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Relationship-centered care (RCC) is a clinical philo-

sophy that stresses partnership, careful attention to

relational process, shared decision-making, and self-

awareness. A new complexity-inspired theory of human

interaction called complex responsive processes of

relating (CRPR) offers strong theoretical confirmation

for the principles and practices of RCC, and thus may

be of interest to communications researchers and re-

flective practitioners. It points out the nonlinear nature

of human interaction and accounts for the emergence of

self-organizing patterns of meaning (e.g., themes or ide-

as) and patterns of relating (e.g., power relations).

CRPR offers fresh new perspectives on the mind, self,

communication, and organizations. For observers of in-

teraction, it focuses attention on the nature of moment-

to-moment relational process, the value of difference

and diversity, and the importance of authentic and

responsive participation, thus closely corresponding

to and providing theoretical support for RCC.
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I n a landmark 1994 monograph, a distinguished group of

researchers, educators, and practitioners asserted the fun-

damental importance of relationships in health care: relation-

ships between patients and clinicians; among members of

interdisciplinary health care teams; between the health care

system and the community; and—especially noteworthy—the

relationship of the clinician with her or himself.1 The concept

that they introduced, relationship-centered care (RCC), repre-

sents the most recent step in a long-standing movement to

advance humanism in medicine—to complement the objectiv-

ist and reductionistic approach of science-based practice with

a sensitive and empathic approach to the patient’s subjective

or lived experience of illness.2 This was the agenda of RCC’s

immediate precursors, patient-centered care3,4 and the Bio-

psychosocial Model.5–7 RCC takes another step forward by

calling attention to the personhood of the clinician as well as

that of the patient. It also recognizes explicitly the emergent

capacities of a partnership or team to do things together that

the individuals could not do on their own. According to the

advocates of RCC, the capacity to form effective relationships

and capacity for self-reflection are essential to good clinical

care, and should be developed as a part of medical education.

RCC is more an ideology than a theory. It offers a set of

values and methods; it is a philosophy of and an approach to

care. But while its central theme—that relationships are es-

sential to good care—is supported by a growing body of re-

search,8 it does not elucidate the nature of relationships or

explain how they work. This lack of an explicit theoretical un-

derpinning is also characteristic of most research in the field of

health care relationships; it is only the occasional study that

explicitly references its basis in a theory such as Psychoanal-

ysis, Marxist Theory, Self-Determination Theory, Attachment

Theory, or Game Theory. Nonetheless, I would contend that

even in the absence of an explicit theoretical framework, in this

field there is a common implicit ‘‘metatheory,’’ a set of assump-

tions that shape how we think about and study health care

relationships. In this paper, I would like to examine this im-

plicit theoretical foundation, and then to propose that a new

theory, complex responsive processes of relating (CRPR), might

serve as a better foundation, one that more closely matches

and justifies the principles of RCC.

Usual Ways of Looking at Communication and
Relationship

At the heart of our usual way of looking at communication and

relationships are 4 important underlying assumptions and

perspectives. The first is the assumption that all behavior in

a medical encounter is intentional. As I interact with you, I

may be conscious of my intent, for example attempting to con-

vince you to take your medicine. Or my purpose may be un-

conscious, for example, blaming you when your blood

pressure is too high to avoid feelings of inadequacy and shame.

Either way, we assume that if a behavior takes place, there

must be some kind of motivating intention on somebody’s part

and that no behavior occurs without an intention.

Next is the assumption of linear causality: every effect has

a cause that is ultimately discoverable (e.g., you take your med-

icine because you hold a belief that it will prevent you from

having a stroke or because you trust me). Understanding causal

factors allows us to predict outcomes (e.g., discovering patients’

health beliefs or their perceptions of their relationships with

doctors) or better yet to control them (e.g., changing patients’

health beliefs or improving the quality of relationships). This

assumption underlies virtually all biomedical research, includ-

ing research on health care communication and relationships.

A third assumption is that communication is a process of

information transfer. I have a thought within the private space
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of my own consciousness (‘‘treating your high blood pressure

will reduce your risk of stroke’’). I encode that thought into

words and gestures to elicit within the private space of your

consciousness a similar meaning. Communication is thus a

signaling process between individuals. The fidelity of trans-

mission may be high or low. Indeed, much research has been

carried out on personal, process, and environmental charac-

teristics affecting the accuracy of communication.

The fourth element of our traditional perspective involves

how we study relationship process. Most studies of communi-

cation and relationship use the encounter—the office visit—as

the basic unit of observation. Typically, the analytic design

consists of correlating independent variables (qualities or

measures presumed to be relatively static over the course of

the visit, e.g., the doctor’s race or gender, the patient’s per-

ceived health status, or the doctor’s collaborative communica-

tion style) with outcome variables (states or attitudes that are

also presumed to be relatively enduring such as satisfaction

with the visit, the patient’s intention to take medication, or the

patient’s actual subsequent behavior). Other than sociolin-

guistic studies, there has been little attempt to study mo-

ment-to-moment dynamics during the encounter.

These 4 elements have served as the foundation for a pro-

ductive and successful research effort that has contributed to

improvements in medical practice and outcomes and to sub-

stantial changes in medical education. Nevertheless, impor-

tant dimensions of relationship process are invisible to the

traditional perspective, as we shall see shortly. We turn now to

a very different theoretical foundation, one based in a new

complexity-inspired theory called CRPR. I will describe CRPR,

compare it with the traditional perspective, and show how it

offers useful new views of familiar phenomena.

Self-organizing Patterns of Meaning and Relating

Complex responsive processes of relating integrates insights

from sociology, social constructionism, and complexity to

show how patterns of meaning and relating are continuously

self-organizing in the course of human interactions.9,10 To un-

derstand the theory, we begin with the observation that human

beings are a thoroughly social species; we grow up and live in a

medium of continuous social interaction. Human infants and

children depend on others and cannot survive by themselves.

Even as adults, it is extraordinarily rare for humans to live

without some degree of interaction. For most of us, daily life

consists of abundant interactions with many people.

Ongoing social interactions are comprised of patterns of

relating (such as role structures, dominance hierarchies, and

behavioral norms) and patterns of meaning (such as vocabu-

lary, concepts, and knowledge of both a general and particular

nature; e.g., knowledge about all trees and about this tree, re-

spectively). For patterns of meaning and relating to endure,

they must be continuously re-enacted or recreated in each

moment, rather like a piece of music that exists only so long as

musicians play new notes in each new moment.

As patterns of meaning and relating are continuously re-

enacted, they may exhibit stability (continuity) or they may

vary, and sometimes altogether new patterns may arise spon-

taneously (novelty). The emergence of social patterns in each

moment, both stable and novel, is a self-organizing process;

the patterns form spontaneously without anyone’s intention or

direction. While we may seek to influence these patterns in-

tentionally and we may even succeed for a time, they are ul-

timately unpredictable and beyond our control.

The notion of self-organizing patterns of meaning and re-

lating may become clearer if we consider some concrete exam-

ples. First, imagine that you are talking with a colleague who

uses a particular phrase or says something that relates coin-

cidentally to something you were just reading, sparking a new

idea for you. You share this thought with your colleague, who

elaborates it further. As the idea ‘‘ping-pongs’’ between you, it

grows to become a whole new pattern of meaning—an idea for

a major project or a new theory. No one knew at the outset

where the conversation would lead; no one held the intention

of creating something new or directed the conversation toward

its ultimate outcome. It just happened—hence, a self-organiz-

ing novel pattern of meaning. The development of a shared

understanding of a patient’s illness arises in a similar fashion

during a medical encounter.

Now imagine that you are joining a preexisting group—

say, your first day in a new practice. You look around to see

how others are behaving to figure out ‘‘what the rules are

around here’’ so that you can fit in (or more accurately, so

you can avoid the dysphoria of being excluded, which depress-

es endorphin levels in your brain constituting an intrinsic nar-

cotic withdrawal).11 Before long, you know how to act within

the group’s norms. Meanwhile, another new person joins the

practice and watches you to learn what the rules are. Over the

course of time, the practice’s staff might turn over completely,

yet the patterns of behavior may continue unchanged (e.g., a

practice culture of competition and individualism, or of friend-

liness and mutual support). Again, no one directs this process.

It just happens, a self-organizing stable pattern of relating.

I hope that these examples show that the self-organization

of patterns in social process is commonplace. In fact, self-or-

ganization is ubiquitous; patterns of meaning and interacting

are continuously forming, propagating, and evolving in every

moment of every interaction. There are several basic principles

of self-organizing process that open new avenues for studying

and thinking about communication and relationship, and it is

these principles to which we turn next.

Basic Principles of Self-organization

Self-organization occurs in the course of iterative reciprocal

interactions. ‘‘Iterative’’ refers to an ongoing sequence of inter-

actions; ‘‘reciprocal’’ refers to the mutual simultaneous influ-

ence that the interacting elements have on each other. If we

represent linear causality as ‘‘A causes B,’’ then we can repre-

sent an iterative reciprocal interaction as ‘‘A influences B

which influences A . . . ’’ and so on. Iterative reciprocal inter-

actions are the hallmark of nonlinear dynamics (complexity) in

which there is no equilibrium state and patterns can shift

unpredictably. Self-organization requires the simultaneous

presence of order and disorder constraint and freedom. With-

out freedom all processes would be deterministic with no

possibility of spontaneous variation or change; without con-

straints patterns could not form and take hold. Nonlinear

dynamics and self-organizing patterns can be observed every-

where: in the reciprocal interactions of air molecules culmi-

nating in weather patterns, in the interplay of water molecules

to form standing waves in a stream, in the co-evolution of spe-

cies in an ecosystem, in the rise and fall of products and com-
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panies in the marketplace, and in the dissemination of ideas

and fashions, to list but a few.

Interestingly, George Herbert Mead, the founder of social

psychology, described just such a nonlinear dynamic in the

emergence of meaning during social interactions (Fig. 1).12 He

posited the hypothetical case of a dog gesturing to another dog

by baring its teeth and snarling. At the moment of the snarl,

the dog may be acting upon a particular motivation, but the

ultimate meaning of its gesture cannot yet be known. Is it the

initiation of a ritualized confrontation, an actual fight, or a

round of play? The gesture’s meaning is not a property of the

gesture itself but rather arises in the interaction; it depends

upon—and can only be completed by—the response it elicits

from the other animal. And that response is itself a gesture, the

significance of which is influenced by the response it in turn

elicits from the first animal. As we shift from Mead’s canine

paradigm to the realm of human interaction, the potential

meanings that can emerge increase innumerably, but the basic

dynamic of patterns of meaning emerging spontaneously in the

course of iterative reciprocal interactions is exactly the same.

Another important property of nonlinear interactions is

known as the amplification of small differences. In the course

of an iterative reciprocal interaction, a slight difference—say, a

new phrase or a slightly different behavior—may elicit a new

response that carries the difference further and itself elicits a

response that elaborates the difference further still. In just a

few cycles of interaction, the small difference can be amplified

into a new, transformative pattern. We saw this in the example

above involving the germ of a new thought that grew quickly

into a new project or theory. Another example is a casual slight

that escalates rapidly into a sidewalk shooting. A third exam-

ple is a patient’s comment (e.g., ‘‘I feel cold all the time’’) that

culminates in a new pattern of meaning (a diagnosis of hypo-

thyroidism).

One final implication of nonlinear dynamics is that the

emergence of novel patterns of meaning or relating requires

both diversity and responsiveness in the interaction. When lit-

tle diversity is exhibited (perhaps because participants do not

believe it is welcomed), there are fewer serendipitous differ-

ences to spark cascades of change. When responsiveness is

poor—when individuals remain closed to or unaffected by one

another—there is little opportunity for an emerging new pat-

tern to become amplified; existing patterns will be difficult to

dislodge.

To summarize, we have seen how patterns of meaning and

relating can self-organize in the back-and-forth exchange of

ongoing interaction. This is a nonlinear, unpredictable process

in which patterns tend to replicate themselves but small dif-

ferences can sometimes escalate rapidly into entirely new pat-

terns. The development of new patterns depends upon the

diversity and the responsiveness in the interaction. Table 1

compares CRPR with traditional perspectives on relational

process.

Before we move on, I should point out that CRPR is not the

same as RCC; it is not a method, a relationship strategy, or a

clinical approach for obtaining better results. It is a way of

making sense of the relationship dynamics in which we find

ourselves at all times. From the perspective of CRPR, RCC and

traditional hierarchical patient-clinician relationships are just

2 different patterns of relating. CRPR helps us notice how ei-

ther pattern is created and maintained moment by moment. It

also yields interesting insights into some other familiar phe-

nomena, as we will see in the next section.

A Fresh Look at Familiar Phenomena

As examples of the new insights that CRPR offers, let us con-

sider several familiar phenomena—mind, communication, self

and organizations. We have just seen how both novel and sta-

ble patterns can self-organize in the iterative interaction be-

tween 2 people. We can now understand the mind as being

constituted of exactly the same self-organizing pattern-mak-

ing, only in a private conversation rather than a public one: we

gesture and respond to ourselves. A fleeting thought, memory,

physical sensation, or any other stimulus can become ampli-

fied and elaborated in the iterative interaction of our sequen-

tial thoughts, allowing new ideas to emerge. An interesting new

way to think about memory is as continuity in the patterns of

meaning created in each moment in our private conversation.

This conceptualization of memory is more dynamic than the

popular ‘‘storage and retrieval’’ metaphor, and accounts for

how memories can change over time.

Our private conversations are unceasing. Gestures and

responses in our public conversations originate in the themes

of our private conversations, and at the same time, private

conversations incorporate and are influenced by themes that

arise in our public conversations (Fig. 2). Rather than seeing

communication as the sending and receiving of discreet

messages by 2 separate people/minds, we can regard it as the

ResponseGesture

FIGURE 1. A simple schematic showing how a gesture and its re-

sponse form and are formed by each other, thus displaying the

hallmark characteristic of a nonlinear process. Each response is

also the next gesture in the communication sequence, giving rise

to its own response. The resulting iterative reciprocal interaction

gives rise to self-organizing patterns of meaning and relating.

Table 1. A Comparison of Traditional and Complex Responsive
Processes of Relating Perspectives on Relational Behavior

Traditional CRPR

Intentionality Self-organization, spontaneous
emergence

Linear causality; can be
predicted and controlled

Nonlinear process, unpredictable

Information (pattern) transfer Pattern construction in-the-moment
Correlations between static

qualities
Observations of the emergence of

novelty and continuity in patterns

CRPR, Complex Responsive Processes of Relating.
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self-organizing construction and propagation of patterns of

meaning within one seamless conversation comprised of both

public and private elements. In this way, we can understand

relationship as a process that transcends the separateness of

the individual participants—it yields something that is differ-

ent from just the sum of the parts.

Pushing ahead still further, we can conceive of ‘‘self’’ as a

pattern of meaning pertaining to an individual’s identity. My

identity is not an attribute of, nor does it reside within, me.

Rather, it is socially constructed and maintained in the course

of my iterative interactions with you and everyone else I come

in contact with; how you see me affects who I am. This is con-

sistent with the common experience of feeling like a different

person in the presence of different people. Our bodies may be

discrete physical entities, but our ‘‘selves’’ form and persist

only as themes in the medium of ongoing interaction.

Turning to the last familiar concept, organizations, we can

now see that an organization, too, consists of themes formed

and maintained in the ongoing social interaction of the people

who have anything to do with it—owners, employees, custom-

ers, competitors, regulators, neighbors, and so on. The tangi-

ble manifestations of organizations—buildings, budgets,

organizational charts—are created only when these organiza-

tional themes are sufficiently widespread and uniform. And as

the conversational themes evolve, the tangible manifestations

change—walls are torn down, new buildings are built, some

people are laid off, others are hired. The organization’s culture

consists of patterns of relating that persist and change

through ongoing interaction, for instance what one does or

does not say at a meeting, who has access to what information,

how decisions are made, and the whole panoply of power re-

lations. The work of organizational change, therefore, consists

not of designing new structures but of introducing new themes

into the organizational conversation in the hope that they will

amplify and disseminate.

Common to all 4 phenomena just discussed is ongoing

pattern-making in the here-and-now of interactions between

individuals. From a CRPR perspective, there is no beginning or

end, no cause and effect, no determinants and outcomes. We

are always in the middle of continuous pattern-making. And

we are never anywhere other than right here in the living

present.

Complex Responsive Processes of Relating and
RCC: Implications for Practice

Complex responsive processes of relating offers a robust the-

oretical foundation for the practice of RCC. It calls attention to

relational process—what are we doing together right here,

right now? What patterns are we making and how? It catches

us in the act of pattern-making, thus giving us an opportunity

to be mindful about that process and, perhaps, to change it.

Relationship-centered care and its predecessors Patient-Cen-

tered Care and the biopsychosocial model also call attention to

relationship process, and advocate explicitly for a particular

form of process involving a pattern of partnership. Complex

responsive processes of relating also shows advocates of RCC

that the most effective way to change a pattern (in this case,

transforming hierarchical patterns into partnership) is to en-

act mindfully the new pattern in each moment, creating re-

peated disturbances in the traditional pattern in the hope that

they will amplify and spread.

Complex responsive processes of relating provides a foun-

dation for RCC’s emphasis on self-awareness. It shows that

our differences and diversity are the source of novelty (crea-

tivity) in our conversations and that our capacity for respon-

siveness—approaching differences with curiosity rather than

fear and defensiveness and remaining open to being changed—

enables new patterns to evolve.

Finally, and to me most important, CRPR relieves us of

burdensome and unrealistic expectations of control and their

constant shadow, the specter of failure and shame. Yet CRPR

is not nihilistic—it shows how small actions can sometimes,

unpredictably, amplify into transformational patterns. It

shows how we influence each other by how we show up to

each other. It draws our attention to the patterns of meaning

and relating we are propagating or inhibiting by how we act in

each moment, revealing the constant opportunity that we have

to act differently and with greater mindfulness. In sum, the

CRPR perspective gives theoretical support for the injunctions

of RCC to hold our intentions lightly, let go of control, and at-

tend to and trust the process.

Implications for Research

Earlier on, we saw that research guided by linear causality has

an instrumental purpose: gaining the capacity to predict and

control in order to improve outcomes. Research guided by

CRPR is also motivated by the intention to improve care but

the strategy is quite different. Its goal is to enable us to par-

ticipate more mindfully in ongoing relational process. Complex

responsive processes of relating helps us observe relational

process with such questions in mind as:

� What are the current patterns of relating? What are the pat-

terns of meaning, including themes of individual and organ-

izational identity? How are these patterns brought forward

or re-enacted in each moment?

� What new patterns are emerging? How did they get started?

What is supporting or inhibiting their spread?

FIGURE 2. A schematic indicating the individual private conversa-

tions taking place simultaneously with the public conversation be-

tween the 2 individuals. The private conversations within the

consciousness of individuals (small arrows) and the public conver-

sations between individuals (large arrows) are characterized by

the very same dynamics of iterative reciprocal interaction and self-

organizing patterns. Emergent themes (patterns of meaning) flow

back and forth through all the elements of the larger conversation.
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� What are the constraints and what degrees of freedom co-

exist in this situation and how do they affect the patterns

that are emerging?

� What am I experiencing as the researcher? How is my pres-

ence and participation influencing the patterns under ob-

servation? What effect is this research having on me?

Complex responsive processes of relating may inspire the

creation and use of new research methods and analytic tools.

One that comes to mind is a system of tablature akin to mu-

sical notation for documenting multiple dimensions of inter-

action simultaneously—for instance, words, inflection,

proxemics, physiologic states, and so forth.13,14 This would

allow for the study of resonance and dissonance across levels,

much as a musicologist studies the relationship between the

different parts in a musical score. Another potential new tool is

a mathematical language for describing ‘‘possibility spaces’’—

given a specific set of constraints, what is the range of patterns

that can emerge and what patterns are precluded? As one who

was thoroughly trained in the linear tradition, I have trouble

envisioning further possibilities, but I can propose these start-

ing points, and I am confident that others can take this much

farther than I can.

Concluding Thoughts

Traditional conceptualizations of health care communication

and relationship have been based on assumptions about the

origin of relationship behavior in intentions, linear causality,

communication as information transfer, and the study of sta-

ble determinants of communication and relationship behavior.

Under the guidance of this traditional framework, many im-

portant observations have been made and useful principles

have been derived. However, this perspective does not draw

attention to what is arguably at the very heart of relational

process—the continuous and spontaneous pattern-making of

moment-to-moment interaction. Moreover, the traditional view

does not account for the most basic tenets of RCC—the capac-

ity of individuals working in partnership to produce results

that are greater than the sum of their individual efforts, the

value of collaborative process, and the importance of self-

awareness and personal authenticity.

The theory of CRPR focuses directly on these matters. It

calls attention to the dynamic in-the-moment nature of rela-

tional process and the self-organizing patterns of meaning and

relating that emerge in the course of ongoing conversation be-

tween people and in our thoughts. It casts an entirely different

light on intention and purpose. The traditional perspective

sees them as outside of and primary causes of interactive be-

havior, whereas CRPR shows them to be patterns of meaning

that themselves arise in the course of iterative interaction and

then influence the course of subsequent interactions.

Complex responsive processes of relating highlights the

importance of responsiveness and diversity for creativity and

adaptibility (the emergence of novel patterns). ‘‘Responsive-

ness’’ is another way of describing the state of relatedness that

is at the heart of RCC and is fostered by the development of

outstanding relationship skills. ‘‘Diversity’’ refers to the ex-

pression of individual differences, corresponding closely to the

emphasis in RCC on authenticity and self-awareness.

We need not choose between the traditional and CRPR

perspectives. Most of the insights of traditional linear causal

theories can be integrated into a CRPR perspective when recast

in terms of constraints on self-organizing process. For exam-

ple, rather than seeing a patient’s health beliefs as the cause of

his behavior, we can explore how a particular belief constrains

the range of possible behaviors that might emerge and how a

different belief opens up a new range of potential self-organiz-

ing patterns. We can also see that changing that belief involves

changes in ongoing patterns of meaning and identity rather

than just the effective transfer of information.

Complex responsive processes of relating opens up for us

a whole new realm of observations and questions. It invites us

to be less preoccupied with how to obtain desired results and

instead pay more attention to what we are doing together, right

here right now. It recognizes that whether we view ourselves at

the level of individual selves, families, organizations, or socie-

ties, we are not static but rather in a perpetual state of be-

coming, constituted of patterns that self-organize amidst

freedom and constraint here in the living present. For all these

reasons, I believe that in the theory of complex responsive

processes, RCC finally has a sound theoretical base.

For help in learning and applying the theory of CRPR, I am
deeply indebted to Ralph Stacey, Thomas Smith, many faculty
members and colleagues at the University of Hertfordshire’s
Complexity and Management Centre, and many colleagues
who have worked with me to apply principles of RCC in ad-
ministrative contexts. Rich Frankel and Penny Williamson pro-
vided helpful critiques of the manuscript. I am grateful to Tom
Inui and Rich Frankel for the invitation to bring this theory be-
fore an audience of health services and communications re-
searchers.
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