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The Need for Pluralism in Modern Healthcare
The Importance of Placebo Effects, the Environment, and Art in Facilitating Healing

PAUL DIEPPE

Introduction

All of us develop diseases and illnesses at times, 
and all societies develop strategies to help the sick 
amongst us.  As medical anthropologists ARTHUR 
KLEINMAN (1980) and CECIL HELMAN (2001) have 
pointed out, there are three main approaches used 
to help alleviate health problems: 1) the popular 
sector: that includes self-treatment, advice from 
family and friends, help from other local people, 
and remedies based on religions; 2) the folk sec-
tor: which includes local healers, traditional medi-
cine based in a particular culture or country, and 
the many forms of complementary and alterna-
tive medicine (CAM), such as homeopathy or ki-
nesiology; 3) the professional sector, which com-
prises the legally sanctioned system in a country, 
and which, especially in Western and “Western-
ized” countries, is now exclusively based on bio-
medical science.

Over the last hundred years the biomedical sci-
ences have enjoyed massive development, leading 
to a variety of new methods for diagnosing and 
treating diseases, particularly with drugs, devices 
and new surgical options; in addition to improved 
public health measures. These developments have 
been very successful, allowing us to treat many 
conditions effectively, and to completely cure 
some.  For example, antibiotics can cure infec-
tions such as pneumonia, which previously killed 
many people, and cataract removal or hip replace-
ment surgery can transform peoples’ lives for the 
better.  Therefore, it is not surprising that the med-
ical profession now uses its scientific approaches 
exclusively, and tends to regard healers and CAM 
practitioners with suspicion and to undermine 
their work (HELMAN 2001; JONAS 2019).  Similarly 
most “modern” patients seek state trained and le-
gally sanctioned doctors, from whom they expect 

to receive “rational” insights on, and solutions to, 
their health problems.

However, other “unscientific” approaches to 
healthcare are still present in our “enlightened” 
societies.  Popular remedies, such as wearing cop-
per bracelets for arthritis, are widely used, and a 
huge variety of CAM and other healing practices 
are increasingly available and also widely utilised 
(POSADZKI et al. 2013). Most biomedical practitio-
ners dismiss such practices as “quackery,” and in 
most “modern” hospitals it is unusual to encoun-
ter anything other than scientific biomedical prac-
tices.

Although a “Western” trained doctor myself, I 
now believe that we should be more pluralistic in 
our approach to health issues, and that we should 
consider the need to help people heal themselves, 
as well as trying to cure their diseases, and that 
we should not be dismissive of healers or CAM 
approaches. I am particularly concerned about 
those “modern” hospitals, which have become the 
cathedrals of biomedical science practice, domi-
nated by complex machines driven by “the white-
coated priests of biomedicine.”

I believe the issue to be urgent and important, 
as chronic diseases are becoming increasingly 
prevalent in the West, in spite of its biomedicine. 
The World Health Organisation and others have 
lamented the problem they call the “silent global 
epidemic of chronic disease” (MEETOO 2008). In 
addition mental health problems are practically 
endemic in Western societies, with our doctors 
apparently powerless to help many of the people 
who suffer from them.

In this essay, I argue that we need to combine 
the healing arts with scientific medicine within 
our Western hospitals, and to be more pluralis-
tic in our thinking about disease and illness.  First 
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I provide definitions for my use of terms. Then I 
outline several different projects that colleagues 
and I have been involved in, which explore the 
power of the so-called “placebo effect” and its re-
lationship to healing, and examine the potential 
role of space and art in changing the nature of hos-
pitals and creating “healing spaces” within them.

Definitions/Semantics

Words and definitions are important, as usage and 
interpretations vary in different countries and cul-
tures. Many of the words used here are potential-
ly problematic, none more so than “healing,” a 
word used as a noun, an adjective or a verb (LEVIN 
2017). In this section I explain how I use some of 
the common words related to health problems.  
My usage is based on literature sources (KLEIN-
MAN 1980; HELMAN 2001; SONTAG 2003), but has 
also been moulded by my training and experience 
as a doctor. My medical training took place in Lon-
don in the 1960s, and I practiced as a doctor in the 
UK from 1970 until 2010.

1) Disease, Illness and Sickness

Diseases are pathological processes or states with-
in our bodies.  Diseases are the province of sci-
entists and health care practitioners: they are 
constructs within the science-based biomedical 
paradigm used to classify and describe things that 
“go wrong” with us. They are seen as essentially 
physical problems: abnormalities of the structure 
or function of the body or mind that can only be 
understood by reductionist, materialistic science, 
within which the whole person does not need to be 
considered, and the soul does not exist.

Illness is the experience of something abnormal 
going on within our body or mind. Illness is about 
symptoms, such as pain, that are often difficult to 
describe and a very personal issue for whoever 
has them (SONTAG 2003). Illness is internal, expe-
riential and the concern of the individual.  Illness 
may or may not be caused by disease, and illness 
may or may not lead to sickness.

Sickness is the outward manifestation of a dis-
ease or illness. It is about an individual’s interpre-
tation of the meaning of their problem, and the 
behaviours that accompany that understanding 
(KLEINMAN 1980; KAUFMAN 1993). So if an indi-

vidual is forced to reveal their disease or illness to 
others, or if they choose to behave in a way that in-
dicates that they have health problems, sickness is 
apparent. Different people either try to hide their 
illness from others, or exaggerate it, leading to a 
huge variety of sickness behaviours in society that 
can be difficult to interpret. Very rarely sickness 
can occur in the absence of disease or illness (in 
other words an individual may choose to fabricate 
health problems for personal gain).

In general, biomedicine, with its conviction 
that we live in a purely materialistic reality which 
can be explained by science and science alone (LE 
FANU 1999; SHELDRAKE 2012), is good at diagnos-
ing and treating many diseases, less good at un-
derstanding or treating illness, and makes little 
or no attempt to deal with sickness, holism or the 
soul.  In contrast, healing approaches the whole 
individual—mind, body and soul—and can poten-
tially help with all dimensions of our health and 
wellbeing.

2) Treating, Comforting, Curing and Healing

Just as disease, illness and sickness have differ-
ent meanings, so do comforting, treating, curing 
and healing.

Comforting others comes naturally to us. Hu-
mans are sympathetic, altruistic beings who want 
to help others who are in distress or not healthy. 
For the unskilled or uncertain person this will gen-
erally mean limiting their help to offering com-
fort to another. This is best achieved by provid-
ing a “gentle presence”—being there for the other 
person, listening, perhaps touching or hugging, 
and maybe sharing their problems, but above all 
else, just “being there” (ROGERS 2003), and, as out-
lined below, ideally involving engendering a sense 
of safety.

Treating another person implies the use of a 
specific intervention designed to change the sit-
uation. A hug, as a part of the provision of com-
fort, might be seen as a treatment, but in general 
the word is used for more specific interventions 
aimed at a particular problem.  It is an all-encom-
passing term that can be used for any sort of con-
ventional or unconventional, professional or lay, 
approach to ill-health.

Curing is a term used to indicate the eradica-
tion of a disease or illness. It is what the modern 
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medical professional strives to achieve, and she 
sometimes succeeds: for example we can “cure” 
peptic ulcers and pneumonia by the use of anti-
biotics that rid the body of the agents that causes 
them. The grip of “scientism” (the blind belief in 
the power of science) (SHELDRAKE 2012) and of 
the makers of drugs and devices used in medicine 
is now so great that we have come to believe that 
with more research we can find cures for every-
thing. But we cannot. Take the example of a hip 
replacement for an arthritic hip, rightly champi-
oned above as one of the successes of biomedi-
cine. This is indeed a wonderful operation which 
results in lasting pain relief for many people and 
might be seen as a cure. But it is not; it relieves 
symptoms in some but not all who undergo it, and 
it removes some damaged tissues from the body, 
but it does not remove the underlying arthritis or 
its causes, which often go on to affect other joints. 
Joint replacement does not allow you to do all the 
things you could before you had hip disease, and 
the surgery can be dangerous, sometimes result-
ing in long term physical and psychological prob-
lems that doctors find difficult to “treat” and im-
possible to “cure.”

Healing is the most difficult term of all, one 
that cannot easily be defined and perhaps should 
not be, as it is a dynamic, experiential issue for 
many of us, and not a “thing” (SCOTT et al. 2017). 
The current English word is derived from the word 
“haelan,” used in older English in Saxon times, 
and meaning “to restore to good health.” But the 
term is now used very differently by many peo-
ple. It can describe a state (I have had healing, I 
am healed), a process (I am being healed), or a 
practice (I am healing another). In general it re-
fers to a holistic notion of wholeness or integri-
ty of mind, body and soul. It implies that there is 
more to life than a machine called the physical 
mind/body, and that we are continually changing, 
recovering, moving forward, and seeking integ-
rity and wholeness. Healing is often more about 
allowing us to flourish in the face of illness and 
suffering, rather than curing a disease (KAUFMAN 
1993; GREAVES 2004).  As already mentioned, bio-
medicine is largely about treating and curing, and 
not comforting or healing.  We should remember 
the aphorism sometimes attributed to WILLIAM 
OSLER, (whilst others say it is a 15th century folk 
saying, cf. SHAW 2009). It says that the aims of 

medicine should be:“To cure sometimes, to relieve 
often, to comfort always.”

The Placebo Effect

My academic journey into the world of healing 
began with research on the placebo effect and 
the placebo and nocebo responses (DIEPPE et al. 
2016; DIEPPE & RHATZ 2017). The term “placebo” 
(from the Latin, meaning “I please”) refers to the 
fact that people can get better from illnesses and 
diseases when given a treatment that should not 
have any effect. It is often thought of as “mind 
over matter” (MARCHANT 2016)—illustrating the 
Cartesian dualism inherent in our current narra-
tives about our physical bodies and brains. Today, 
the term “placebo effect” is generally used to de-
scribe the improvement that can result from giv-
ing people “sham” or “dummy” treatments used 
in clinical trials (FINNISS et al. 2011; KIRSCH 2018). 
The randomised controlled clinical trial (RCT) is 
seen as the gold-standard technique for finding 
out if a medical intervention is effective or not; 
it involves comparing the “real” drug, operation 
or device, with a sham or dummy version, to find 
out the value of the “real” treatment. But when this 
is done, people given the sham treatment usual-
ly improve. Many of those who run such trials, as 
well as those who make the drugs and devices be-
ing tested, have seen this effect as a nuisance—
an inexplicable phenomenon that dilutes the re-
sponse to their active agent. Many attempts have 
been made to explain away the placebo response, 
it has been said, for example, that it is all about 
natural improvement, or artefacts resulting from 
the experimental nature of the RCT. However, as 
shown in the figure below, when trials have been 
done to compare the effects of a real treatment to 
a dummy treatment, or to no treatment at all, we 
still see that giving the dummy treatment produc-
es much more improvement than doing nothing.1

It is apparent from data of the sort illustrated 
in the figure, that much of the beneficial effect of 
drugs used for common symptoms such as pain 
and depression, can be attributed to the placebo 
effect alone.  For example, our own work suggests 
that about 70% of the pain reduction produced by 
drugs given to people with osteoarthritis can be 
explained by the placebo effect (ZHANG et al. 2008; 
DIEPPE et al. 2016). Furthermore, there are now a 
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number of studies to suggest that some surgical 
treatments are only effective because of the pla-
cebo effect. A well-known example is the use of 
arthroscopic surgery for osteoarthritis of the knee 
joint (looking inside the knee, washing it out and 
removing “debris”): people undergoing a sham 
surgical operation do as well or better than those 
who have the full procedure (MOSLEY et al. 2002). 
A further intriguing twist to the placebo story has 
been added by recent work showing that people 
respond to placebo drugs even if they are told that 
the pills are dummies (CARVALHO et al. 2016).

How can this be? How can giving a pill without 
an active ingredient, or pretending to do an op-
eration but not doing the full procedure ( just cut-
ting the skin to make it look real, for example) re-
sult in huge symptomatic benefit? We do not know 
all the answers to that question, in spite of inten-
sive research by psychologists (KIRSCH 2014, 2018) 
and neuroscientists (BENEDETTI 2013). Two theo-
ries dominate the thinking: that placebo effects 
are the result of expectation/suggestion, or that 
they depend on conditioning (FINNISS et al. 2010).  
There is no doubt that such factors can contribute: 
if we expect something to happen (because it has 
been suggested to us) it is more likely to occur, and 
we can become conditioned to respond in certain 

ways to taking a drug. But I, like many others, do 
not think this is the whole story.

We (KAPTCHUK 2002; MOERMAN 2011; DIEPPE 
et al. 2016; DIEPPE & RHATZ 2017) believe that is 
also about context and human interaction—that 
the placebo effect depends on the interactions be-
tween the person giving the “drug” and the person 
receiving it, and on the whole context in which 
such interactions take place, including the spaces 
in which clinical encounters occur, and the “rit-
uals” that surround them. We all know that “giv-
ing” to another, comforting them and being there 
for them, can help; this we believe is an impor-
tant part of the placebo effect, as well as being a 
part of what happens in a lot of healing encoun-
ters. So the placebo effect teaches us that the com-
fort and good intention that accompanies any at-
tempt to treat someone can, of itself, be beneficial 
to disease and illness. My synthesis of the argu-
ments outlined above is that giving another per-
son “nothing” (a hug, or a dummy tablet with no 
active ingredient for example) helps their health 
and wellbeing a lot more than doing nothing – so 
it is about the ‘”giving” of something to another 
with good intention.

The Importance of Safety

Placebo effects have been difficult to research, in 
part because we have not had good theories to ap-
ply to aid our understanding (other than expec-
tation and conditioning). But in the 2000s, Dr. 
STEVEN PORGES (2009) developed his “polyvagal 
theory,” and subsequently Dr. MADDY GREVILLE-
HARRIS and I explored its relevance to placebo ef-
fects (GREVILLE-HARRIS & DIEPPE 2015; DIEPPE 
et al. 2016). The polyvagal theory, put simply, de-
scribes the two extreme states of the human au-
tonomic nervous system—the “fight or flight” re-
sponse at one end, and the “nurturing response” 
at the other. The fight or flight response—our in-
nate, automatic response to threat—resulting in 
heightened anxiety, is something that most peo-
ple have experienced, it is a part of life. Less is 
known about the nurturing response, which is the 
opposite—the relaxation we feel when, for exam-
ple, we see a young baby smile. PORGES (2009) ex-
plained the physiology of these responses (which 
involve the same parts of the nervous system, no-
tably the vagal nerve—hence “polyvagal theory”), 

Fig. 1: This illustration is a rough generalisation of what 
happens when drugs for pain in osteoarthritis (ZHANG et al. 
2008), or for depression (KIRSCH 2014) are tested in ran-
domised controlled trials. Groups of consenting patients 
are allocated to take either the active drug, a dummy tab-
let that looks identical but contains no drug (the placebo 
treatment), or to take no tablets at all. Those people who 
take the active drug respond well, but those taking the 
dummy treatment improve nearly as much. That is called 
the placebo “response.” If we then compare the amount of 
improvement in pain or depression in people not treated 
at all they improve much less. The difference between the 
amount of improvement with a dummy (placebo) treat-
ment and no treatment at all, is called the placebo “effect.”



  161

CURARE 42 (2019) 3+4

THE NEED FOR PLURALISM IN MODERN HEALTHCARE

and pointed out that they are linked to our ability 
to communicate with each other, with our hear-
ing, our voice production, and our facial expres-
sions. If we feel threatened and anxious we are not 
able to hear another person properly, or to com-
municate well, our face is expressionless and the 
voice becomes flat. In contrast, a feeling of safe-
ty results in improved ability to listen to and un-
derstand what another person is saying, as well 
as normal facial expressions and vocalisation. 
GREVILLE-HARRIS and I showed that placebo ef-
fects are probably dependent on feeling safe (be-
ing in the nurturing state), whilst a state of anxi-
ety (fight or flight) could activate the opposite—the 
nocebo effect—making symptoms worse in the ab-
sence of being given anything (other than words) 
that should affect us (GREVILLE-HARRIS & DIEPPE 
2015).

Finding New Meaning

American anthropologist DAN MOERMAN (2011) 
describes the placebo effect as the “meaning re-
sponse.” He points out that the search for mean-
ing is a key part of the human condition, and that 
ill health disrupts our normal narratives. The in-
teraction of the ill person with a compassionate 
practitioner, and the provision of some interven-
tion that might help (even if there is no active in-
gredient in it) can facilitate the reframing of the 
problem.

What then is the relationship between place-
bo effects and healing? We have postulated that 
the placebo effect is an important component 
of healing, activated largely by kindness, a com-
forting presence, and by making others feel safe 
through the power of human interaction. But we 
also believe that there is more to healing and the 
work of healers than just inducing a placebo effect 
(DIEPPE & RAHTZ 2017). Our qualitative research 
with healers (RAHTZ et al. 2017, 2019 a/b) suggests 
that healers can activate remarkable changes 
within their clients through focussed attention 
with good intention. However, the mechanisms 
behind such effects are not understood. Healers 
often talk of “energy,” a concept conceived of as 
“prana” in ancient Indian medical practice, and 
“chi” in Traditional Chinese Medicine (KAPTCHUK 
& CROUCHER 1986).  Most “modern” scientists dis-
miss the idea that there is some form of univer-

sal energy that can affect human health, but new 
findings from Parapsychology and Quantum me-
chanics suggests that such “energy” may be a fun-
damental part of the universe (SHELDRAKE 2012; 
CURRIVAN 2017). And, as TED KATPCHUK (2002) 
puts it, ritual and the environment matter and 
help us develop new meanings, and heal. Recog-
nising that most hospital and clinic environments 
are not likely to make you feel safe, to activate a 
placebo effect, help you find new meaning, or to 
heal, I have also turned my attention to the envi-
ronments in our hospitals.

The Environment and Art in Hospitals

Until relatively recently little attention was paid to 
the appearance and “feel” of the spaces in which 
people are treated in hospitals or clinics. Hospi-
tals have been seen as very functional places in 
which operations can be undertaken, wounds can 
be dressed, and people can be provided with a 
chance to recover, or to die. Many hospital spaces 
were austere and unfriendly, and no attention was 
paid to creating a sense of safety. Indeed hospitals 
and their staff have been excellent at creating fear 
and anxiety rather than relaxation.

ROGER ULRICH (1991) undertook a study on 
the effect of a good view from a hospital bed on 
recovery rates and complications after surgery. 
He and his colleagues showed that patients in a 
ward with a good view recovered better from sur-
gery, with less post-operative complications than 
those recovering in a ward with no view. Since 
then many primary research studies have shown 
that hospital design and hospital art make a big 
positive difference to patient outcomes and well-
being, as reviewed by LANKSTON et al. (2010) and 
ANAKER et al. (2017). As a result hospital design 
has changed, and the use of art and other ways 
of “softening” the appearance of clinics and wait-
ing rooms have blossomed. In addition, other re-
search has shown that being in natural environ-
ments, such as woodlands, can facilitate healing 
(IRVINE & WARBER 2002).  All this work has helped 
us realise that we need to pay attention to the en-
vironments in which we try to treat people in hos-
pitals.

Lots of hospitals now have an artist on the 
staff—someone whose role it is to make sure that 
there are artworks for people to see and respond 
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to, such as pictures on the walls, sculptures, good 
colour schemes in wards, and nice garden spaces 
for patients and visitors.  The aim is to improve the 
experience of being in or visiting a hospital, for 
staff, patients, relatives and visitors, and it clearly 
achieves this.

Clinic Design as Placebo

A few years ago EWA ROOS2 and I decided to test 
the “placebo effect” of being treated in a nice 
space in a hospital. Working in collaboration with 
ROGER ULRICH,3 we designed a trial to test out the 
hypothesis that physiotherapy treatment for knee 
pain would work better if it was done in a “nice” 
room than in a “nasty” space. We found two spac-
es which seemed to us to be appropriate—an old 
gymnasium room in the basement of the hospi-
tal, with no windows, a bad smell and bad acous-
tics, and a lovely first floor modern space looking 
out over the surrounding countryside, and with 
soft, pleasant furnishings and colours, and good 
acoustics. The trial “worked,” we found a differ-
ence. However, the difference favoured the base-
ment “nasty” room! Fortunately, LOUISE SAN-
DAL (et al. 2018), who was in charge of the study, 
had undertaken some nested qualitative research 
with participants, so was able to explore why they 
might have experienced more improvement when 
treated in what we thought was the “nasty” space.  
Most of the subjects were older adults with long-
standing knee arthritis, and many of them told the 
trials team that the problem with what we thought 
of as the “nice” room was that it felt like an exer-
cise room/gymnasium for young people and not 
for the likes of them, and that the view was dis-
tracting. In contrast, they felt “at home” in the 
basement room—this was the sort of space they 
expected to be treated in at the hospital; it felt 
“right” and they felt safe in it. So space does make 
a difference, but we need to understand the needs 
and contexts of the individuals we are trying to 
help in order to be able to design spaces that help 
people heal.

REHN & SCHUSTER (2017) from Germany have 
reported the results of a large survey on the ef-
fect of the environment on the perception of pa-
tients as to whether they were likely to get better 
or not in hospital. They found that the overall look 
of the spaces had a huge effect and titled their pa-

per “Clinic Design as Placebo.” More studies are 
needed to examine the power of architecture, de-
sign and hospital art on clinical outcomes.

Using Art and Design to create Healing Spaces 
in Hospitals

I have had the privilege of working with a small 
team of academics interested in the nature of 
healing and the work of healers. We are funded, 
in part, by The Institute for Integrative Health in Bal-
timore.4 We have been trying to understand what 
health care professionals and the public think 
about healing (RAHTZ et al. 2017, 2019a/b). As peo-
ple often find that hard to describe using words 
alone, we use a variety of other techniques, includ-
ing asking people to draw pictures in response to 
the phrase “what does the word healing mean to 
you?” 

We use these materials to try to open up con-
versations about healing within the medical pro-
fession. One approach we have taken is to set up 
exhibitions about healing in hospitals, using some 
of the pictures that people have drawn in response 
to our question, as well as quotations about the 
nature of healing, objects and stories. We have 
exhibited in several places, using large panels 
designed by artist Deborah Weinreb working in 
collaboration with the whole team. Examples of 
the sorts of panels used in our hospital exhibitions 
are shown below.

We have sought feedback about the respons-
es of people viewing these exhibitions in hospi-
tal spaces. Generalisations are difficult, but based 
on observational work, interviews and work-
shops held around the exhibits we think that pa-
tients and visitors are more likely to take note of it, 

Fig. 2: A photograph of a part of the hospital exhibition 
along the wall of a corridor
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and respond, than healthcare professionals. That 
said, many nurses have responded positively to 
the work, noting for example that “it is wonder-
ful to see something about healing in the hospi-
tal” (arguably a strange thing to say, but indica-
tive of the fact that “healing” is a subject largely 

ignored by medicine today). Doctors rarely took 
the time to look at the work, perhaps because they 
have no time, but perhaps because it is too chal-
lenging?  What we have been most encouraged by 
is the number of patients and visitors who have 
used it as some sort of a “healing space” for them 
to go to whilst in the hospital; several people told 
us that they kept returning to the space the exhi-
bition was in to help them find peace.

We provided people with the opportunity to 
comment anonymously on the exhibition by writ-
ing on feedback cards. The following quotes taken 
from these cards, completed by hospital patients 
or visitors provide us with some evidence for the 
possible value of this approach (we asked for age 
and sex but no other identification, age and sex 
are shown in brackets after each quote).

Some people particularly liked the quotation 
banners (there were 7 in all):
– “Some quotes will stay with me for a long time” 

(33 F)
– “Reading the quotes on healing helped me un-

derstand my own emotions” (47 M)
Others commented on the artwork:
– “Art is so healing, especially in a hospital” (58 

F)
– “Lovely bright art works. The banners are 

great, a lovely idea” (46 M)
– “I am finding art very healing” (61 F)
Many commented on specific value of the exhibi-

tion to them in a time of need:
– “I am a broken man who cannot be fixed. I sit 

here crying, and hoping for some healing. […] 
This exhibition has given me hope. […] Maybe 
I will heal one day.” (61 M)

– “Your exhibition lifted my spirits today, and it is 
the little lifts that help me to keep going” (40 F)

– “This exhibition has had a profound effect on 
me …. it has been a comfort often as I walked 
through. It is bringing tears to my eyes and 
touching a level deeper that I can easily share 
with those I know at present. Thank you.” (60 F)

– “Having an elderly relative very ill in hospital, it 
has given me much to think about. I walk past 
the exhibition every day when visiting and stop 
to read every day.” (62 F)

– “Wonderful, inspirational.  I am finding heal-
ing in this hospital.” (56 F)

– “I saw it first when I had just received a can-
cer diagnosis and it gave me hope and confi-

Fig. 3: An example of a panel shown in the exhibition 
showing an art-work done by a member of the public in re-
sponse to the question ‘what does the word healing mean 
to you?

Fig. 4: A panel combining a drawing from a member of the 
public with a quotation about healing
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dence to see such a holistic approach being ex-
pressed.” (47 F)
Outside of the hospital environment we were 

able to exhibit some of the panels in the Insti-
tute for Integrative Health in Baltimore.5 Feed-
back from each of these events was very positive. 
In Rovaniemi we supplemented visual material 
with sound: there was atmospheric sound in the 
room, and people were able to listen to stories of 
healing on headphones. In addition, lighting was 
used to optimise the atmosphere we were trying 
to create, that of a healing environment. We do not 
know what long term impact exhibitions of this 
sort, and creating healing spaces in hospitals and 
elsewhere might have, but hope that these will be 
subjects of our research in the future.

Conclusions

The development of scientific medicine over the 
last hundred years, combined with its success in 
dealing with many diseases, has led to a culture 
of exclusivity in health care provision within “the 
West” in which the approach of medical science is 
seen as the only legitimate one for people to pur-
sue and believe in.  Other healing practices and 
forms of Complementary and Alternative medi-
cine (CAM) are ridiculed by the so called “mod-
ern” medical profession. However, scientific 
medicine does not have all the answers. Chronic 
illness and mental health problems are rising in 
prevalence, and are often resistant to biomedical 
treatment.  There are other ways of helping people 
with these problems.

In this review I outline the extraordinary power 
of “placebo” in the relief of symptoms such as pain 
and depression. I show why feelings of safety and 
positive human interactions are key facilitators of 
a placebo response. The placebo response is a ma-
jor element of healing, but does not fully explain 
the healing often achieved by CAM practitioners 
and healing rituals.

I then discuss context, and in particular the 
importance of environmental factors. Evidence 
for the ability of different spaces to facilitate heal-
ing is presented. Finally I outline the work of my 
colleagues and I on the development of artworks 
that strive to create healing environments in hos-
pitals.  The exclusivity of medical science needs to 
be challenged, and healers and other CAM prac-

titioners should be given the opportunity to work 
alongside doctors and nurses in our clinics and 
hospitals.
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Notes
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4 (TIIH.org). The multidisciplinary core team includes 
SARAH GOLDINGAY (a humanities scholar), SARA WARBER 
(a doctor who has also trained in Native American Heal-
ing) and EMMYLOU RHATZ (who has degrees in both Eng-
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