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I did not know that I was allowed…to donate

 my presence, my attention, my regard.

(Charon, 2006, p. 34)

It’s where everything begins.

It’s a moment few of us can remember, but none of us can forget:  the first time another living being looks into our eyes. We are seen. We encounter another.  

We are seconds out of the uterus, where there has been kinetic, biological and emotional  attunement between mother and unborn child.  

Now, out here in the too-bright lights of this outside world, eyes meet.  And through those eyes, souls speak to each other.  The mother’s or father’s eyes communicate, “I see you.  I know who you are. I claim you. I will keep you safe.”

The stage becomes set, here, for how safe, loved, and self-confident this baby will feel, and how capable of managing danger and worry he will be, for the rest of his life. This is the power of attunement.
When there is mis-attunement, right off the bat, then it’s where another kind of life begins.  When the mother is unconscious, or father is absent, or either parent is drunk or depressed, those feelings are also communicated to baby.  He responds with efforts to awaken parents’ love, or regulate parents’ moods, or enliven frozen expressions.  He presses the call button.
Attunement with another human being is one of our earliest quests. Evolution appears to be at the heart of it:  We connect with each other, in the beginning, as part of a biological imperative to survive.  Where there is deep connection between a baby and a primary caregiver, food is more likely to arrive; protection is more likely to be forthcoming; abuse is less likely to enter the picture; and survival is more likely to be assured (Ainsworth, 1963; Blum, 2002; Bowlby, 1958; Bowlby, 1969; Brazleton and Cramer, 1990; Fraiberg, 1987; Hinde, 1982; Hrdy, 1999. Karen, 1994; Lyons-Ruth and Zeanah, 1993; McCall, 1979; Siegel and Hartzell, 2003; Suttie, 1935).
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What in the world does this have to do with the provision of health care in the 21st century?  What does this have to do with making connections with grownups?  What does this have to do with The Therapeutic Relationship between healthcare provider and patient?

Two implications of infancy research seem imminently applicable to healthcare:

· The experience of the patient, who is often momentarily regressed, fearful, dependent, and away from familiar and reassuring elements of his own world, may be remarkably like the experience of the infant:  searching, wondering about safety, needful of touch, needful of reassurance, needful of information about the environment.  While the patient is most assuredly not a baby, and this is certainly not a call to treat patients like babies, there is something to learn from the infant’s experience of dependency and connection, and from the  range of methods—many of them non-verbal—used by parents to deliver reassurance, and to contain.  

· Just as the caregiver’s earliest experience of being cared for when he was young, dependent and worried may predict the sort of caregiver he becomes, so the experience of the patient in these same states may predict the sort of patient she becomes.  Does she experience shame at being weak and needy, because this is what she felt (or was made to feel) when she was little, resulting in a passive (or passive-aggressive) role as a recipient of healthcare?  Does she experience terror at being dependent and unsure of the circumstances, as a result of being left alone  when she was little, resulting in incessant pushing of the call button, but finding nothing done for her to be adequate?  Did she have a grandmother who just knew her, whose attunement was so exquisite and gentle that now, as a patient, she welcomes each thing done for her as a gift, and shows her gratitude as a patient because you merely said “Good morning”? 

A scientifically poorly-understood phenomenon in infant development—until recently—is the way in which the caregiver’s attunement with the baby contributes to the infant’s capacity to regulate his own inner states.  Actually, our grandmothers probably understood this very well.   They knew that babies respond to particular vocal sounds, timbres and rhythms, as well as to the nuances of parental facial expression, the specific quality of parental movements, and even to “unseen” but clearly-experienced phenomena such as parental mood.  They understood that an upset daddy would usually have trouble calming an upset baby.  

But science has now caught up, and documented the dance of co-regulation that occurs when a dyad is well-attuned.  Early research wondered what would happen if that hunger for attuned connection were frustrated.  In what were called the still-face procedures (Gianino and Tronick, 1988; Tronick and Cohn, 1989), mothers faced their infants in a laboratory, and initially interacted “normally”.  They were then instructed to suddenly turn “still” and unresponsive, while still facing their babies.  The infants began the most remarkable sequence of attunement-seeking behaviors—including extension of arms and legs toward the mother, exaggerated facial expressions, and other efforts to “reach” the affectively-flat and unresponsive mother—before taking a break, trying again, becoming agitated and dysregulated, and eventually collapsing into withdrawal and sorrow.

More recent work has looked at the tiniest nuances involved in the creation of attunement and found that mothers and infants engage in collaborative communication, described by UCLA psychiatrist and research Daniel Siegel this way:  

When a baby smiles and makes soft wordless sounds, a nurturing parent responds in like manner by smiling back at the baby and imitating some of the sounds, then pausing and waiting for the baby to respond again.  A dialogue is begun which says to the baby “I see you and I’m listening to you and I’ll give back to you a reflection of yourself that is valued so you can see and value yourself too.”  Thus, a connection is made through this simple dialogue, a give-and-take of signals that creates a sense of joining.  Our child’s emotional well-being is built on this intimate dance of communication (Siegel and Hartzell, 2003, pp. 80-81).

This attuned communication is built on contingency:  The mother responds when the baby signals (not randomly, or in response to her own wishes or internal cues), and in a fashion that is rhythmically and affectively attuned to the baby’s last cue.  As this particular quality of communication continues, each partner begins to affect the other, even to contribute to the regulation of the neurology of the other.  The baby begins to experience a coherent sense of self and of self-with-other.  It feels good.  The baby relaxes.  The two have co-constructed (Siegel and Hartzell, 2003, p. 83) their reality, and both are benefactors of the experience.  

Can we imagine a more apt metaphor for the state-of-mind we would wish our patients to acquire—and for our role in evoking such a state-of-mind—than this?  It shouldn’t surprise us that recent research in developmental neurobiology shows that this kind of co-construction of experience, based on just such modes of contingent, collaborative communication, are seen between adults, as well.  And the effects are stunning.

Mainstream medical research now documents what we have long “sensed” about the nature of certain human connections that “just seem right”—those between people who just seem to “click”.  Researchers at UCLA report that even physical proximity between two people begins to shape the electrical activity of each person’s brain (Siegel, 1999).  We also see that, “Other nonverbal signals, including facial expression, tone of voice, gestures, and timing of response, have a direct impact”, and “It is in this manner that the emotional state of the sender directly shapes that of the receiver” (Siegel, 1999, p. 277).

How we in healthcare respond to these notions about the meaning and import of presence and attunement will have implications for everything from the efficacy of care (how fast  people get better) to later patient reports of satisfaction (what people say about us); from how harmonious life is on the unit (how affectively and neurologically regulated, looked after, and calm the patients are feeling) to how grumpy the relatives are (how much they pick up on their family member’s distress).  

If it is in the nature of healthcare that we interact with people, is it within the scope of practice that we consider exactly how?  We’re going to be in the patient’s room, anyway.  We’re going to change the dressing, change the bed, ask the questions, administer the care.  Does it make a difference whether we make the interaction an attuned one, or a misattuned one?  Shall we use all the tools at our disposal—including the capacity to directly touch the mind of the patient?   Shall we recall what our grandmothers could have told us about how to hold a baby—I mean, really hold the baby, so she feels held, and seen, and known, and heard, and understood, and safe and, therefore, calm—or shall we ignore this wisdom, now confirmed by scientific research?

Dr. Jill Bolte Taylor is a neuroanatomist who, while conducting research at Harvard Medical School Department of Psychiatry, experienced a massive left hemishpere stroke.  She wrote of one part of her experience as a patient:

I wanted to communicate:  “Yelling louder does not help me understand you any better!  Don’t be afraid of me.  Come closer to me.  Bring me your gentle spirit.  Speak more slowly.  Enunciate more clearly.  Again!  Please try again!  S-l-o-w down.  Be kind to me.  Be a safe place for me.  See that I am a wounded animal, not a stupid animal.  I am vulnerable and confused.  Whatever my age, whatever my credentials, reach for me.  Respect me.  I am here.  Come find me” (Taylor, 2006, p. 72).

Everything, at that point in her care, seemed to depend on her catching the attention of her caregivers at the hospital.  She needed desperately for them to see her, to discover her, to find the person inside.  She pleaded for attunement.  

Here she lay:  a brilliant scientist who could not begin to communicate what was wrong.  Language was gone, and logical reasoning was gone.  Her only hope lay in someone’s capacity to step inside her world, attune to the meager means of communication she had available, attune to her desperate need for information, attune to exactly the person she was, at that moment:  a wounded animal, scared to death, and terrifyingly mute.

What does it take to be attuned to another?  What does presence look like? Do we need special equipment?

We may actually have a particular kind of neural wiring for this job of experiencing what another experiences—an act which would seem to be inextricably linked to empathy and, therefore, to attunement.  Mirror neurons were discovered quite accidentally in a lab at the University of Parma in Italy, when researchers noticed that motor neurons would fire in the brain of one macaque while that animal watched another macaque move (Blakeslee, 2006; Rizzolatti, et al, 2001).  The observing animal never actually moved a muscle, but the activity of his brain made it appear that he did.  The neurology of one mimicked the neurology of another.

Interestingly, this did not surprise the lead researcher, who later said:

We are exquisitely social creatures.  Our survival depends on understanding the actions, intentions and emotions of others…Mirror neurons allow us to grasp the mind of others not through conceptual reasoning but through direct simulation. By feeling, not by thinking” (Blakeslee, 2006, p. 1).   

Evolution selects for attunement?  We need the capacity to detect and understand the experiences of others, in order to survive?   And we use our own bodies—including many hardwired parts—to engage in this survival-based, but imminently sophisticated, act?  It is, then, natural?    

If so, then it would appear that—barring alexithymia (Sifneos, 2000; Taylor and Bagby, 1988), autism, lesions in specific areas of the brain, or one of the serious mental disorders that seems to wipe out any interest in others (except as they might be of service to the self)—attunement, and its sidekick, empathy, will come, if we just get out of the way.  We get in the way of attunement when we sabotage our natural curiosity, our natural empathy, and our natural tendency to hook in to the experience of another, by moving too fast, focusing too little, focusing on the wrong things, abusing our own bodies, forgetting to take care of our own souls, dropping our principles in the service of our latest object of worship.

We learned attunement as babies.  It was a gift to us.  Activated were parts of our brains already hard-wired to do the job, to connect, to “read”, to feel with another, to be present. What would it take to nourish that capacity, to urge it back to life?

One physician found the key in “conscious timeshifting”, which he described with exquisite simplicity:

…I would continue at a rushed, urgent pace, quickly assessing the problem, never making real contact, prescribing some drug, and moving on to my next task.  The result was satisfying neither to the patient nor myself.  Underlying causes and stresses were never revealed, and the patient felt frustrated as well as still fearful about a potentially serious problem.  We had not shifted into a rhythm that promoted healing.

During all of this, as I felt the pressures and demands of my work, I found the greatest relief was to simply take a few moments to shut my office door, close my eyes, take a few deep breaths and allow myself to feel my own rhythm.  Doing this made it much easier to then shift speeds at other times of the day (Rechtschaffen, 1996, p. 77).                   
These are decisions each practitioner must make for herself.  It may take a revolution of the soul for you to return to core principles of connecting with the patient.  Or it may take the mildest of adjustments:  just remembering to stop, touch the door jamb before you enter the room, count to five, and get ready to greet, and attune to, another human being. 

This article has tried to suggest that the capacity for attunement—for presence with our patients—is already in most of us, and was, from the very beginning; that attunement is the foundation of a therapeutic relationship; and that attunement is the cornerstone of efficacious care, care that heals.
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