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Understanding Healing Relationships 

in Primary Care

ABSTRACT
PURPOSE Clinicians often have an intuitive understanding of how their relation-
ships with patients foster healing. Yet we know little empirically about the experi-
ence of healing and how it occurs between clinicians and patients. Our purpose 
was to create a model that identifi es how healing relationships are developed 
and maintained.

METHODS Primary care clinicians were purposefully selected as exemplar heal-
ers. Patients were selected by these clinicians as having experienced healing rela-
tionships. In-depth interviews, designed to elicit stories of healing relationships, 
were conducted with patients and clinicians separately. A multidisciplinary team 
analyzed the interviews using an iterative process, leading to the development of 
case studies for each clinician-patient dyad. A comparative analysis across dyads 
was conducted to identify common components of healing relationships

RESULTS Three key processes emerged as fostering healing relationships: (1) 
valuing/creating a nonjudgmental emotional bond; (2) appreciating power/con-
sciously managing clinician power in ways that would most benefi t the patient; 
and (3) abiding/displaying a commitment to caring for patients over time. Three 
relational outcomes result from these processes: trust, hope, and a sense of being 
known. Clinician competencies that facilitate these processes are self-confi dence, 
emotional self-management, mindfulness, and knowledge.

CONCLUSIONS Healing relationships have an underlying structure and lead to 
important patient-centered outcomes. This conceptual model of clinician-patient 
healing relationships may be generalizable to other kinds of healing relationships.

Ann Fam Med 2008;6:315-322. DOI: 10.1370/afm.860.

INTRODUCTION

W
ild azaleas bloom in my garden every spring, reminding me of 

the botanist who gave them to me and our journey through 

his suffering and eventual death from prostate cancer. During 

this relationship and others like it I (J.G.S.) came to understand the pow-

erful healing connections forged between doctor and patient. I realized 

the quality of the relationships I created with patients was as important 

as the pills I dispensed, and that relationships with patients sustained me 

through the diffi cult and sometimes frustrating tasks of practicing family 

medicine. Although many physicians have an intuitive understanding of 

the importance of healing relationships, there are few systematic studies in 

the medical literature that empirically examine what healing relationships 

might look like and how they are built by clinician and patient.1

Research in other disciplines shows the importance of healing relation-

ships. Anthropologists have explored healing as a cross-cultural phenom-

enon and distinguished categories related to healing.2 In psychotherapy, 

research fi nds that the nature of the therapist-client relationship accounts 

for approximately 45% of the effectiveness of therapy.3 Nurses have car-

ried out research on healing for many years. Although there has been 

considerable theoretical development in this literature, most empirical 
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work has focused on interviews with nurses.4 Patient 

interview studies have focused on particular aspects of 

the nurse-patient relationship, especially caring.5

Most of the existing theoretical models of heal-

ing relationships are based on interviews with health 

care professionals or patients, but not both.4-6 Using 

a grounded theory approach, my fellow authors and 

I interviewed clinicians and their patients to depict 

how healing relationships are created, structured, and 

maintained.

METHODS
This study was designed to explore healing in the 

context of ongoing clinician-patient relationships in 

which healing was recognized by the clinician. We 

realize that there may be many other situations in 

which healing occurs that are not connected to clini-

cian-patient relationships,7 and that healing may occur 

in the context of clinician-patient relationships without 

the clinician’s knowledge. We focused on healing in 

clinician-patient relationships because of its potential 

to change and improve clinician behavior and facilitate 

the development of the “continuous healing relation-

ships” recommended by the Institute of Medicine’s 

report on quality of care.8

Sampling Strategy
To enhance the probability of observing the phenom-

enon under study, it was necessary to choose physicians 

who were most likely to create healing relationships with 

patients. Physicians believed to be exemplars in develop-

ing and maintaining healing relationships were purpose-

fully selected based on an assessment of publications, 

reputation, and awards. In addition, we recognized that 

even exemplar clinicians would not have healing rela-

tionships with all their patients, and the phenomenon 

we wanted to explore required that clinicians be aware 

healing had emerged in the context of their relationship 

with patients. For these reasons, each clinician was asked 

to choose adult patients who they perceived had expe-

rienced healing. Healing was purposely left undefi ned 

to allow the defi nition to emerge from the participants’ 

experiences. Sampling proceeded iteratively, with analy-

sis of each interview informing and refi ning the inter-

view guide and the interview process for subsequent 

interviews. Interviews continued until the analysis team 

determined that saturation had been reached.

Interviews
To minimize analysis complexities associated with 

differing world views and experiences of multiple 

qualitative interviewers, the analysis team decided that 

the fi rst author should conduct all interviews. The 

potential bias introduced by having a single physician 

interviewer was managed as follows. Before conducting 

the study interviews, the fi rst author interviewed 5 of 

his former patients to increase his own and the analysis 

team’s awareness of his experience as a clinician and 

healer; to allow him to discuss, analyze, and gain a 

greater awareness of his personal beliefs about healing; 

and then to manage and control these preconceptions, 

as best as possible, during interviews.9 The physician’s 

ideas about healing and the nature of healing relation-

ships were recorded in a journal format, and self-refl ec-

tive fi eld notes were dictated after each interview. The 

analysis team reviewed all of this material. In addition, 

the analysis team critiqued each interview, particularly 

during the early interviews, pointing out to the inter-

viewer questions and approaches that revealed precon-

ceptions, as well as physician-centric biases.

After obtaining informed consent, the fi rst author 

conducted face-to-face in-depth interviews separately 

with each physician and patient according to a semi-

structured interview guide  (Supplemental Appendixes 

1 and 2, available online-only at http://www.

annfammed.org/cgi/content/full/6/4/315/DC1) that 

contained several grand tour questions10 designed 

to elicit healing stories from physicians and patients. 

Additional questions examined physicians’ role as heal-

ers in the context of the ongoing relationship with 

patients and the effect of relationships on healing pro-

cesses. Interviews lasted 1 to 2 hours.

Interviews were recorded and transcribed. Physi-

cian D5 invited the spouses of 3 of his patients to 

be present during the interviews. Although asking a 

spouse to be present was not part of the original study 

design, the interviewer chose to view it as an oppor-

tunity to observe how such an arrangement might 

infl uence accounts of healing experiences. The analysis 

team, however, found no substantive differences in 

the content of interviews when spouses were present 

compared with interviews with patients alone. Tran-

scripts were checked for accuracy. Digital voice fi les 

and transcripts were imported into qualitative analysis 

software, Atlas ti.11 The Robert Wood Johnson Medical 

School Institutional Review Board approved the study.

Analysis
The analysis team consisted of a family physician with 

21 years’ experience in private practice (J.G.S.), a 

medical anthropologist with years of experience in pri-

mary care research (B.F.C.), a nurse who had extensive 

experience in home and hospice care (B.D.B.), and a 

specialist in communication science with expertise in 

qualitative methods (D.C.).

Interviewing and analysis proceeded iteratively.12 As 

transcripts became available, the analysis team listened 
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to and discussed interviews as a group. After the group 

had listened to a number of interviews, common issues 

or themes began to emerge. The group discussed these 

themes, making our understanding of them richer and 

deciding how insights would guide subsequent data 

collection. Data collection and preliminary analysis 

continued in this fashion until saturation was reached. 

Saturation occurred after interviewing 5 physicians 

and 23 patients.12

The fi rst author used an open coding process13 to 

tag data excerpts the group identifi ed as interesting. 

The analysis team read and reread these excerpts in the 

context of the larger interview to construct case studies 

describing the nature of the relationship of the clini-

cian-patient dyad. Insights were discussed, refi ned, and 

developed into a coherent case study of each physician 

and all of his/her patients. Case studies were analyzed 

across physicians to identify common themes and to 

develop a preliminary model of healing relationships.

Although patients’ comments about the study clini-

cians were uniformly positive, patients made numerous 

negative comments about other clinicians. These nega-

tive comments served as a contrast to highlight what 

participants took to be components of healing. Because 

of space limitations we report only the components of 

healing, but we examined these contrastive comments 

in depth in our analysis and in our construction of the 

conceptual model.

Two authors (W.L.M. and K.C.S.) who were unfa-

miliar with the details of the team’s preliminary analy-

sis helped refi ne the model during 2, 2-day retreats. 

Finally, the analysis team performed member checking9 

by soliciting feedback on the model from 2 physician 

interviewees.

RESULTS
Sample Demographics
Demographic characteristics of participating physi-

cians and their practices (Table 1) and their patients 

(Table 2) are shown below. Although it was not a 

requirement for participation in this study, most phy-

sicians selected patients who had either current or 

chronic illnesses, including human immunodefi ciency 

virus (HIV) infection, ischemic heart disease, chronic 

pain syndrome, recurrent pulmonary emboli, diabetes, 

valvular heart disease, history of sexual abuse, history 

of drug abuse, and breast cancer.

Model of Healing Relationships
The components of the model are described in Table 

3 and depicted in Figure 1. Although length consid-

erations prohibit inclusion of extensive quotations, 

we convey a fl avor of the richness of the interviews 

through brief data excerpts.

Processes of Healing Relationships
Valuing

Valuing begins with a conscious attempt by clinicians 

to be nonjudgmental by approaching all patients as 

persons of worth. As one patient said of her physician, 

“…everybody who walks in front of her is the same.… 

She doesn’t care what kind of insurance you have, what 

color you are, how big you are, how small you are.”

Clinicians also reported attempting to form con-

nections with patients, looking for shared experiences 

that resonate within the life experience of both the 

clinician and patient. One physician described this 

process as, “I try to love every single patient. And I 

especially try to love those I initially hate. There has 

to be some reason why I want them to get better.” 

Table 1. Characteristics of Physicians Interviewed

Physician Sex Practice Type Population 
Years in Current 

Practice
Patients 

Interviewed

D1 Male Academic Urban, high socioeconomic status 10 2

D2 Male Solo with nurse-practitioner Indigent inner-city, mostly Hispanic 15 4

D3 Male Group practice with 5 physicians Suburban 20 3

D4 Female Large community health center Mostly indigent inner-city 31 4

D5 Male Group practice with 4 physicians Small-town, white, mostly blue collar 21 5

D6 (author) Male Group practice with 4 physicians Small-town, mostly white, mixed 
socioeconomic status

21 5

Table 2. Patient (N = 23) Demographics

Category
No. of 

Patients 

Age, years

Mean 58.2

Range 30-86

Sex

Male 9

Female 14

Category
No. of 

Patients 

Race/ethnicity

White 17

Black 2

Hispanic 4

Socioeconomic status

Low 5

Mid 4

High 14
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Through these connections, patients reported clini-

cians care about them as people, not just as containers 

for disease. As one patient said, “So, you feel like you’re 

not just patient No. 123 or something, so it’s human 

medicine…. So, it’s nice to look at you as a whole per-

son with a mind and body together.”

A third aspect of valuing is presence—giving full 

attention to patients. As one patient reported, “…she is 

totally directed and focused on you when she is with 

you.… This is your time.” When patients felt clini-

cian presence, regardless of the actual time spent in 

the encounter, patients reported feeling unrushed. As 

one patient said, “Well he sat there and he listened. 

And he never rushed you out of the offi ce. You took 

as long as you needed.” This patient’s physician, for 

whom time management was very important (averag-

ing 15 minutes per encounter), said, “All the time they 

need is really the time it takes to hear their problem 

clearly and respond to it earnestly 

and to be sure that you are respond-

ing to their problem and not your 

problem.” In addition, being present 

allows the clinician to participate in 

the patient’s story of suffering. The 

same physician described this as 

“dwelling for a moment in their pain, 

in their misery, not letting it fl oat off 

our backs.”

Appreciating Power

Clinicians in our sample reported 

that most often they work to 

increase patients’ power. One way 

they do this is by engaging patients 

as partners. As one patient stated, 

“one thing I really appreciated with 

[my doctor] is like we’re a partner-

ship.” Another way of managing 

power is to educate patients by 

translating medical jargon into lan-

guage patients understand and by 

providing patients with the knowl-

edge needed to manage their own 

illnesses. For example, a patient said 

of her doctor, “He explained what I 

needed to do going forward, the life 

change it would take, you know the 

medication, the eating habits, and 

everything to try and keep it from 

happening again.”

Sometimes, however, clinicians 

carefully pushed resistant patients 

to take actions that were important 

for their health. According to one 

patient infected with HIV, “…that’s why I really need, 

someone to push me, tell me you have to do those 

things. That’s one of the reasons that I’m still here.” 

Exemplar clinicians described an intuitive understand-

ing about when and how to push patients based on 

assessments of patients’ needs and strength of relation-

ships. One physician described it this way: “…some-

times you’re the coach and sometimes you’re the boss 

and sometimes you’re the sibling and sometimes you’re 

the doctor.”

Abiding

One common characteristic of clinicians in this study 

is the stability of their practices; they have been in one 

location for many years. This stability fostered per-

sonal continuity. Personal continuity led to a degree 

of intimacy that both clinicians and patients likened 

to relationships between members of a family. As one 

Table 3. Healing Model Components

Model Component Defi nitions

Healing processes 

Valuing

Nonjudgmental stance Accepting every patient as a person of worth

Connecting Finding personal resonance with each particular patient

Presence Being mindfully present when with the patient

Full attention in encounter Actively listening to patient’s story

Acceptance of illness 
experience

Recognizing importance of patients’ subjective experience 
of illness

Empathy Connecting patient’s experience of suffering with healer’s 
life experience

Appreciating power

Partnering Engaging patients as partners in decisions about diagnosis 
and treatment

Education Explanation of medical jargon and teaching patients 
self-management

Pushing Using healer power for patient benefi t

Abiding

Interpersonal continuity Ability for patient to see same healer over time, most of 
the time

Major health crises Caring for patients during signifi cant health events

Caring actions Accumulation of actions that allow patients to know that 
the healer cares

Not giving up Trying to reduce patient suffering even when science has 
nothing left to offer

Healer competencies

Self-confi dence Projection of confi dence in healer’s ability to heal

Emotional self management Appropriately recognizing and managing emotions

Mindfulness Ability to be aware in the moment of internal and exter-
nal environment

Knowledge Store of information about diagnosis and treatment

Relational outcomes

Trust Willingness to be vulnerable, feeling cared for, kowing 
promises will be kept

Hope Belief that some positive future beyond present suffering 
is possible

Being known Accumulated sense that the physician knows the patient 
as a person.
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patient said, “And I think after years and years and 

years and years it’s like…a marriage. You and your 

doctor has a marriage.” This experience of working 

together, particularly through major health events, 

contributed to the development of a history between 

clinician and patient that enriched and deepened 

the therapeutic relationship. As one physician said, 

“There’s being there for the big events, whether that’s 

birth or death or the diagnosis of something bad, or 

being there when they need you to be there, pushing 

other things away in order to be there in a way that’s 

more substantial.”

Clinicians’ commitment to patients was cumulative 

and expressed through caring actions. Some actions 

went beyond the requirements of the doctor-patient 

relationship (eg, home visits, telephoning patients after 

hours, taking time to research answers to patient ques-

tions, helping patients navigate complex bureaucracies). 

Other caring actions were the day-to-day little things 

in clinical practice that showed clinicians’ respect for 

patients. For example, one physician said, “I also do 

those things that most doctors fi nd other people to 

do. I trim toenails. I irrigate ears. I take off little ditsils 

from the skin. I draw blood.” This caring and commit-

ment communicated through physicians’ actions—both 

large and small—implies a promise to not abandon 

the patient, even if pills and technology have little left 

to offer. “Yeah, but he never gave up on me. And that 

means a lot,” said one patient.

Competencies Supporting Healing
Relationship Processes
A projection of self-confi dence by clinicians was 

important to patients. For example, one patient said 

“there was a certain amount of confi dence, I think, 

about her. And she exuded confi dence to the patient.”

Emotional self-management requires clinicians to 

recognize and manage their own emotions so that they 

project calmness calibrated to the emotional state of 

patients. “Maintaining a calm, this-is-okay demeanor 

I think has saved that child innumerable visits to the 

emergency room and unnecessary tests and treat-

ments,” said one physician.

Mindfulness, a constant awareness of the encounter 

at multiple levels, is illustrated by the following quote 

from a physician: “Is this a story of shame and they 

need you to listen? Is this a story of fear and they need 

you to be there with them? Is this a story of blame…or 

self-blame and they need to hear that it wasn’t their 

fault? I mean, what is the story? So what role do they 

need you to be in?”

Clinical knowledge was also important to patients. 

As one patient said, “…it’s just your skill, your knowl-

edge. I’m not about to go to a crackpot.” Clinicians are 

Figure 1. Healing relationship model.  
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seen as more knowledgeable if patients perceive that 

they know their own limitations and display a willing-

ness to seek assistance when those limits are reached. 

One patient stated it this way: “I think to admit when 

you don’t know something. You’re human. Wow!”

Relational Outcomes
The processes of healing relationships lead to 3 rela-

tional outcomes necessary for healing to occur.

Trust emerges from the processes of valuing and 

abiding in the relationship with time. As one physician 

said, “…the word is trust that you build up over time. 

That’s something that you can’t do right away. You 

have to sort of earn that.” Earning trust does not mean 

that trusted clinicians never make mistakes. In fact, 

admission of occasional mistakes may actually enhance 

patient trust; as one patient states, “…he had the cour-

age to say, ‘Well, I made a mistake.’ That endeared him 

to me forever.”

Hope as an outcome is described by one physician 

as follows: 

And this act of connecting, these connections, I regard as 

hope…I realize that I can’t create hope for patients. It has 

to be there or it’s not. But I can certainly point out to them 

the places where they can look.… I can insist that they look 

for areas where they’re likely to fi nd their own hopefulness. 

And if that hopefulness is not to recover from esophageal or 

pancreatic cancer, maybe it’s simply to hope to have a few 

good days remaining, hope to touch base with those they’ve 

been distant from, hope to fi nd gratitude in the life they’ve 

been given.

Patients want clinicians to help them defi ne hon-

est and realistic expectations, differentiating among 

clinicians who attend to this effort in an emotionally 

connected way from those who do so in a dispassion-

ate, disconnected fashion. One patient noted, “I think 

that some doctors tend to, like, be gloom and doom, 

and some doctors try to give it and not look so bad. 

I think, you know, you can say the same things two 

ways.” These patients viewed unrealistic optimism, 

however, as deliberate deception. “I don’t ever want 

anybody to try to put anything over on me health-

wise,” said one patient. At the same time, the inherent 

uncertainty of outcomes for any individual leaves room 

for the possibility that a particular patient may experi-

ence something different from usual outcomes. As one 

patient refl ected, “But I think hope is that little glimmer 

out there that there are new medicines.”

Another aspect of hope is expectancy or belief. For 

example, one patient mentioned, “He gets you feeling 

better even without the medication. You just have that 

feeling that you’re going to feel better after you see him.”

A feeling of being known is another relational 

outcome that emerged through the processes of valu-

ing and abiding. Patient and clinician shared a history, 

and as a result patients felt known as individuals. One 

patient noted, “…she knows who I am fi rst of all. She 

knows exactly who I am. She knows my thoughts and 

my way of understanding things.”

DISCUSSION
The interviews showed that both patients and clini-

cians had a common understanding of the nature of 

healing. Healing meant being cured when possible, 

reducing suffering when cure was not possible, and 

fi nding meaning beyond the illness experience. This 

fi nding bears a striking resemblance to Egnew’s defi ni-

tion of healing as “transcendence of suffering.”6 We 

found the locus of healing neither in patient nor in 

healer, but rather in the space created by connections 

of the two, what philosopher William Desmond terms 

“The Between.”14

Although we designed the interviews to explore 

healing relationships between physicians and patients, 

we also included questions about other healing rela-

tionships. Not surprisingly, patients had many healing 

relationships, only one of which was with their physi-

cian. We found that the attributes of these relation-

ships were very similar to those of clinician-patient 

relationships. Thus the model we propose may apply to 

a range of healing relationships.

Healing has been studied extensively, and our 

study fi ndings are consistent with what others identify 

as conceptual components of healing relationships. 

Jackson, in a review of the nursing literature on heal-

ing, describes healing relationships as “a true sharing 

of self,” and nursing research has emphasized connec-

tion and caring as essential to the healing process.4 

The relationship-centered care model, as delineated 

by the Pew-Fetzer Task Force Report includes many 

components that are similar to our fi ndings, including 

self-awareness, appreciation of the patient as a whole 

person, importance of being nonjudgmental, attending 

fully to the patient, understanding power inequalities, 

and facilitating hope trust and faith.15 Healing relation-

ships have also been studied in the anthropology2 and 

psychotherapy16 literature. This study extends this 

literature by looking at healing in the context of the 

clinician-patient relationship rather than from a single 

vantage point, and, as such, develops a relational model 

of healing and one that is based in empirical data and 

the experiences of participants.

Of what use are healing relationships in the cur-

rent world of evidence-based medicine? This question 

can be answered on 3 levels. First, our data suggest 

that healing relationships with clinicians and others 

improve the quality of patients’ lives. Hope, trust, and 
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being known are outcomes of healing relationships 

that are important to patients and should be important 

to doctors as well. Second, ample evidence shows that 

certain aspects of relationships in general, and of clini-

cian-patient relationships in particular, are related to 

morbidity,17 mortality,18 treatment adherence,19 health 

status,20 and clinical outcomes, such as for diabetes.21 

Belief and expectancy, which we have included under 

the broader heading of hope, are strongly connected 

to response to treatment.22 Third, healing relation-

ships seemed to work in both directions. The clini-

cians in this study have been in practice, some in very 

diffi cult environments, for 15 to 30 years and still 

greatly enjoy what they do. Their experience stands 

in sharp contrast to the low morale and high burnout 

among primary care physicians documented in recent 

literature.23-25

Because we studied unusual clinicians, one might 

argue that these results have little relevance for the 

average practicing clinician. The clinicians in our 

study, however, functioned under the same fi nancial 

constraints, time pressures, patient volume require-

ments, and paperwork burden as do most other pri-

mary care clinicians in the northeast. One might also 

argue that every clinician has patients with whom they 

have a special connection, and that the patients in our 

study are not representative of all of the patients of 

our study clinicians. Clearly, most patients who come 

to the doctor for preventive care or acute illness do 

not feel the need for a healing relationship at that time, 

yet illness and suffering await all of us sooner or later. 

The patients in this study, most of whom had chronic 

illnesses, needed and were able to co-construct healing 

interactions with their doctors. Because of the study 

design, we cannot be sure that other equally needy 

patients of these physicians experienced that same 

kind of relationship, but clinician interviews suggest 

attempts were made to create healing relationships 

with all patients who were in need.

Another possible concern is that the intimate 

relationships we describe might interfere with the 

detached concern required for the best diagnosis and 

treatment, what William Osler called “Equanimitas.”26 

Although our study was not designed to provide a sys-

tematic answer to this concern, there was no evidence 

in the content of clinician or patient interviews to sug-

gest that patients received substandard medical care. 

Furthermore, there is some evidence that constructing 

the kind of relationships we describe may lead to more 

accurate diagnoses and better treatment.27, 28 Finally, 

healing relationships gave meaning, joy, and satisfac-

tion to both physicians and patients, suggesting that 

the solution to problems of physician burnout and 

patient frustration with medical care may lie not only 

in improving systems or changing reimbursement, but 

also in fostering healing relationships.

There are limitations to our analysis. The clinicians 

and patients in this study were purposefully chosen as 

exemplars, and, as such, are not likely to be representa-

tive of primary care clinician-patient relationships in 

general. Our model, therefore, may represent a goal to 

strive for rather than a description of current practice. 

It is possible that the nature of clinician-patient healing 

relationships is affected by the sex, race, and ethnic-

ity of both patients and clinicians. In our small sample 

we noted no such effect, but our sample was chosen 

to maximize the probability that the phenomenon we 

wanted to study would be present, and our fi ndings 

cannot be used to generalize about the effects of sex, 

race, and ethnicity. We are currently developing a sur-

vey instrument based on the model, which will be able 

to address questions of generalizability. Interview data 

have the inherent limitation of dealing with perceptions 

of respondents’ experiences of events rather than obser-

vations of events themselves. A longitudinal study using 

direct observation of clinician-patient encounters could 

make the proposed model operational and expand it. 

Our interpretation of these data is infl uenced by our 

life experience. Others might view the data differently 

and come to different conclusions. The validity of our 

analysis, however, is enhanced by the diversity of train-

ing and experience of the analysis team, use of different 

data sources (clinicians and patients), refl exivity (refl ect-

ing on our own experiences), external independent 

auditing, and member checking (having participants 

review our conclusions).29

In conclusion, clinician-patient healing relation-

ships have discernible structure and lead to important 

patient-centered outcomes. This conceptual model of 

clinician-patient healing relationships may be general-

izable to other kinds of healing relationships.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/6/4/315.
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