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Creating Optimal Healing Environments for Patients with Cancer
and Their Families: Insights, Challenges, and Lessons Learned

from a Decade of Experience

JEREMY R. GEFFEN, M.D., F.A.C.P.

ABSTRACT

Optimal cancer care balances the need for scientific knowledge, statistical analysis, and rational thought
with the need for wisdom, kindness, compassion, and love. Finding and maintaining this balance is one of the
most important challenges inherent in creating optimal healing environments (OHEs) for cancer care. This
new medical paradigm, which promotes awareness, healing, and transformation at the deepest levels of the
body, mind, heart, and spirit for patients and their families, must make an equal commitment to developing
the health, well-being, awareness, and communication skills of medical and other staff members. This paper
articulates the insights, challenges and lessons gleaned from the author’s experience in creating and directing
an OHE with a scientifically based, sensitive, and compassionate approach to healing for patients with can-
cer and their loved ones.
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INTRODUCTION

Cancer is the second leading cause of death in the United
States.1 Within this decade it is expected to become the

number one cause, thereby surpassing heart disease. One in
three women and one in two men alive today in the United
States will be diagnosed with cancer at some point in their
lives.2 More than 1500 people die of cancer in this country
every day. While incidence rates of some specific cancers
have declined modestly in recent years, other cancers are in-
creasing in frequency.3 The total number of cases diagnosed
each year continues to rise, and with an aging Baby Boomer
population the trend is expected to continue.4

Cancer is not just a disease of the body. It can wreak
havoc on patients’ emotions, their psyche, their relation-
ships, and their ability to live and work.5 Anxiety and emo-
tional distress have been reported in a significant percent-
age of patients with cancer,6,7 and in their caregivers.8,9

These factors, combined with rising costs of increasingly so-
phisticated diagnostic and therapeutic modalities, contribute

to cancer’s growing economic impact. The total financial
costs of cancer now exceed $171 billion per year; over 10%
of the entire health care costs for the United States.10,11

Increasing prevalence of cancer and changing expecta-
tions about health care have stimulated a burgeoning inter-
est in and increasing demand for complementary and alter-
native medicine (CAM).12–15Utilization of CAM therapies
among individuals with cancer is common, with studies
demonstrating that up to 80% of cancer patients use at least
one form of CAM therapy at some point in their illness.13,14

Heightened consumer demand, patient frustration, and
conventional medicine’s limited ability to cure cancer and
promote true healing have sparked the need to create a new
medical paradigm. The focus must be on the creation of
comprehensive, optimal healing environments (OHEs) that
promote awareness, healing, and transformation at the deep-
est levels of the body, mind, heart, and spirit. This paradigm
must include a commitment to the healing and transforma-
tion of clinical as well as administrative staff, and medical
organizations as a whole, while delivering modern, state-of-
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the-art medical care in an atmosphere of love, compassion,
and integrity. Fulfilling this objective is the great challenge
and opportunity before us.

The objective of this article is to identify and articulate
the essential elements for creating and sustaining OHEs for
cancer care. The Seven Levels of Healing, a comprehensive
integrative medicine program designed to promote deep and
long-lasting healing and transformation, is also described.
Finally, five specific hypotheses for scientific investigation
will be described with a goal to transform our current health
care system.

A MULTIDIMENSIONAL APPROACH TO
MEDICINE AND HEALTH CARE

In Western society there is a culturally sanctioned notion
that the purpose of medicine is to fix people, as quickly, in-
expensively and efficiently as possible. With respect to can-
cer, the primary focus is on the physical dimensions of dis-
ease, and the goals are to eradicate tumors, normalize blood
tests, alleviate pain, and prolong life to the greatest extent
possible. These goals do not address the mental, emotional,
and spiritual dimensions of human existence that profoundly
influence the course of our lives and our ability to heal. This
limited view is beginning to change and expand. Central to
this process is a growing understanding that medicine is
more than a means for healing the physical body. Rather, it
is a multidimensional way and opportunity to nurture and
heal the mental and emotional dimensions of one’s self and
to experience the deepest aspects of one’s spiritual nature.

The relative and ultimate purposes of medicine

The relative purpose of medicine is to promote overall
health and well-being, including the physical, mental, emo-
tional, and social aspects of our common human experience.
Its initial concerns are to remove all traces of the cancer if
possible and focus primarily on the physical dimensions of
existence. This approach is limited, however, because if
healing is to be complete, the inner needs and concerns of
human beings must also be addressed.15–19

The ultimate purpose is to help all beings discover the
source of wholeness, love, fulfillment, and freedom that lies
within themselves. It guides and encourages the discovery of
who we are at the deepest spiritual level, far beyond one’s tran-
sient and ever-changing present identity and circumstances. As
medicine moves toward a vision of true whole-person care, it
will embrace the ultimate as well as relative purpose of med-
icine. It will also honor and embrace all the dimensions of hu-
man existence, from the biomolecular to the transcendent, and
recognize a realm of pure consciousness in which all appear-
ances of duality and separation dissolve.16–18 Fittingly, this
multidimensional vision of healing has roots within many of
the world’s great spiritual traditions.19–21

THE DREAM OF A CANCER CURE

In 1973 the “war on cancer” was declared by President
Nixon.22 Researchers have and are continuing to spend bil-
lions of dollars pursuing the dream that a designer drug to
cure cancer will soon be discovered.23–25However, there are
a number of reasons it is unlikely that a cure for all cancers
will ever be discovered. Cancer is a heterogonous group of
over 100 different diseases, each with unique characteris-
tics.24 Understanding the subtle biologic, molecular, and ge-
netic distinctions, and learning how they can be utilized for
therapeutic gain, is an exceedingly expensive and laborious
process.25–28

It is possible that we may soon enter an era in which can-
cer is controlled in individuals for relatively long periods of
time, rather than cured, much like other chronic diseases
such as diabetes and heart disease. Nonetheless, at present,
and for the foreseeable future, up to 50% of all patients with
cancer will continue to succumb to their disease. Therefore,
understanding and embracing both the relative and ultimate
purposes of medicine is important for practical and philo-
sophical reasons and is an essential aspect of the OHE.

THE SEVEN LEVELS OF HEALING

On the journey through cancer, patients and their loved
ones inevitably encounter seven distinct, but closely inter-
related, areas of inquiry and exploration, which I call “The
Seven Levels of Healing.”26 These levels represent a map,
or topography, of how human beings instinctively seek heal-
ing and wholeness in the face of any illness or crisis.

Level One: Education and information

In the face of illness or life challenge, one quickly en-
counters a series of important questions and a compelling
need for answers. The instinctual drive for survival catapults
individuals on a search for education and information about
what to do next.27–29Recognizing this, this program begins
with “education and information.”

Modern cancer treatments are highly varied and complex.
Lack of understanding about one’s diagnosis and treatment
options can lead to unnecessary pain, fear, and suffering and
to suboptimal outcomes.30,31Most cancer treatment centers
and organizations now recognize the importance of provid-
ing education and information and specially trained staff to
interpret the information.32

Level Two: Connection with others

Level Two is based on the understanding that connection
with others lies at the heart of healing. Numerous medical
studies demonstrate that social isolation is a risk factor for
morbidity and mortality from all diseases.33,34A variety of
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different mechanisms have been proposed as contributing to
these increased risks, including psychoneuroimmune, en-
docrine, and other physiologic responses to stress and so-
cial isolation.35,36 Over the past two decades, a growing
body of evidence has documented the value and benefits of
psychosocial support interventions for patients with can-
cer.37–39The simple act of sharing with other patients with
cancer, in a variety of settings including groups, can greatly
improve quality of life and reduce feelings of anxiety, de-
pression, isolation, and pain.40–47Psychosocial interventions
may also improve overall survival, although these results re-
main controversial.41–44

Staff members can play an important role in providing
critically needed psychosocial support for patients and fam-
ily members. Support groups can also provide an important
opportunity for patients to begin to expand their identity be-
yond that of being someone who is ill, or a victim of their
disease.45–48For a variety of reasons, many patients and/or
family members resist participation in formal support
groups.46,47There are numerous other avenues that can pro-
vide patients with meaningful support, including religious
groups, clergy, clubs and organizations, family and
friends.48,49 For many, the best approach is to gather sup-
port from a combination of sources.

Level Three: The body as garden

Western scientific thought regards the body as a machine.
Doctors are the “mechanics” and disease is viewed as a con-
dition that springs from a flaw in the human machinery. In
Eastern medical systems, the body can be seen as a garden.
Doctors are “gardeners” who seek to discover and heal the
roots of disease, planted in the past by a patient’s heredity,
food choices, daily activities, environment and ongoing
mental processes.

Level Three is the realm in which CAM approaches to
healing find their natural home and function. Here, the full
range of CAM therapies are not regarded as cancer treat-
ments per se, but are utilized to supplement conventional
care in safe and rational ways.50–53 However, special care
should be taken with the utilization of herbs, vitamins, and
antioxidants that may interfere with the activity of conven-
tional cancer treatments and other medications.51,52

Level Four: Emotional healing

For most individuals given a diagnosis of cancer, noth-
ing is, or ever will be, the same again.53,54 An approach to
emotional pain or distress that manages it with medications
and a minimal amount of self-inquiry or introspection can
be associated with a variety of adverse affects on significant
aspects of the treatment course and a patient’s general health,
and may also influence survival.55,56

In Level Four, the focus and attention of patients and fam-
ily members is gently redirected from the “external” world
of science, medicine and integrative therapies into the “in-

ternal” world of feelings and personal emotional experience.
For many people, this transition will not be easy because of
the fear, pain, anger, sadness, grief, and turmoil that might
be encountered along the way.57,58 Nonetheless, safely
working through and releasing these energies is an essential
component of multidimensional care.59–61Medications can
play an important role in the process, particularly on a short-
term basis, under the guidance of a qualified physician.60

However, the majority of patients and family members who
encounter emotional turbulence will benefit more from per-
sonal dialogues and one-on-one counseling with an experi-
enced professional.61

Level Five: The nature of mind

In Level Five, patients and family members begin to de-
velop an understanding of how their conscious and uncon-
scious thoughts and beliefs impact their experience of life
at the very deepest levels. The thoughts and beliefs patients
have regarding their illness, their relationships with doctors
and the treatments they have been offered will significantly
impact their ability to assess, choose and respond to
care.62–64Conscious and unconscious beliefs among family
members can also powerfully influence a patient’s choices
and decisions about their care, often with negative conse-
quences.63 Similarly, inaccurate assumptions, disempower-
ing beliefs, and the unconscious meaning that patients may
give to their illness can inadvertently undermine every as-
pect of their entire experience on the journey through can-
cer, and that of their family members.64–67 Without pro-
moting a particular orientation or philosophy, the OHE
works gently to help patients uncover their individual
thought patterns and beliefs, and to assess the degree to
which they are helpful or not.68

Level Six: Life assessment

In Level Six, patients and family members are asked to
define and prioritize their top 20 goals for the year to come.
They are encouraged to explore the purpose of their life and
what provides them with the deepest meaning.69 If a patient
has clear and personally compelling reasons to live, the chal-
lenges of cancer become easier to overcome.70 By getting
very clear about whether they really want to live and why
they want to live, patients often find previously unknown
reserves of energy and strength which can be extremely
valuable on their journey through cancer.71 In addition, by
knowing exactly what their most important goals and prior-
ities are, patients are better able to focus on what is most
meaningful in their lives.72

When patients are at the point of being ready to let go of
life, family, friends and the health care team must honor and
respect that choice and provide comfort and honor in the dy-
ing process.73–76 They will also help the patient address a
different set of questions such as, “What do I need to do to
complete my life? How can I use this time most effectively?
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How can my exit from life benefit my spiritual growth?
What can I do to love and support those I care about while
I am still alive?”74 This sacred process deserves great care
and attention, and can profoundly enrich the experience of
patients, family members, and caregivers alike.75

Level Seven: The nature of spirit

This level relates to spirit and is both the most misun-
derstood and the most important level. Spirit is the true na-
ture of humankind. Timeless, eternal, and dimensionless, it
is the source from which all awareness, all creativity, and,
ultimately, all healing flows. Finding one’s spiritual essence
is an intimate process of self-discovery often taking place
in nature, silence, meditation or prayer. It can also take place
in communion with friends, family, loved ones or other pa-
tients or can happen spontaneously.76–79

In recognizing and experiencing the nature of spirit, OHEs
assist patients in discovering that no matter what happens to
their body physically, there is another part of them that is
timeless and eternal, and that is always whole and completely
untouched by their circumstance. When this occurs, patients
become less anxious or distressed, the potential for healing
deepens and expands, and they are better able to make
choices.77–79 In this seventh level, the deepest healing takes
place and the ultimate purpose of medicine is achieved.

PHILOSOPHICAL CHALLENGES

Significant philosophical challenges arise in creating and
operating OHEs designed to care for cancer patients and
their families. The most immediate and compelling philo-
sophical challenges involve creating a genuine consensus
about the following fundamental questions:

• What is the purpose of medicine? What are we trying to
accomplish, specifically, with all of our work and efforts,
and why? Do we accept the notion that there are, indeed,
a relative and an ultimate purpose of medicine? Can we
agree on their definitions?

• What do we mean by “healing”? How do we define this
term?

• What are the roles of consciousness, love, intention and
personal integrity in medicine and healing? How impor-
tant and meaningful are they? How do we define them?

• What are the core values and beliefs of an organization
that aspires to be an OHE? To what degree are we will-
ing to accept gaps between what we do, say and believe
about these core values and beliefs? What are we willing
to accept in the actual conduct of the organization and its
individual members?

• To what degree can we measure healing on nonphysical
dimensions? How will we know if we are succeeding in
our efforts, or not?

Bridging realities

The biggest philosophical challenges will involve “bridg-
ing realities” and forging a deeper, common understanding
among patients, family, friends, and health professionals
about all of these questions and issues. The practical chal-
lenges will involve implementing them in real life situations.

Being versus doing

The medical community must acquire an understanding
of the two domains of human existence, the domains of do-
ing and being, in which we all abide, simultaneously,
whether we are aware of it or not.78 The domain of doing
relates to our social identity and activities in the world; the
domain of being addresses who we truly are, prior to our
identities or activities. It also points to how our being is ex-
perienced by others, without necessarily doing anything at
all. Paying attention to these two domains will be an im-
portant part of the evolution of medicine and health care into
a multidimensional model. One of the rate-limiting steps in
this process is the degree to which physicians and the health-
care system will accept the concept of being the kind of re-
source that can facilitate peace, love and genuine healing in
others, in addition to what they do on a day-to-day basis.

The impact of the Baby Boomer generation

Emerging cultural trends and evolving population demo-
graphics will continue to drive the evolutionary process of
medicine and health care despite the challenges encoun-
tered.79,80 Compared to the Medicare generation, the Baby
Boomer generation has dramatically different views of what
constitutes acceptable medical care and acceptable physi-
cian–patient relationships. As the Baby Boomer generation
ages and develops cancer and other illnesses, they will de-
mand an increasing level of personalized, whole–person care
that is fundamentally different from what the current
Medicare population has come to expect. This includes ac-
cess to newer and ever more sophisticated medical tech-
nologies, the wide variety of complementary and alternative
therapies and greater attention to their personal needs,
wishes, desires and their mental, emotional and spiritual con-
cerns.81 Our present health care system, however, is out of
balance and moving in an unsustainable direction.82–84Help-
ing our patients, peers, and personnel to recognize and un-
derstand the changes that are necessary is essential, and is
a significant challenge in creating OHEs.

PRACTICAL CHALLENGES

Financial, political, and cultural challenges also inhibit our
ability to create OHEs. Most are related to medical and of-
fice staff, government and insurance regulations, economic
constraints, medical–legal concerns and research challenges.
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Medical and office staff

Providing state-of-the-art medical care for people with
cancer is an extremely complex and laborious undertaking
that can at times seem overwhelming. The transformation
from a standard, mainstream medical practice to one that is
multidimensional begins with the vision of the organization,
and the degree to which it is embraced by the medical and
office staff. An OHE must reconfigure the conventional ver-
tical staffing model, creating a more horizontal, team-ori-
ented care system. Because every staff member plays an
equally important role, the contribution of various types of
providers must be valued, acknowledged and compensated
more equitably.

Historic and cultural conditioning create significant chal-
lenges in this area. Most physicians prefer a hierarchical ap-
proach to staffing as well as compensation. The nature of
current medical training and practice create a system and
expectation in which the physicians’ role and authority is
usually much more highly valued than that of other staff. A
practical challenge will be to find physicians who are will-
ing to sacrifice some degree of authority and compensation
in order to be a part of a more balanced, multidimensional
health care team. This will be difficult until moral and le-
gal risk and responsibility for adverse outcomes is more eq-
uitably shared as well. A similar practical challenge will be
to find administrators and complementary health practition-
ers who are willing to compromise some of their previously
held beliefs and behavior patterns to serve the higher, com-
mon vision of the organization.

Staff training, motivation, and development are another
significant challenge. In an OHE, staff members not only
have to be expertly trained at fulfilling their conventional
job duties, but they must also understand and embody the
vision and intention of the organization. This cannot be ar-
tificially mandated, but must be a sincere, internal desire of
each staff member. The leaders all must share the concepts,
philosophies and program components, and they must also
embody and model the organization’s values.85,86

Finding and building a team of staff members who are
all motivated and capable of fulfilling the OHE vision is
time consuming and often difficult. Once found, direct train-
ing in a multidimensional approach to medicine and meth-
ods to provide compassionate, thoughtful and effective com-
munications with patients and their loved ones and training
in skillful listening must be repeatedly emphasized as a pri-
ority at all times.87 Staff members must also be taught how
to communicate openly, honestly, and supportively with
their fellow team members, especially in tense situations.

Government and insurance regulations

A number of regulatory challenges face the creation of
an OHE for cancer care.88 These include complex and ever-
changing requirements for proper billing, coding, and doc-
umentation of health care encounters and interventions man-

dated by government programs such as Medicare and Med-
icaid.89 Staying abreast of evolving ethical concerns and
government regulations regarding HIPAA, patient confi-
dentiality, informed consent and other issues is also chal-
lenging.90–93 The ever-changing rules, regulations, and re-
strictions associated with private health insurance carriers
and managed care companies also pose unique and signifi-
cant challenges to all health providers.94

Questions as to how CAM therapies can be safely inte-
grated into a conventional medicine program raise further
ethical as well as administrative challenges.95–98At present,
most insurance carriers will not reimburse for nontraditional
therapies and interventions. Hopefully, this will change in
the coming years.99

Economic constraints

Cancer is one of the most expensive illnesses of our time,
and costs will undoubtedly increase in the future. The abil-
ity to respond to the mental, emotional, and spiritual con-
cerns of patients with cancer and family members is further
restricted by the economics of medicine. Rising administra-
tive costs, health and malpractice insurance premiums, and
reduced reimbursements have all contributed to the prob-
lem. In the era of the 10-minute managed care patient visit,
anything but the most limited cursory assessment is often
not possible. The financial, administrative and time pres-
sures of health providers in America have increased expo-
nentially over the past decade. Current trends in managed
health care suggest that things may only get worse, partic-
ularly in the Medicare arena.100,101

Medicare legislation passed in 2003 contains the first of
a number of long-anticipated steps in revamping the entire
reimbursement structure for cancer care in America. It be-
gins with significant cuts in reimbursement for chemother-
apy drugs, a mainstay of conventional oncology revenues,
with a disproportionately low increase in fees for evalua-
tion, management and supportive care services.102

It is also pertinent that more than 40 million Americans
have no health insurance.103,104For them, entry into main-
stream health systems to obtain basic, fundamental medical
care becomes an ordeal, particularly in the midst of a seri-
ous health crisis. In the absence of significant health care
reform on a national level, this unfortunate and disturbing
challenge is one that OHEs will also continue to face in the
coming years.

Medical–legal concerns

Physicians and health care providers are practicing in a
time of unprecedented legal risk and litigation.105,106Soar-
ing malpractice premiums have led to early retirement for
physicians and the closing of many medical practices.107

Fear of litigation has changed practice patterns among many
providers, leading to escalating increases in unnecessary di-
agnostic tests and procedures.108,109All of this adds costs
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and tension to an already stressful profession. The situation
may become even more complex as new medical–legal ques-
tions are encountered regarding increased utilization of
CAM therapies.110

In oncology, physicians who explore emotional issues
with patients also risk opening a Pandora’s box of unre-
solved guilt, frustration, anger, hostility, and confusion. This
is especially true if the provider has not taken the time to
address and resolve these same issues in themselves, or if
they are unskillful or insensitive in their communica-
tions.111,112 Navigating through conflicted, dysfunctional
family dynamics adds yet another layer of complexity to the
challenges of dealing with cancer.113 Patient demands and
expectations can at times be unrealistic,114and disputes with
doctors can degenerate into costly, time-consuming litiga-
tion.115–117

Research challenges

Basic and clinical research has led to extraordinary diag-
nostic and therapeutic breakthroughs that have made an im-
portant difference in the lives of millions of people. As such,
there is an imperative to continue to encourage participation
in conventional clinical trials among appropriate patients.
There is an equal imperative to encourage clinical research
involving CAM therapies and integrative models of
care.118,119Unfortunately, many of the same financial and
administrative issues and challenges exist in the area of
CAM research as with conventional medical research. The
goals, methodologies and overall strategies for CAM and in-
tegrative medical research are also still relatively new, and
remain a source of controversy and debate.120 This compli-
cates the entire research process, as does the dynamic stress
that exists between physicians and researchers who embrace
integrative approaches to medicine, and those who do not.

LESSONS LEARNED

A decade ago, I fulfilled a dream that was motivated by
the painful death of my father from cancer. I created an in-
novative, state-of-the-art, 6000-square foot OHE complete
with examination rooms, a chemotherapy suite, a sophisti-
cated computer system, a Clinical Laboratory Improvement
Amendments–certified laboratory, full-time oncologists,
nurses, medical assistants, phlebotomists, laboratory tech-
nicians, an administrator, billing and insurance personnel,
a licensed social worker, massage therapist, acupuncturist,
and yoga instructor. It had research programs, an associ-
ated nonprofit foundation, a dynamic integrative medicine
program, a variety of support groups, a network of local
CAM practitioners, and an onsite education/spiritual book-
store. During its existence, the center provided care to more
than 2500 patients, and thousands more family and com-
munity members.

I gained tremendous insight as a result of this experience.
Five lessons I learned from this experience include:

1. “The menu is not the food.” An insightful patient made
this simple statement several years ago as he lay dying
of metastatic colon cancer. He emphasized that what peo-
ple ultimately want most from their healing environment
is meticulous medical care delivered with genuine love,
caring, and compassion. They want to be seen, respected,
and accepted for who they are as individuals. These fac-
tors are far more important than the physical trappings
of the center or the sophistication of its CAM offerings.
Others have voiced these exact same thoughts, and it is
impossible to overstate how important this lesson is in
the creation of an OHE.

2. Three foundational keys: vision, agreements, and com-
munications.121 These keys are most important in re-
solving the inevitable encounters with a variety of up-
sets, obstacles, setbacks and challenges.
• The organization must have a clear and compelling vi-

sion shared and embraced by everyone in the organi-
zation.

• Everyone must accept a set of agreements clearly ar-
ticulating what all team members can expect from each
other in their conduct, behavior, and actions. The agree-
ments must also clearly articulate how challenges or
upsets can be addressed by anyone in the organization,
and how they will be resolved.

• Specific tools and agreements must be in place to em-
power and support all members of the organization to
consistently communicate in an open, honest and sup-
portive manner.

• Establishing and maintaining these key elements is
costly and time-consuming. However, they signifi-
cantly impact on the level of cohesion and effective-
ness of the OHE and are essential to its long-term 
success.

3. Staff health and consciousness. The quality of con-
sciousness and the physical, mental, emotional and spir-
itual health of the staff members, individually or collec-
tively, ultimately determine the success of an OHE. The
conscious and unconscious thoughts that staff members
have regarding the meaning of health and illness, and the
levels of awareness they have about their own multidi-
mensional nature and that of others, can profoundly in-
fluence, both positively and negatively, the healing
process. Acknowledging this, and supporting the staff to
explore and cultivate their health and consciousness on
all levels, is a fundamental, paradigm-shifting component
of OHEs.

4. Dealing with diversity. It is critical that the entire health
care team knows how to interact and communicate ef-
fectively with a wide range of human beings who are
dealing with a large variety of problems with varying per-
sonal and emotional resources. In an OHE that values the
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role and contribution of everyone involved, this ability
requires knowledge and skills that may have to be taught.
It requires a level of flexibility, maturity, and personal
integrity that may exceed what some individuals have
previously known or aspired to in themselves. This
process also points to the distinction between doing and
being in all aspects of life. It highlights the difference
between acting with intentions of love, kindness, and re-
spect, and being kind, loving and respectful in such a way
that others experience it.

5. The need for patience and compassion for self and oth-
ers. A difficult and painful lesson learned in developing
a cutting edge, multidimensional cancer center was rec-
ognizing the degree to which many patients, family mem-
bers, and medical staff do not want, or perhaps are not
ready, to heal beyond more superficial levels. Many did
not wish to move past the first three levels of the seven
levels described above.

5. Observing this process over the years, it became clear
how much easier it is to focus on events and circumstances
in the outer world than on our inner reality. Shifting one’s
focus from the external world, with all of its drama, dis-
tractions and diversions, inwardly to the realm of one’s
own mind, heart, and spirit, is indeed the ultimate hero’s
journey. Many otherwise brave and courageous souls are
not prepared yet to explore the inner dimensions of their
lives. The same is true of many otherwise talented and ca-
pable staff members. Cultivating multidimensional aware-
ness, healing and transformation takes time, and requires
patience and compassion. This is as true for individuals
with cancer and their family members as it is for staff
members, individual organizations, the entire healthcare
system or the world as a whole.

THE FUTURE

The following are five basic hypotheses regarding OHEs
that are immediately accessible for scientific testing. They
address fundamental questions of quality of life, costs, and
survival. They represent initial steps in documenting the
costs and benefits of an integrative, multidimensional ap-
proach to care.

1. A multidimensional, Seven Levels of Healing approach
to cancer care results in statistically significant and iden-
tifiable improvements in quality of life.

2. When the Seven Levels of Healing are understood, em-
braced, and experienced in an OHE, patients live longer
than with a conventional approach to cancer alone.

3. Compared to conventional care alone, the benefits to
quality of life and survival derived from a Seven Levels
of Healing approach come more from the quality of lov-
ing-kindness, compassion, and caring experienced by pa-

tients and their family members than from the variety of
content offered by integrative programs.

4. A Seven Levels of Healing approach to care that is a part
of an OHE will lower overall health care costs by re-
ducing utilization of expensive conventional methods and
by enhanced and faster healing.

5. A multidimensional Seven Levels of Healing approach
to care will significantly and positively impact the qual-
ity of life of physicians and staff as reflected in enhanced
work satisfaction, improved personal attitudes and in-
creased sense of well-being.

CONCLUSION

We are presently on the edge of an important expansion
in how we understand and think about medicine and heal-
ing. The issues surround a paradigm shift from a funda-
mentally rigid, linear, mechanical model of biology and
health to one that is fluid, interconnected, and multidimen-
sional. The implications of this transformation in medicine,
health care and healing are extraordinary, and have the po-
tential to transform every aspect of our lives. Wisdom,
courage, vision, and humility will be needed to navigate
gracefully through the remarkable times that lie before us.
In addition, we will all be well served by allowing the gifts
of laughter, lightness, and above all else, love, to help guide
the way.
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