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INTRODUCTION
A decade ago, we published several articles that 

described our definitions of healing and of healing-ori-
ented practice and environments (HOPE) and how they 
are organized to create an optimal healing environ-
ment (OHE) as they apply to healthcare. We also pro-
vided a description of the seven domains and their ele-
ments that constitute an OHE.1 In the ensuing years, 
the accumulation of scientific evidence and the chang-
es in healthcare delivery brought on by health reform 
have reinforced the importance of an OHE as the pre-
ferred clinical approach to patient care by individual 
health practitioners and healthcare institutions. Some 
elements in our OHE definition have been incorporat-
ed into the operations and best practices of several 
medical institutions and into large systems in their 
attempts to transform from disease treatment to health 
and healing.2 However, in our field studies and evalua-
tion of the literature, we have not found a complete 
prototype of an optimal healing environment that ful-
fills our definition and criteria. This is not a criticism. 
Rather, it is a comment on the reality and exigencies 
that exist when medical organizations take on the task 
of changing their culture and philosophy of care. To 
help healthcare organizations move toward becoming 
OHEs, we have developed research and educational 
tools for making a culture change toward institutional-
izing healing as a way of practice. 

In this article, we present an updated and expanded 
version of the OHE definition based on published data 
and solicited input from a large number of scientists, 
providers, and patients. We bring to the forefront the 
concept of “salutogenesis” as the foundational principle 
for producing healing and well-being in healthcare and 
provide further clarification of the domains of an OHE 
with examples of clinical and economic outcomes from 
approaches used successfully in each domain.

SALUTOgENESIS
We now posit and include an anchoring principle 

that unifies all dimensions of healing and human flour-
ishing, regardless of the framework used to organize the 
principle. This is the concept of salutogenesis, defined as 
the process of healing and health creation. Salutogenesis 
is the reverse process to pathogenesis, the process of dis-
ease, illness generation, and breakdown of function. 
Medicine teaches and organizes its activities from 
research to reimbursement on pathogenesis. The new 
healthcare system must do the same for salutogenesis.

Antonovsky first introduced the salutogenic term 
and concept to the scientific world more than 3 
decades ago. Antonovsky’s idea was to focus on peo-
ple’s resources and capacity to create health rather 
than the classic focus on risks, ill health, and dis-
ease.3,4 Antonovsky’s concept of salutogenesis was 
described primarily as a psychological construct and a 
stress-buffering resource, cohering to what he called 
the sense of coherence (SOC). SOC allowed the person 
to maintain and move toward health even in the 
midst of trauma and change. In today’s terms it might 
be defined as a “resilience” factor. 

We believe, however, that the term salutogenesis is 
better used in a broader, more holistic context to apply 
to the general process of healing in all dimensions of a 
person—body, mind, social, and spirit. From this con-
text, our definition of healing is “the processes of recov-
ery, repair, renewal, and reintegration that contribute 
to a whole person’s (physical, mental, social, and spiri-
tual) health and well-being.” Defined in this way, heal-
ing processes are preventive (help retain health and 
build resilience), restorative (accelerate and facilitate 
recovery), and palliative (maximize function and well-
being) even when recovery and cure are not possible. 
The concept also goes beyond the original psychologi-
cal construct to form the foundation for a model of 
medical care built on health creation and not only the 
mitigation of disease. 

Healing is a process that emerges from the whole 
person and is maximized when the practices and envi-
ronments are present to support it. We call these heal-
ing-oriented practices and environments (HOPE). 
When HOPE elements are implemented in a complete 
manner and are integrated with biomedicine, one has 
an OHE. Importantly, healing may or may not result in 
cure, and cure may or may not result in healing.5 
Healing and cure are mutually complementary, and 
both are essential. Thus, for good healthcare, they must 
be integrated. Dealing with the disease is the business 
of medical care. It is done in the healthcare delivery 
space—in the office, clinic, or hospital. The enhance-
ment of healing processes is the business of us all. It 
occurs in the context of relationships in the life space—
at home, school, work, in a clinic, or in a community. 

With this expanded use, salutogenesis then 
becomes the foundation for developing a new approach 
to healthcare, one that is responsive to our current and 
projected needs. An OHE becomes a framework for the 
application of salutogenesis in healthcare settings. We 
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prefer this framework over others such as the patient-
centered medical home or P4 Medicine because it is 
comprehensive and can be used to map and leverage 
many other models seeking to move from disease care 
to health creation. For example, it can and has been 
effectively applied to the development of multiple 
other frameworks of whole system health creation 
such as Total Force Fitness in the military,6 the patient-
centered medical home,7 person-centered care, Optimal 
Healthy Workplaces in the corporate sector,8 and the 
National Prevention Strategy.9 

OPTIMAL HEALINg ENVIRONMENTS
With salutogenesis as its foundation, our current 

expanded definition of an OHE is “a system and place 
comprised of people, behaviors, educational activities 
and interventions, and their psychological and physical 
parameters.” Its purpose is to provide conditions that 
stimulate and support salutogenesis and the inherent 
healing and wellness capacities of the participants. In 
short, it is a place that delivers HOPE (healing-oriented 
practices and environments) and integrates them into 
all aspects of care. OHE is an organizing concept or 
heuristic framework that is applicable to all health 
professionals, patients and their families and signifi-
cant others, healthcare organizations, and healthcare 
systems. Consistent with its preventive, restorative, 
and palliative role, it is also adaptable to schools, work-
sites, and community locations. It is a way of connect-
ing the core concept of salutogenesis to many models of 
healthcare and service deliveries that share similar 
goals and philosophies. Such models include relation-
ship-centered care, patient-centered care, family-cen-
tered care, holistic care, integrative medical care, the 
medical home, and worksite wellness and optimal 
learning environments.1

 

This updated version of OHE is grounded in what 
we now know are the core elements of human flourish-
ing. Once people have the requirements of survival 
(what Maslow called the “basic and physiological 
requirements” of food, water, safety, and shelter), the 
next level for self-actualization and human flourishing 
involves an additional set of basic needs common to all 
people. These needs are psychological resilience, social 
cohesion, physical movement and rest, healthy expo-
sure to substances in the diet and environment, and 
meaningful activity that contributes to society beyond 
oneself. We call these the pillars of human flourishing, 
and they create the framework for understanding an 
OHE10 (Figure 1). These pillars facilitate human flour-
ishing via the emergence of the optimal level of human 
functioning under any circumstances. The presence of 
these pillars allows the development of optimal perfor-
mance, productivity, creativity, and pursuit of happi-
ness and virtue.

Based on the above, we have adjusted the OHE 
framework for healthcare systems to consist of four 
domains or “environments” that individually and inter-
dependently facilitate healing and well-being. Some 

aspect of each of these domains already exists in our 
current healthcare, worksite, educational, and commu-
nity systems and therefore can be mobilized to function 
cohesively.1

 
Each of the domains is relevant to healthy 

people, to patients and their significant others, for indi-
vidual practitioners, healthcare teams, and healthcare 
systems as a whole. That is, they are relevant across the 
full spectrum of our lifespan and generations. 

The four domains are the: 

Inner Environment with the two constructs “healing 
intention” and “personal wholeness”; 

Interpersonal Environment with the constructs of 
“healing relationships” and a “healing organization”;

Behavioral Domain with the constructs of “healthy 
lifestyle” and “integrative healthcare”; and

External Environment with the constructs of “heal-
ing spaces” and “ecological sustainability.” 

The following is a brief description of each of these 
four domains and eight constructs of an OHE (Figure 2).

THE INNER ENVIRONMENT
All healing starts with, and is maintained by, 

intention and expectation. Intention and expectation 
determine both what we are looking for and what we 
see. Healing intention is defined as “the conscious and 
mindful determination to improve the health of one-
self or another.” Too often, a person with a chronic 
disease has a low expectation that healing can take 
place.11

 
It is through the conscious development of 

awareness, expectation, intention, and belief by the 
patient, their significant others, and the healthcare 
team that well-being and health goals can be achieved 
even when cure is not possible. The evidence for the 
impact of intention and expectation on health out-
comes is most apparent in the placebo literature. This 
growing body of literature documents the power of 
hope, expectation, and belief on pain, performance, 
mental conditions, and mortality.12,13 

The inner environment of the OHE framework 
organizes these placebo components and their underly-
ing mechanisms of “meaning and context” to maximize 
their healing potential.14,15

Techniques and approaches that facilitate healing 
intention include mind-body practices, medical rituals 
such as the office visit and healing circles, guided imag-
ery, spiritual practices, and religious practices includ-
ing prayer.16

 
As an example, educational programs on 

the use of mindfulness for health providers, patients, 
and their families have been successful in enhancing 
recovery and the experience of wellness, wholeness, 
and a meaningful, productive life.17-21

Personal wholeness is defined as “the experience of 
well-being that occurs when the body, mind, and spirit 
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Figure 1	The	core	components	of	human	flourishing.
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are congruent and harmonious.” An OHE includes 
techniques for self-care and mind-body-energy practic-
es. A healing presence can emerge from these tech-
niques, and is defined as “a deep emotional state and 
physical awareness of being fully present and whole.” 
Healing energy is the sensation of a force that occurs 
when the body and mind are at peace and working har-
moniously. The patient’s personal wholeness results in 
the actual experience of healing and well-being and not 
just in their cognitive understanding.22,23

 
Modalities 

that can induce this experience include meditation, 
yoga, tai chi, Reiki, healing touch, journaling, and vari-
ous forms of artistic media. Examples that have been 
employed include workshops on yoga practices for 
both cancer patients and oncology staff,24-26

 
imagery 

tapes for pre and post-operative recovery,27
 
and hypno-

sis.28
 
The addition of cultural, ritual, spiritual, and/or 

traditional religious practices and programs also have 
been successful in fostering this sense of expanded 
awareness and connectivity to the world29

 
and in accel-

erating recovery.28,30
 

THE INTERPERSONAL ENVIRONMENT
The interpersonal environment focuses on the 

domain where individuals relate to others. Cultivating 
healing relationships is an extremely powerful way to 
stimulate recovery and to support and maintain well-
ness. Healing relationships are defined as “the connec-
tions and interactions between persons who hold an 
intention for healing and well-being to occur.” They 
are intentional and covenantal in nature, are grounded 
in trust, involve both positive and authentic emotional 
engagement, and are mutually beneficial. These rela-

tionships foster a sense of belonging, of feeling like 
being home and being known, and involve social and 
emotional support and social coherence, and create an 
experience of wholeness. Healing relationships are 
cultivated through effective communication, empa-
thy, and trust—all skills that can be taught and 
learned.31 In the medical setting, this domain of an 
OHE supports the therapeutic alliance essential to 
optimal participation, compliance, and recovery. 
Approaches and techniques that facilitate this occur-
ring are derived from family-centered, person-cen-
tered, and/or relationship-centered care; peer-to-peer 
coaching; and communication skills training. One 
example is the Four Habits model that involves the use 
of empathy and communication training for clinicians 
with poor patient satisfaction scores.32,33 Another 
example is the Caritas training of Jean Watson based 
on her Caring Science model of nursing.34

Healing relationships occur mostly outside of clin-
ical relationships, within the family’s and patient’s 
social support system. There is extensive evidence doc-
umenting the impact of a person’s social support sys-
tem on mortality and morbidity.32,33 An OHE enhances 
social support systems by creating spaces that allow 
family participation in care and models of care that are 
patient- and family-centered.

Connecting the clinical and non-clinical spaces is 
another aspect of healing relationships that relates to 
the patient’s family, close friends, and significant oth-
ers in their critical role of caregivers. These individuals, 
when properly educated about the healing process and 
its timeline, are in a position to provide assistance and 
coordinate care for the patient, to make appropriate 

INTERNAL                                INTERPERSONAL                               BEHAVIORAL                                   EXTERNAL

INNER ENVIRONMENTS                                                        TO                                                           OUTER ENVIRONMENTS 
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OPTIMAL HEALING ENVIRONMENTS
Making Healing ans important as Curing

An Optimal Healing Environment is one that supports and stimulates patient healing by addressing the social, psychological, 
physical, spiritual, and behavioral components of health care and enabling the body’s capacity to heal itself.

Figure 2	The	domains	of	an	optimal	healing	environment.
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decisions as a surrogate of the patient, to identify and 
use community agencies and services and to serve as 
knowledgeable informants to the clinician. They are an 
integral member of the care team and thus crucial to 
the patient’s overall support system and well-being.35-37 

When healing relationships are embedded into 
the culture and leadership of an organization, it is pos-
sible to have a healing organization. Healing organiza-
tions create an expectation that staff are knowledge-
able, skilled, caring practitioners who demonstrate 
mutual respect, practice honest communication, refer 
appropriately, share a commitment to the concept of 
healing, work as a team, create integrated plans of 
patient care, and focus on treating the whole person 
regardless of their individual specialty training.38

 

Healing organizations have the ability to imple-
ment effective and efficient integrative care teams and to 
provide a range of interconnected services that support 
patients and their families seamlessly throughout the 
continuum of care. This is accomplished through trans-
formational and mindful leadership, a clear and focused 
mission and values statement, and formal policies 
embracing a healing environment and fostering healing 
behaviors. A healing organization adopts a philosophy 
of person-centered care and participatory teamwork and 
provides the technology, equipment, facilities, and sup-
plies that support healing practices and regular monitor-
ing, evaluation, and continuous improvement.2 These 
types of clinical teams are shown to cut costs, improve 
clinical outcomes, reduce mortality, enhance staff 
morale, and improve patient satisfaction.39,40 

THE BEHAVIORAL ENVIRONMENT
Healthy lifestyles are defined as “self-care behav-

iors that promote healthy habits and prevent future 
development of disease.” The elements of a healthy 
lifestyle are well known and include healthy eating, 
regular exercise, stress management and relaxation 
techniques, and a balance between work, family, and 
leisure activities. It also includes attention to managing 
negative behaviors and addictions as to alcohol and 
tobacco, unhealthy sexual behavior, and violence.41,42

 

An OHE provides programs to support the adop-
tion of healthy habits by patients, families, the medical 
team, and the community at large. Techniques to 
accomplish this include access to individual and group 
health and nutrition educational programs such as 
“teaching kitchens,” onsite fitness facilities, stress-man-
agement workshops, family and child care classes, and 
the use of support networks to model and practice 
social coherence. One example is the offering of self-
care classes to employees and dedicated space for doing 
group visits where patients and families can learn 
about weight and stress management and addressing 
other needs such as practicing mind-body techniques 
during work breaks.43,44

Integrative healthcare is the “organized matching 
of treatment strategies derived from a variety of medical 
care systems including conventional medicine, comple-

mentary and alternative medicine, traditional and folk 
medicine, and holistic medicine.” It is the coordinated 
application of preventive and treatment modalities for a 
patient’s therapeutic needs that support and stimulate 
inherent healing and self-recovery capacities.45,46

An OHE supports the use of integrative healthcare 
by making available pluralistic care delivery models, 
training clinicians to select the most appropriate inter-
vention regardless of origin, providing onsite comple-
mentary and alternative practitioners, and creating a 
system to track the safety, effectiveness, and costs of a 
patient’s regimen. Examples include the purposeful 
weaving of inpatient complementary medicine prac-
tices into the fabric of patient services that are available 
for ordering by the physician. Examples include acu-
puncture for pain and postoperative nausea,47 aroma-
therapy for sleep,48 safe and effective supplements and 
herbal treatments, and healing touch for anxiety.49

 

THE EXTERNAL ENVIRONMENT
The external environment forms the last domain 

of an OHE and encompasses the constructs of healing 
spaces and ecological sustainability. Healing spaces 
facilitate the other components of healing and can have 
direct healing effects themselves. Healing spaces pro-
vide access to nature and use music, art, color, and 
aroma (and odor control) to invoke the relaxation 
response and set a positive tone. Skillful use of technol-
ogy to decrease noise and provide or mimic natural 
light patterns is critical to protecting circadian rhythms. 
There are many examples of clinical and living space 
design that facilitate healing by decreasing adverse 
events such as strategic location of the headwall in pri-
vate rooms, room locations that minimize distance for 
the care provider, and designated space for family par-
ticipation and closeness to the patient. Designs that 
optimize activity and exposure to nature include heal-
ing gardens, walking paths, and orienting landmarks.50

 

Ecological sustainability refers to actions that 
reduce the waste, toxic materials, and carbon footprint 
of healthcare facilities and support the health of the 
planet. In an OHE, clinicians, staff, and administrators 
consider the impacts of their facilities’ construction 
and maintenance and the diagnostic and therapeutic 
choices on local and global environments. An OHE sup-
ports practices that reduce energy use and chemical 
impact, conserve resources, and prevent pollution. 
Ecologically sustainable choices promote public and 
environmental health. Approaches include minimiz-
ing patient and staff exposure to chemicals, contami-
nants, and toxic substances by setting up solid waste 
reduction programs, offering pollution prevention 
recycling education and opportunities, replacing 
resource-intensive products with ecologically friendly 
ones, and engaging with the local community farmers’ 
markets. Examples include building Leadership in 
Energy and Environmental Design (LEED)–certified 
buildings throughout a hospital system, establishing 
green teams with representatives for hospitals and 
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medical offices, and creating sustainability standards 
for purchasing that take into account the entire life 
cycle of products from production to disposal.51,52

MEASURINg HOPE
Over the last decade, Samueli Institute has devel-

oped tools for the assessment and improvement of 
healthcare practices in any organization that seeks to 
become a full OHE. These tools provide a comprehen-
sive snapshot of current healing-oriented practices and 
environments (HOPE) in any organization and also 
show the cultural penetration and readiness for change 
in the organization to move toward delivery of saluto-
genesis. Figure 3 illustrates a “radar map” from one 
such assessment. When accompanied by a detailed 
report, this information demonstrates the strengths 
and weakness of an organization in its current efforts to 
deliver HOPE and where the maximum value for 
investment and process improvement will occur. 

Why Should We Care About Salutogenesis?
We recognize there can be barriers to introducing 

and sustaining HOPE in a health center. Healing 

research is a relatively immature field just now coming 
into its own. There are questions about the availability 
of supporting evidence-based data, and the reliability 
and validity of conventional health measures in the 
context of a healing environment. High-tech care is still 
valued over high-touch care by many. There is a lack of 
consensus of what defines and constitutes integrative 
medicine. The Affordable Care Act often leaves major 
questions about if and how healing behaviors and prac-
tices will be covered in benefits and where along the 
spectrum of care they will be supported. Thus, health-
care organizations can be reluctant to invest in develop-
ing and delivering them. 

On the other hand, there are important reasons for 
creating an OHE. Our population is both aging and 
expanding as life expectancy increases and as the Baby 
Boomers fuel growth in the 65-years-and-older age seg-
ment. For almost all people, aging is inevitably associ-
ated with chronic health conditions and disabilities. 
Most chronic diseases cannot be cured. Thus, once they 
occur, they are constantly present in a person’s daily 
life as are their therapeutic interventions. Accordingly, 
the focus of the practitioner-patient dyad must be on 
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Figure 3 Optimal	healing	environment	survey.
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Table	The	Growing	Business	Case	for	Creating	HOPE	and	an	OHE

Outcome
Domain Activities Quality Safety Satisfaction Cost/Cost-avoidance

Inner Environment

Mindfulness  
Meditation

Improved	patient	
self-reported	physical		
and	mental	health		
status60,64,65

↓	pain66,67	
Improved	sleep68	

↓	diagnostic	error69-71 Improved	patient	and		
provider	self-reported		
physical	and	mental		
health	status60,64,65

↑	patient	and	provider
satisfaction60,72,73

↓	provider	burnout60	
↓	diagnostic	errors69-71

↓	relapse	or	recurrence	rates		
in	patients	with	major		
depression65,74	

Nurse Transformation 
Programs

↓	infection	rates2 ↓	prescription	errors2	
↓	patient	falls2	

↑	patient	and	staff		
satisfaction2	
↓	nurse	turnover	and		
vacancy2

↓	use	of	sleep	and	other		
medication2

↓	medication	errors	and		
patient	falls2

↓	nurse	turnover,	vacancy,	and	
agency	usage2

Interpersonal Environment

Healing Relationship 
Training Programs

Improved	patient-provider	
relationships75-77	
↑	nurse	and	physician		
efficiency78

↓	use	of	call	lights78

Improved	ability	for		
staff	and	patients	to	
speak	up79	
↓	patient	falls80

↓	skin	breakdowns81

↑	patient	and	employee		
satisfaction79,80,82,83

↓	patient	stress,	anxiety,	
and	pain84,85

↓	provider	depression,	
stress,	and	burnout86-88

↑	nurse	efficiency78

↓	physician,	nurse,	and	executive	
replacement	costs2,83	

↓	patient	falls	and	skin		
breakdowns80,81

↓	pain	and	sleep	medications84

↓	medical	legal	claims76

Healing Relationships  
at Work

Improved	worker		
engagement	and	work	
quality89,90

↓	on	the	job	injuries89,90 Improved	worker		
engagement	and		
well-being89,90

↑	productivity91

↓	injuries	on	the	job89,90

Organizational 
Teamwork Model

↑	provider	efficiency59	
↓	mortality/death	rates92,93

↑	patient	and	staff		
satisfaction59	

↑	provider	efficiency59

Patient- and  
Family-Centered Care 

↓	length	of	stay52,53

↓	ER	return	visits53
↓	medication	errors53

↓	adverse	events53
↑	patient	and	provider		
satisfaction	scores52,53	
↑	patient	and	family		
self-efficacy	and		
empowerment53

↑	staff	retention53

↓	absenteeism53

↓	turnover53

↓	length	of	stay52,53

↓	ER	return	visits53

↓	medication	errors53

↓	adverse	events53

↓	medical	legal	claims53

Increased	revenue	from:
↑	inpatient	volume
↑	outpatient	volume53

Behavioral Environment

Lifestyle Modification ↑	work	productivity41 National	savings	due	to:
↓	utilization	of	health	care		
services	and	expensive	medical	
procedures94,95

↓	lost	productivity	costs41

Chronic Disease  
Healthy Lifestyle  
Self-Management 
Initiatives

Improved	health	behaviors	
and	self-reported	health	
status96,97	
↓	pain96

Improved	self-reported	
health	status	96,97

↓	pain96

↓	utilization	of	health	care		
services96	
↓	length	of	stay97

Worksite Wellness 
Programs

Improved	health		
behaviors44,54	
↓	health	risks44,98

↓	on	the	job	accidents99 ↑ employee	morale100

↓	turnover100
↓	medical,	disability,	and		
workers’	compensation	costs54,62	
↓	employee	turnover,	absentee-
ism,	and	lost	productivity	costs54,62

Overall	ROI	estimated	at	$1.44	to	
$9.00	for	every	dollar	invested100,	62

Integrative Medicine Improved	self-reported	
health	status61

↓	pain101

↓	length	of	stay102

Improved	self-reported	
health	status61	
↑ patient	satisfaction103

↓	pain101

↓	utilization	of		
healthcare	services104	

↓	utilization	of	healthcare		
services104	
↓	length	of	stay104	
↓	pharmaceutical	costs61,104

ROI	for	cost	of	inpatient	hospital	
stay	estimated	at	$1.82	for	every	
dollar	invested105
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healing and on healing environment components 
regardless of whether there is expectation of cure. 

CONCLUSION
There is a growing business case for implementing 

the components of OHE. In the category of cost effec-
tiveness, both decreased staff turnover and decreased 
length of stay have been documented.1,2,50-57 Decreased 
patient falls and other injuries as well as decreased 
medical errors attest to increased safety.2,53,56,58 There 
is increased family and patient satisfaction and comfort 
scores as well as increased workforce morale and 
decreased burnout and absenteeism.2,53,59-63 There is an 
increase in quality of care, including decreased postop-
erative pain and discomfort, decreased re-admission 
rates, and decreased morbidity and mortality for some 
diseases.1 The Table provides examples and practical 
applications of the effects of each OHE domain on qual-
ity, satisfaction, safety, and cost and summarizes recent 
research on the business case impact of each of the 
domains. Collectively, these studies provide strong evi-
dence for investing in the development and integration 
of healing into medical care. 

There is, and perhaps always will be, considerable 

flux in the American healthcare system as political, 
financial, technological, and medical factors impact the 
everyday practice of medicine. It can be extremely dif-
ficult to follow the tenets of medical professionalism 
while trying to withstand and adapt to the changing 
external expectations and pressures of government, 
insurers, medical center administrations, and commer-
cial entities as well as those of patients and their sig-
nificant others. We believe that providing medical care 
in an OHE founded in the principals of salutogenesis is 
a central way to sustain, support, and enrich quality of 
life while reducing costs for both the practitioner and 
the patients for whom we have the privilege of provid-
ing medical care. 
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