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HYPOTHESIS
THE SALUTOGENESIS-ORIENTED SESSION: CREATING SPACE AND TIME FOR HEALING

IN PRIMARY CARE

David Rakel, MD1,#
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Primary care in America is in need of a rescue. Clinicians are
sked to see more patients in a day that only allows time to focus
n a physical symptom or disease process. They do not have
ime or space to use their humanism to develop insight toward
hat the patient needs for the symptom to resolve, and they are
ften forced to suppress it with technology. This results in a very
xpensive medical system that leads to frustration for a clinician
ho realizes that this is not the way toward facilitating health.
his clinically focused paper proposes the incorporation of a

ealing-oriented session into the delivery of primary care to
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ring focus toward the creation of health (salutogenesis). A salu-
ogenesis-oriented session (SOS) honors relationship-centered
are and will provide a unit that can then be studied to see if it
as a positive influence on cost, quality of care, and provider
atisfaction.

ey words: Salutogenesis, healing-oriented session, primary
are, relationship-centered care, SOS
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“Never mistake knowledge for wisdom. One helps you make a
living; the other helps you make a life.”—Sandra Carey1

Most clinicians who go into primary care do not do so to
imply make a living, they go into the field to touch lives. One of
he most satisfying ways to do this is through developing rela-
ionships. Therapeutic relationships with patients can give in-
ight into what is needed for the body to self-heal. This saluto-
enic process (salud � health, genesis � creation of) gives the
ractice of primary care meaning and purpose. Engel pioneered
he importance of hearing a patient’s story to develop an under-
tanding of how a complex human being finds health in relation
o her/his unique interaction of biopsychosocial and spiritual
nfluences.2,3 Despite the established importance of this model,
rimary care practitioners feel significant barriers to incorporat-
ng it into care, including lack of time, training, and appropriate
eimbursement.4,5

Failure to incorporate the benefits of the biopsychosocial
odel will impede understanding of how the physical symp-

om and the nonphysical emotion are communicating. The
mportance of this is often lost in the 10-minute office visit
here there is only time to explore the physical complaint.
nowing what is going on in someone’s life helps create
nderstanding of what is going on in the body. This emo-
ional connection can have a dramatic effect on health. It
hifts focus from addressing a symptom to exploring its un-
erlying cause. One striking example of the impact emotions
an have on physical health was demonstrated in a study
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ohort of 19 people, all of whom were found to have ischemic
ardiomyopathy with a reduced ejection fraction, apical hy-
okinesis, elevated troponin, and inflammation of their myo-
ardium. When cardiac catheterization was performed, 18 of
hem (95%) had normal coronary arteries. The common pre-
isposing factor they all shared was a severe emotional stres-
or, with the above findings resolving over time.6 Good lis-
ening may be one of our most effective therapeutic tools.7 At
he very least, it allows us to connect with our patients at a
eeper level that honors relationship-centered care.
This paper’s purpose is to bring to the forefront the need to

reate an office visit focused on healing, which allows clinicians
o combine their humanism with their technology for true
ealth-oriented care.

ORKING TOWARD A SOLUTION TO BRING
EALING BACK TO THE PRIMARY
ARE ENCOUNTER
rimary care clinics have different types of office visits, in-
luding the physical exam, procedures, well-child checks, and
he standard, 15-minute visit. The only way to work within
his system, especially as the numbers of patients with multi-
le chronic illnesses continue to rise, is to redistribute time
ased on the patient’s complexity. Time is often stolen from
he patient with a sinus infection to spend with the patient
ho is depressed. When there is not enough time to listen to

he story, care often shifts from a healing focus to one of
ymptom management. This approach requires more expen-
ive, external interventions. An office visit needs to be created
ith a primary goal of learning what is required for the body

o self-heal. This will not replace sound medical treatment but
ill add to care by creating time and space to understand what

s going on in someone’s life that may be contributing to a

ymptom and its progression.
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doi:10.1016/j.explore.2007.10.016

DRakel@uwhealth.org


T
T
m
e
o
o
f
w
t
t
h
i

c
b
a
a
n
i
c
p
g

c

u
l
a
f
m
p
I
n
i
p
s
e
s
i
e
d
(

F
T
t
b
T

F
i
e
o will b

T

he Salutogenic-Oriented Session
he term salutogenesis was introduced by the American-Israeli
edical sociologist, Aaron Antonovsky.8 He was interested in

xploring the “origin of health” rather than looking for the cause
f disease (pathogenesis). This interest was sparked by epidemi-
logical research on women who had survived the holocaust. He
ound that despite severe emotional stress, there was a group of
omen who had good health and lead happy lives despite all

hat they had gone through.9 This paper borrows Antonovsky’s
erm, salutogenesis, to stress the importance of understanding
ow to generate health based on the unique attributes of the

ndividual.
Time and space need to be protected in the clinic schedule to

reate a healing-oriented ritual where expectation is created—for
oth patient and practitioner—of the exploration of what may be
t the root of the symptom so it can possibly be resolved. Ritual
nd ceremony generally refer to processes that separate the ordi-
ary from the extraordinary. Some of these processes are repet-

tive (rituals) and others may be performed only on special oc-
asions (ceremonies).10 It is important that this office visit be
erceived as extraordinary from the routine office session, with a
oal of fostering vision, dreams, and new hope.
Creating a healing ceremony or ritual in the primary care
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he Salutogenesis-Oriented Session
nfold, a process that has been documented extensively in the
iterature as the placebo effect. This process utilizes expectation
nd belief, which have been found to work as well as morphine
or pain,11 arthroscopy for osteoarthritis of the knee,12 internal
ammary artery ligation for coronary artery disease,13 and trans-

lanted fetal nigral cells for Parkinson’s disease,14 to name a few.
n fact, the expectation combined with a surgical ceremony but
o surgical intervention (sham) worked just as well as the surgical

ntervention in many of these studies. Some may say that this
roved that the surgical procedures did not work, but in fact, the
urgical ceremony with expectancy and belief worked very well,
ven if the intended surgical treatment was not carried out. This
hows the power of the ceremony from which a specific therapy
s prescribed. These nonspecific effects (relationship, belief, and
xpectancy) can influence healing even if the therapy studied
oes not have beneficial specific effects or is not carried out.
Figure 1).

oundations of a Healing Encounter
he healing encounter needs to be reproduced and honored in
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Foundations of a healing encounter in psychotherapy were
escribed by Frank and Frank.15-17 They included the following
our ingredients:

an emotionally charged relationship with a helping person
a healing setting (an expected place to go for healing)
an explanation for the symptoms that results in a sense of
control and understanding
a ritual, procedure, or plan that involves active participation of
both parties, which each believes will restore the person to a
state of health

When a patient with depression is treated, the health benefit is
ften attributed to the medication, and the four healing steps
hat were undertaken before the medication was prescribed are
ften ignored. The following example of a patient with depres-
ion can help illustrate these nonphysical, internal influences.

A depressed person whose life is in chaos comes to see you, a
erson with whom there is a relationship based in trust. The
atient comes to a healing setting (medical clinic) with the ex-
ectation that s/he will receive help. The patient tells you her/
is story, and you give a logical explanation for symptoms being
xperienced (a reduction in the level of serotonin). This process
ives a sense of control and understanding. Both you and the
atient agree on a prescribed therapy that both believe will re-
tore health. You then write down the ‘answer’ on a prescription
ad and hand it to the patient. This completes the healing cer-
mony.18

We often give the credit of healing to the physical, external
actor, although what happens between clinician and patient
efore the pill is prescribed may prove to have a stronger effect.
n a study comparing Saint-John’s-wort, sertraline (Zoloft), and
he healing ritual (placebo) for major depression, it was not the
lant or the pill that had the greatest effect, but the placebo eight
eeks after initiating therapy.19 Research on medications for
epression, including a review of data submitted to the Food and
rug Administration, found little difference between the medi-

ation and the placebo. Both the medication and the placebo
ad beneficial effects.20

RACTITIONER EFFECTS
he power the practitioner can have on facilitating healing is
nhanced if there is a relationship based on trust, empathy, and
ompassion. A salutogenesis-oriented session (SOS) will not
nly allow these healing effects to grow but will stimulate heal-
ng in the process. In a study looking at practitioner effects
omparing placebo with the drug imipramine for clinical depres-
ion, it was found that a good therapist able to develop trust and
apport had better results with a placebo than did a poor thera-
ist with the active drug.21 Another study showed that the ability
f therapists to develop trusting relationships correlated posi-
ively with how well their patients responded to prescribed med-
cations compared with therapists who were less talented at de-
eloping rapport.22

In research on distant healing, it appears that healers who send
ositive intention toward those in which they have already es-

ablished a connection of empathy and compassion compared

4 EXPLORE January/February 2008, Vol. 4, No. 1
ith those they have not is one of the key influences of a positive
ffect.23 Eleven indigenous healers from Hawaii were asked to
reate positive intention for people with whom they had a close
ond. When functional magnetic resonance imaging was used to
valuate the receivers of the healer’s positive intention, there
ere significant changes in the brains of those with whom com-
assion and empathy had already been established.24

Primary care is founded in relationship-centered care, and the
rimary care practitioner has already established trust, which will
nhance the care provided in the SOS. The most effective heal-
rs realize this and use these dynamic influences to obtain the
est results with the therapy or technique that is prescribed.25

able 1 provides a summary of key steps toward creating an SOS,
nd Table 2 provides a mnemonic the author developed to
ummarize the key ingredients of a healing-oriented encounter.

OW TO CREATE AN SOS IN THE PRIMARY
ARE CLINIC
rotect Time in the Schedule
ust as you would schedule a physical for 40 minutes, you can
chedule an SOS. These visits are not for everyone, but for

able 1. Summary of Steps to Create an SOS in the Primary Care
linic

● Educate front office staff on how to create SOS template for
scheduling purposes

● Create a 40-minute time slot for the SOS session
● In at least one exam room, create a healing-oriented

environment using natural light (if able), artwork, calming colors,
and textures and elements of nature such as a plant or water
element

● Create positive expectation
● Be fully present
● Listen and gently explore emotions with your questioning
● Have a referral network of practitioners that offer support to

continue the healing process
● Write down a plan that both you and the patient believe in
● Code appropriately to support this work (99204, new patient;

99215, established patient)
● Consider being part of a research network to study the effects

of healing-oriented sessions in healthcare delivery

OS, salutogenesis-oriented session.

able 2. RELIEVE Mnemonic to Help Remember the Key Influences of
Healing-Oriented Encounter

Relationship-centered care, built on
Empathy and trust creates a positive environment where the

clinician can
Listen to a complicated story that creates
Insight into a problem that results in an
Explanation that is consistent with the patient’s
Values leading to
Empowerment and action towards health
The Salutogenesis-Oriented Session
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atients whom the clinician feels need more time to focus on
ifestyle issues that may be contributing to their health concerns.
xamples may include new onset autoimmune disease, new on-
et headaches with no physical cause, irritable bowel syndrome,
r chronic fatigue.
You may want to place these appointments on a specific day

f the week or inform front office staff to protect at least 40
inutes for these sessions when requested. This amount of time

s needed to hear often-complicated stories and organize many
ifferent bits of information relevant to individuals and their
eeds.

reate Space
he importance of the physical space has been known since the

ime of ancient Greece, where the temples to Asklepios, the God
f healing, were designed to surround the patient with nature,
usic, and art to restore harmony.26

Set aside at least one exam room for these sessions. If possible,
ick one that is quiet and has natural light. Make the room feel
arm and inviting to encourage comfort in exploring emotions.
ecorate with warm colors and use art and fabric to add texture.
void a lot of medical paraphernalia, which can give a cold and
ninviting feel. If it is difficult to decorate a room, simply bring
n an element of nature such as a flower, water fountain, or plant.
ven the smallest elements of nature have been found to reduce
tress and muscle tension.27

reate Positive Expectations
o create positive expectation, a typical scenario for having a
atient return for an SOS may go something like this:
There is no evidence of a tumor, and we have ruled out other

hysical causes for your headaches. We don’t have time sched-
led today, but I would like for you to come back on a Wednes-
ay morning when I have set aside time for a session that will
llow us to explore other aspects of life that can have a significant
mpact on physical health. I want to better understand what is
oing on that may be influencing the amount of pain, fatigue
nd sleep problems you have been experiencing. Often in these
essions we find common underlying causes that can help us get
t the root of many symptoms.18

Creating this type of expectation may also help with clinical
fficiency. Just as expectancy is created for an SOS, it can also be
reated for a short “in and out visit” that tells the patient that this
isit is focused on checking on the rash or the painful ear. Cre-
ting better expectation for the variety of care that is provided in
rimary care will enhance quality and time management.28

e Fully Present and Listen to the Story
atients can sense if we are present and truly listening to them or
ff somewhere in our minds. This perception of feeling “listened
o” matters. Being present means that we are listening attentively
ithout judgment or preconceived thoughts. This allows us to

ee the patient for who she/he truly is.29 It brings attention to the
atient’s needs so that we don’t simply fit the person into a
iagnostic box followed by a reflex of therapies that were in-
rained from our medical training. Listening to the patient’s life

arrative leads to a deeper understanding of how to guide her/ g

he Salutogenesis-Oriented Session
im toward health and the alleviation of suffering.30 It is this
tep that bridges the gap between our knowledge of evidence and
ur relationship-centered insight that allows more accurate ther-
peutic decisions.31,32

ffer Support
n SOS session can result in the disclosure of emotionally
harged information related to past traumas or events. The pri-
ary care practitioner is in an ideal position to help patients heal

hrough disclosure, because people are more likely to discuss
hese stressful events with someone who is accepting and whom
hey trust.33 This in itself has been found to improve physical
ealth, enhance immune function, and result in fewer medical
isits.34-36 But if emotions are expressed and the patient is not
iven support to process and continue to learn from them, a
alutogenesis-oriented session can turn into a pathogenesis-ori-
nted one. Collaborative care with a team of practitioners that
ncludes a therapist or psychologist is needed to ensure that
atients have support to continue to work through these emo-
ions and toward improved health.

reate a Plan
riting down a plan at the conclusion of the SOS creates a sense

f control over perceived chaos and creates a mutual belief that
eads to positive action toward health. The plan may be as short
s working on mending a relationship, or more involved to
nclude recommendations on nutrition, pharmaceuticals, phys-
cal therapy, stress management, and spiritual counseling. The
lan is created to enhance a sense of control to empower the
atient to transcend the current environment from which the
ymptoms arose.

In 1987, Thomas published a study showing that a positive
linical visit for a vague viral condition, which gave positive
xpectations and a sense of control, had a 25% greater effect in
ymptom resolution compared with a more uncertain approach
here the physician said, “I am not sure what is wrong with you”
nd “I am not sure that the treatment I am going to give you will
ave an effect.” Two weeks after the visit, the positive clinical
isit had a 64% recovery compared to 39% with the negative
onsultation.37

Having a sense of control has been found to reduce auto-
omic triggers of stress,38 utilization of health services,39,40 per-
eived risk of developing a recurrence of breast cancer,41 and
ven to prolong life in residents of nursing homes.42

Having a sense of control over a chaotic process such as a
isease also cultivates hope, as the individual feels empowered to
ork toward goals that give life meaning. Directing focus toward

ife goals compared with goals related to disease enhances satis-
action for patient and practitioner, as both work toward those
hings that result in an improved quality of life.43

ode Appropriately
n the future, the economics of healthcare will hopefully encom-
ass the importance of allowing time for health-oriented care.
o bridge this gap, appropriate coding is needed to support this
ork. Reimbursement will likely always honor procedures

reater than it will for spending 40 minutes exploring the mul-
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iple influences needed to create a path toward health in some-
ne with fatigue and chronic myofascial pain. But the SOS
eeds to be done in a way that is economically feasible as the
ystem works toward health and healing-oriented care.

Using current coding rules, 40 minutes of face-to-face time is
eeded to bill a 99204 (new patient) or a 99215 (established
atient). It is important to document the amount of time spent
ith the patient and include that “greater than 50% of time was

pent counseling and/or coordinating care.” This needs to be
ncluded if the clinician is using time as the factor upon which
illing is based, compared with specific ingredients of the his-
ory, exam, and medical decision making.

OTENTIAL FOR COST SAVINGS
he potential for cost savings with this approach is great if we are
ble to shift the economic rewards from treating the disease to
acilitating health. This requires that we financially honor the
ractitioner’s ability to facilitate health as much as we financially
onor how many patients he/she sees in a day. Both are impor-
ant and need to be brought toward better equality. Having a
trong primary care infrastructure based in continuity and rela-
ionship-centered care has been found to improve quality of
ealthcare,44,45 reduce hospital admissions,46,47 reduce expendi-
ures on diagnostic testing,48 and lower total healthcare costs.49

his cost savings comes, in part, from the attention given to the
nternal, nonphysical influences on health. These include help-
ng patients feel understood through exploring their needs and
xpectations, addressing psychosocial issues, and expanding the
atient’s involvement and understanding in their health (em-
owerment).48,50,51 If we do not allow the primary care practi-
ioner time to hear the patient’s story and form meaningful
elationships, we will add to the cost by addressing only the
hysical problem, which often leads to more dependence on
harmaceuticals, physician visits, and diagnostic tests.

ONCLUSION
any would state that the ingredients of an SOS are already

ncluded in primary care clinics. This may be true, but it is not
ecognized by the medical system because it is not included
ithin a unit that can be measured. If we can incorporate an SOS
ith its own code and process into medical practice, we will be
ble to collect data to see if it reduces medical costs, improves
uality of life, and enhances professional and patient satisfac-
ion. Interviews of generalist physicians in Scotland reported
hat maintaining relationships with patients was the most re-
arding aspect of their career. They also felt that understanding

heir patients in a holistic way was the most important ingredient
n improving medical outcomes.52 The SOS also resonates with
hat patients rate as most important in receiving “excellent”
are. In a survey by Consumer Reports of 39,090 people, those
actors patients liked most about the doctors they rated as excel-
ent included (1) treats me with respect (77%), (2) listens to me
ith patience and understanding (67%), (3) seems to care about
y emotional well-being (64%), and (4) has made efforts to get

o know me as a person (42%).53

The SOS will give permission to facilitate a healing-oriented

eremony in a medical culture that is in need of a better balance

6 EXPLORE January/February 2008, Vol. 4, No. 1
etween the exploration of health and the treatment of disease.
t will bring joy back to the primary care profession by allowing
ractitioners to work toward those aspects of health and healing
hat attracted them to the field. Lastly, it will support the future
f primary care by showing that having a medical home, based in
elationship-centered care, has a healing effect on clinicians and
hose they serve.54
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