employ a variety of means to defend themselves against this unreasonable onslaught. 

My experience was of completely the opposite effect. The demands of my patients grew less, not more. In this paradox lies a clue to the source of abundance.
The key insight is that there is a difference between fixing, helping and serving. I finally understood the distinction when I read a wonderful paper by Rachel Remen, “In the service of life”9. Fixing is often the appropriate course of action for an acute condition or injury, or where chronic disability can be reversed through technology such as hip joint replacement. Fixing puts the expert in charge but that’s fine for the right kind of problem. The patient has a short-term contract: I put myself in your hands for the sake of achieving this specific improvement. It’s a transactional relationship.

Of course, many of the chronic problems we see don’t have a technical solution and they can’t be fixed. While, on the surface ‘helping’ seems a laudable approach, we should be mindful of the resulting power relationship. The helper is always in a position of power over the person being helped. It’s a dependent relationship that takes power away from patients. They take less responsibility for their own health and wellbeing because it’s the doctor’s job to fix the problem. I’m unhappy, so give me a pill. I’m overweight so treat my hypertension and diabetes. I’ve ruined my coronary arteries through unhealthy lifestyles so give me a heart bypass operation – now!

As long as the doctor is stuck in the ‘helper’ mode, demand will be unrelenting. In the end, chronically helping and rescuing diminishes our patients; it makes them less capable of dealing with their own life problems. 

So why is my experience different? I choose to serve my patients on their own terms. You can tell when someone is truly being served because you witness personal growth. The person being served takes greater responsibility for their own health and wellbeing. Their capacity for dealing with life’s challenges is enhanced by your coaching and support. The relationship is one of deep mutual respect, honesty and openness. In this circumstance, no patient makes unreasonable demands. The workload for the doctor decreases not increases. However the joy and satisfaction in work is greatly enhanced. It become a privilege to be invited to participate in intimate life events and to witness the extraordinary courage and generosity of ordinary people as they struggle with this thing called “life”. I certainly take delight in seeing their growing capacity for effective and wise responses to life’s challenges.

Now I have learned to be still and to listen. Sometimes, quiet presence without anxiety is the most profound intervention. Brokenness is part of the human condition. We do not need to fix it or hide it, just be present and share our common experience of humanity. Often I give assistance to patients, which is unrelated to my area of professional expertise. I respond to their concerns and anxieties by helping them navigate the complex healthcare system and to find some other source of support. My outpatient clinics don’t take any longer but I just get to the heart of the matter more quickly and help patients develop their own capacity for dealing with life challenges. They know that I care deeply, they are strengthened by that knowledge, and they go away satisfied.

To step aside from the expert role and to bring the quality of compassionate, non-anxious presence requires a deal of inner work. Humility and non-judgement are important qualities. As the inner resources are cultivated, so develops greater mindfulness, presence, patience, gentleness, and a powerful sense of meaning and purpose. The end result is great joy, satisfaction and increased resilience.
When we learn to serve our patients, we find abundance again.
The re-integration of humane and compassionate practice

While the development of our inner resources for compassion and caring is essential, we cannot do this alone. There is a broader set of human needs13 that must be met to create sustainable communities of caring, including “togetherness” and a “sense of place”. When these come together, the heart is filled.
[image: image1.jpg]



However, there are a powerful set of forces in our modern health and social services that are causing a disintegration of humane and compassionate caring. 
· The disease focus, reductionism and super-specialisation all deny our humanity and hinder the development of our inner resources for caring, leaving us feeling powerless and overwhelmed14.
· The traumatisation of young professionals in their training and early practice15, the widespread bullying in healthcare16, and unresolved emotional responses to human suffering and loss, lead to distancing and isolation rather than trusting relationships17.

· The cold clinical environment, the imposition of alien corporate cultures and values, and the lack of attention to spiritual values mean that we lose the sense of place, of our shared identity and purpose. We suffer a dislocation and loss of meaning in our work.
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But when we create a safe and healthy environment, a different set of qualities can begin to flourish. 

We need to act fearlessly against bullying. We need to create a humane and supportive work environment so that our caregivers can develop the inner resources18,19,20,21 for compassionate caring. Caregivers need to feel safe enough to take off the ‘armour’ of clinical detachment and bring greater humanity to their work22.When we make mistakes, we need to have the courage to apologise, to be honest and to make amends23. We need to encourage mutual support and shared learning among our different professional groups and between caregivers, patients and their families. When we do all these things, we create a sense of togetherness.
We need to build warm and welcoming places of healing, not cold, clinical environments. Our hospitals and clinics need to relate to the natural environment in a way that signals a concern with the health of future generations and the healing of the present. We must strengthen our connections to the communities we serve and build a powerful sense of shared identity and meaning. And we should allow our spiritual side to find expression24.

There is a deep congruence in the values expressed through these many changes. When we do all these things, the heart begins to fill again.
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I have one final story from New Zealand. I was involved for many years in the development of a small community hospital to serve an under-privileged population in west Auckand. Before the new Waitakere Hospital was opened a sacred ceremony took place in the cold hours before dawn, attending to spiritual values that span two cultures. Four hundred hospital staff and community members gathered at 5am to partake in a blessing ceremony. Led by Maori elders, chanting prayers and incantations, the long file of people entered every room of the new building touching the walls and fittings to add the warmth of their human spirit to the cold walls. The procession took two hours and was concluded with a feast as the sun rose. In turn, this sacred building touches all who enter it.
Thank you for listening.
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