


Person- centred Health Care

Person- centred health care is increasingly endorsed as a key element of high- 
quality care, yet, in practice, it often means patient- centred health care. This 
book scrutinizes the principle of primacy of patient welfare, which, although 
deeply embedded in health professionalism, is long overdue for critical analysis 
and debate. It appears incontestable because patients have greater immediate 
health needs than clinicians and the patient–clinician encounter is often recog-
nized as a moral enterprise as well as a service contract. However, Buetow 
argues that the implication that clinician welfare is secondary can harm clini-
cians, patients and health system performance.
 Revaluing participants in health care as moral equals, this book advocates an 
ethic of virtue to respect the clinician as a whole person whose self- care and care 
from patients can benefit both parties, because their moral interests intertwine 
and warrant equal consideration. It then considers how to move from values 
including moral equality in health care to practice for people in their particular 
situations. Developing a genuinely inclusive concept of person- centred care – 
accepting clinicians as moral equals – it also facilitates the coalescence of patient-
 centred care and evidence- based health care.
 This reflective and provocative work develops a constructive alternative to the 
taken- for-granted principle of primacy of patient welfare. It is of interest to stu-
dents and academics in the health and caring sciences, philosophy, ethics, 
medical humanities and health management.

Stephen Buetow is Associate Professor of General Practice and Primary Health 
Care at the University of Auckland, New Zealand. He is also an Honorary Pro-
fessor at Queen Margaret University in Edinburgh, Scotland, and Associate 
Editor of the Journal of Evaluation in Clinical Practice and the European 
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1 Introduction

I had become my swollen testicle. To the junior physician in one of Australasia’s 
busiest Emergency Departments, it defined me as an object of clinical investiga-
tion. Differentiating me from the other men in my ward – caged in the same 
bleached, anonymizing gowns – it centred his care in a reductionist and mech-
anical culture of standardized proceduralism. The implications of this cool 
semblance of professionalism disconcerted me. Categorizing me by my com-
plaint excised the need of the physician to care for me as unique and complex, 
as a person who might not fit standard operating guidelines for conveyor belt 
medicine. In so acting, the physician reduced himself to an embodied social 
function, losing the opportunity to partner with me to optimize our interrelated 
experience for mutual care.
 To assert my personhood, I recounted the background to my presenting 
condition. Despite no sound privacy in my cubicle, I told the physician what I 
had just told several nurses: that I had experienced similar symptoms of testicu-
lar pain and swelling of sudden onset multiple times in previous decades. They 
had first presented in my twenties. Invariably they abated within 24 hours – 
typically, straight after an ultrasound scan ruled out testicular torsion. I had 
hoped my physician would apply William Osler’s directive to ‘Listen to your 
patient, he is telling you the diagnosis.’ By trusting my coherent narrative, he 
could have relied less on common, pre- established diagnostic categories; not 
quizzed me about my sex life; and not insisted on collecting urine and blood 
samples to rule out an infection. He would have recognized my history of partial 
torsion and its recurring expression through the co- emergence of storied states 
of my body, mind and lived experience. Managing my medical condition as a 
potential emergency, he would have expedited the scan I requested, while 
showing empathy for my ‘dis- ease’.
 When the scan I eventually received revealed no pathology, I was returned as 
a low- acuity patient to my ward for further protracted waiting without informa-
tion on the next step in my care. Feeling abandoned and that I was wasting eve-
ryone’s time, I discharged myself ‘against medical advice’. Within the hour my 
symptoms resolved, validating in my mind my decision to go home early.
 Reports like mine – of patients feeling dehumanized and a burden – are ubi-
quitous in health care. They illustrate unmet needs for health systems to 
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improve the experience of patients – who lack the power and other resources of 
clinicians – by overtly respecting them as persons. Patient- centred health care has 
been revitalized to help meet this need in the light of population health goals.
 However, concern for patients’ perspectives and experience is insufficient. As 
my story shows, it provides only a partial account that tends to neglect how the 
personhood of the clinician is morally important for itself and its impact on 
patient welfare. My physician cannot speak here for himself but I have imagined 
how the circumstances in which he attended me might have shaped his experi-
ence and, indirectly, mine. The emergency department was a high stress 
environment in which demonstrating respect and concern for personhood chal-
lenged everyone, including him. His high workload was visible. He was a busy 
young man working a late night shift in an overcrowded hospital. Many of his 
acutely unwell patients were distressed and some were audibly challenging. 
Unable to access my medical records to verify my story, he was disadvantaged 
by not knowing me and by difficulties in getting to know his patients as persons. 
Presumably his clinical supervisor expected him to follow and document a task- 
oriented clinical checklist. This standardizing of care compromised his develop-
ing clinical skills and freedom to manage complex variation. On top of all this, 
no urology registrar or consultant was readily available to support my inexperi-
enced physician so late at night.
 For all these reasons I sensed his vulnerability and own need for care in the 
complex system in which we had been thrown together. Improving his capacity 
and mine to co- produce care for our interconnected welfare required us to 
recognize and manage our interdependence to shared advantage. Put simply, 
my welfare and his were mutually reinforcing. The moral synergisms between 
our respective interests highlighted a bounded but unmet need and opportunity 
for reciprocated care – care exchanged between the clinician and patient to 
enable us each to flourish as persons in just and caring terms. The widely used 
model of patient- centred health care is ill- equipped to manage this opportunity.
 Patient- centred health care recognizes the importance of the health of the 
patient as a person but lacks sufficient focus on how the welfare of the clinician 
impacts the care of the patient. Any acknowledgement by this model that the 
clinician, no less than the patient, is a person too is almost parenthetical. 
Without attending to moral values and personal virtues, the model focuses on 
the professional duty of the clinician to produce, with the patient, care directly 
for the patient even though the welfare of each party is positively interrelated. 
This inequality in care struggles to be functional for patient welfare because it 
weakens clinicians, who commonly neglect themselves and experience unwell-
ness, while population health goals can also undermine patients’ personal care. 
Yet, these limitations of patient- centred care create the moral space to imple-
ment person- centred health care.
 Rather than take the spotlight off care of the patient, person- centred health 
care enlarges this light to illuminate the patient and clinician as persons beyond 
these particular social roles. Person- centred health care seeks to maximize the 
welfare of persons who – by nature of being persons – have fundamentally equal 
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moral worth within a professional relationship of interdependency. More con-
cretely, the greater inherent dependency of the patient than the clinician within 
this relationship necessitates patients gaining directly from clinician care and 
patient self- care, but also indirectly when clinician welfare is protected within 
health care teams including clinicians and patients.
 Evolutionary rather than revolutionary therefore, person- centred health care 
aims to build on the care of the patient as a person by balancing and bridging 
the moral interests of each party. To co- produce ‘win–win’ care for moral 
reasons faithful to the personhood of the patient and clinician, it uses dialogue 
and, if necessary, deliberation informed by developing and expressing good 
character. Deeply rooted values nourish inculcated virtues that dispose the 
patient and clinician to live well and blossom.
 I wish to introduce these issues more fully now to undergird my overview of 
the structure and style of this book on what is needed to move from the ideal of 
patient- centred health care toward person- centred health care. In my Emer-
gency Department story, a person- centred physician would have gone beyond 
efficiently managing the scan that I had come to expect over two decades of 
presenting with the same medical problem. The scan was clinically necessary for 
my welfare, socially just and requested by me. Giving it without fuss would have 
made my care patient- centred. It would have put my welfare first – but it would 
not have maximized my welfare or that of my physician. Real victory for us both, 
requiring little time or effort on his part, would have set in motion an end to 
my repeated emergency visits. Recognizing that my medical history made likely 
another negative scan, my physician could have gently garnered before this test 
my ready commitment to access follow- up medical care if the scan revealed no 
disease. That future care could prevent my symptoms recurring and fix, at last, 
my increased risk of complete torsion. Person- centred health care would also 
have helped me to acquire and exercise good character for joint benefit, a theme 
I will return to later.

Moral crisis

My story adds to mounting evidence of a moral meltdown in health care – ‘a 
crisis of knowledge, compassion, care and costs’.1 More insidious than the 
health care scandals and total failures that periodically stun all health systems, 
this moral crisis – or at least an urgent need to recalibrate moral practice in 
modern health systems – reflects a pervasive cultural malaise: the ‘depersonaliza-
tion’ of patients and clinicians, in its de- humanizing and de- individuating 
senses. Since the development of modernity and the bureaucratic state, this 
depersonalization has been growing, most recently with empirical science stead-
ily appropriating social life – not only health care. As a consequence, it is espe-
cially disconcerting that in the name of care, much health care appears uncaring.
 Caring signifies what matters to people. Despite – if not because of – the 
growth in advances in science and new and emerging information and commu-
nication technologies, patients and clinicians are struggling to interrelate as 
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moral agents who care for themselves and each other. I do not wish to diminish 
celebrating scientific advances and their contribution to gains in human health 
and welfare. However, these gains have come at a high social cost. Health care 
has become increasingly based on, rather than merely informed by, scientific 
developments. Scientism threatens personal identity and intimacy, trumping 
calls for an open, more caring society2,3 to replace one that – more and more – 
devalues and marginalizes caring as a duty within social spaces of blurred sincer-
ity and insincerity. In the midst of this Cassandra phenomenon, health systems 
require clinicians to put patients first.
 Yet neither patients nor clinicians are commonly treated as people – as ends 
within interdependent relations – by these fragmented, standardized and ano-
nymizing systems. In these systems for health and welfare, strangers care increas-
ingly for strangers. The personhood of patients and clinicians becomes 
imperceptible as systems lose their ability to discern it. Personhood is lost from 
the human need of patients and clinicians – as people who share vulnerability to 
disease and death – to feel interconnected, understood and valued equally for 
their equal moral worth and dignity. Illustrating how a sense of personhood has 
become obscured is a proposal, recently published in the Journal of the Ameri-
can Medical Association, to consider banning handshakes from clinical care in 
order to limit the spread of infection.4 Their proposal extends American physi-
cian Lewis Thomas’5 concern that ‘Medicine is no longer the laying on of 
hands. It is more like the reading of signals from machines’. For example, inten-
sive care unit procedures – none of which involves touch – have been equated 
mnemonically with giving a ‘Fast hug’.6 If only understanding were increased – 
for example from Raymond Carver’s poem, What the Doctor Said – of how 
touch can enable clinicians and patients to learn and bridge their symbolic 
spaces through healing communion. It is no wonder that health systems struggle 
to enable and motivate clinicians, from a sense of moral vocation, to care for 
themselves and patients who trust them. Exacerbating this supply issue is the 
rising demand for health care.
 This demand from clinicians, patients and others is taking place as patients, 
within ageing populations, are living longer with chronic health conditions, 
multi- morbidity, disability and frailty. Patients are looking beyond cure, which 
is not always achievable, for compassion and comfort through personal health 
care delivery that normatively combines intimacy with an appropriate degree of 
social distance. Progress toward these ends is slowly taking place. Costly modern 
health systems are beginning to move away from an impersonal, one- size-fits- all 
model of fix- it, industrialized patient care. However, personalization is acquir-
ing a narrow meaning that is unsatisfying in its incompleteness.
 Advancing biotechnologies in areas like molecular medicine, genomics and 
bioinformatics are personalizing medical care. These technologies enable pre-
vention and treatment programmes to manage individual patient risks rather 
than group risks. Personalized risk information promises to empower patients to 
increase control over their health care. However, this promise is empty unless 
the information predicts health risks that patients can act on to reduce disease 
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and mortality. Moreover, personalized medicine is silent on addressing social 
determinants of population health like poverty, and relational caring of patients 
as people – which cannot be ‘tacked on to biomedicine’.7 Faithful to another of 
Osler’s maxims, ‘It is much more important to know what sort of patient has a 
disease than what sort of disease a patient has’, such caring has been suggested 
to require integrating ‘personomics’ into precision medicine.8 Yet, clinician 
welfare is also still marginalized even though clinicians are people too and need 
their welfare revalued as ‘less a private matter . . . [than] something closer to a 
shared resource’.9 Thus, unmet needs remain to enable patients and clinicians to 
experience caring, balance their welfare and flourish – needs eclipsing the scope 
of evidence for patient care.
 Consideration is required of the shared need of clinicians and patients to 
care, and be cared for, beyond burgeoning developments in science. Evidence- 
based medicine epitomizes the difficulty of accounting for humanistic interests 
of both parties. This model struggles to explain cogently how to reconcile 
patients’ and clinicians’ values and sources of knowledge when these different 
inputs conflict, and move with prudent compassion from evidence to personal-
ized moral action. Each time that this model reconstitutes itself to try to address 
these concerns it becomes less faithful to its misleading name. This book there-
fore responds not merely to an epistemological transition of what counts as 
knowledge but also to a fundamental, axiological widening of awareness of what 
people care about within health care. Adding to my concern to revive – before 
cure – the importance of caring, compassion, comfort and consolation is the 
unhelpful reassertion by health systems of their commitment to patient- 
centredness.

Patient- centred health care

In the roles of critic and conscience, patient- centred health care has proven inef-
fective in holding evidence- based medicine to account – perhaps because, in 
common with consumerism, evidence- based medicine checks a powerful medical 
profession. However, contemporary primary care reforms in the United States 
have promoted patient- centred, population health care models, like the patient- 
centred medical home, to improve quality in health care and reduce costs. 
Developments of this type have revised and revived the importance of patient- 
centred health care such that a leading general medical journal in the United 
States recently opened its editorial by blandly asserting, as a mere truism, that, 
‘Nearly every medical student and practicing physician aspires to provide the 
best possible patient- centered care.’10 Nursing tends to make the same kind of 
assumption whose apparent self- evidence acts against critical scrutiny amid wide-
spread confusion around what patient- centred health care actually entails;11 for 
the meaning of patient- centred health care ‘is at once obvious and obscure’.11

 What is clear is that patient- centred health care stipulates the duty of the cli-
nician to put first the welfare of the patient. This care aspires to be for each 
patient as the only patient in a manner that also emanates from the patient’s full 
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involvement in health care. Patients have greater immediate health care needs 
than the clinician, and the knowledge, experiences and preferences of patients 
can guide clinicians to help manage these needs. My appreciating these commit-
ments however does not negate my viewing them with suspicion. Patients are 
not always sick, and people, including clinicians, can be unwell without adopt-
ing the role of patient. Thus, for example, ought the welfare of tired and 
depressed clinicians, who refuse health care, necessarily be distinguished from, 
and come second to, the welfare of all the patients they treat? By answering 
‘yes’, patient- centred health care effectively encourages clinicians to neglect their 
own welfare, which compromises their ability to care for patients.
 To fix the false economy of not looking after clinicians, health systems have 
made progress in attending to clinician health and sustainable practice. 
However, failure to address the underlying issue of clinicians’ sacrifices for 
patients’ welfare has contributed to widespread clinician unwellness. Positively 
related to perceived errors in health care,12 work- related stress and burnout 
among clinicians continue to threaten the safety and effectiveness of health care 
teams and patient care. What is bad for clinicians is seldom good for patients; 
yet despite recognizing the patient as a person, patient- centred health care 
speaks in an undertone to the clinician- as-person, harming clinicians and 
patients.
 This relative lack of care for clinicians and other carers indicates that one- 
sided benefits to patients are pyrrhic for clinicians. In turn, welfare gains are 
subprime for patients because, like Sisyphus, they ascend toward but never reach 
the pinnacle of full interdependence and mutual flourishing. As Charles Bardes 
explained in the New England Journal of Medicine,13 ‘The flaw in the metaphor 
[of patient- centredness] is that the patient and the doctor must coexist in a 
therapeutic, social and economic relation of mutual and highly interwoven pre-
rogatives’. However, Bardes added that ‘Neither is the king, and neither is the 
sun’, whereas I contend that each is the king and each is the sun, and thus that 
patient- centred health care errs in casting the clinician as the shadow on the 
patient sun. The clinician–patient relationship should be not patient- centred but 
a purposeful and consensual balancing act of respective interests in mutual 
welfare, against available resources. In favour of the power of the clinician, this 
asymmetrical relationship can be balanced by recognizing the clinician and 
patient as persons whose moral welfare counts equally, is interconnected and 
warrants equal consideration.
 Among underlying problems here are patient- centred health care’s disregard 
for the basic need to clarify the deep values of clinicians and patients and 
develop their character and shared motivation to act freely in ways that consti-
tute personal flourishing, balanced welfare and the common good. Though 
exceptions to any principle are inevitable, the myriad exceptions to the principle 
of primacy of patient welfare indicate its inadequacy. And some of them are a 
perverse consequence of this inadequacy. For example, surgeons inappropriately 
avert risk when, fearing adverse consequences for themselves, as from the publi-
cation of patient death rates, they refuse to operate on patients at high risk of 
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death despite full knowledge that operating is the patient’s best or only chance 
of survival. To avoid this kind of exception, the motives of clinicians and 
patients must be made transparent and comprehensible.
 Only then does it become widely possible to predict, explain and respond to 
actions by each party and the social institutions and structures to which their 
interactions give rise. Inattention by patient- centred health care to clinicians’ 
and patients’ character and motivation may help to explain why, after fifty years, 
this care model has not been widely implemented14 and, for example, gives 
merely the illusion of challenging professional autonomy. How its processes 
relate to patient outcomes is poorly understood15 and its track record is weak; 
its ‘effects on patient satisfaction, health behaviour and health status are 
mixed’.16 High patient satisfaction – for which the relationship with patient- 
centred health care appears strongest15 – does not necessarily equate with experi-
ence of improvements in patient care and health outcomes.17 In the United 
States the Patient-Centered Outcomes Research Institute has been funding 
researchers to conduct and disseminate comparative clinical effectiveness 
research to reveal the most effective patient- centred interventions. These inter-
ventions for patients mitigate patient- centred health care’s neglect of science in 
health care but can be further developed because, for example, they are yet not 
compared with interventions that benefit patients and clinicians.
 An independent inquiry recently published by the United Kingdom’s Royal 
College of General Practitioners18 nevertheless chose to retain usage of the term 
‘patient- centred’ because this nomenclature is still ‘commonly used across the 
health service, and is easily understood by both professionals and the public’. 
Patient- centred health care’s credibility bears no causal relation to its frequency of 
use or clarity of meaning. But what is the alternative to patient- centred health care?
 Unlike change leaders Paul Spiegelman and Britt Berrett – with whom I 
share concern for clinician welfare – I cannot recommend that ‘Patients Come 
Second’.19 Their book encourages health care organizations to refocus their 
resources onto disengaged employees in order to reconnect them to the goal of 
enhancing the patient experience. However, expecting patients to benefit from 
employee engagement and self- care ignores the need of the more vulnerable 
moral agent – the patient – to benefit from care improvements directly, not 
merely indirectly through what looks like trickle- down theory. This theory, as 
encapsulated in the aphorism, ‘a rising tide lifts all boats’, may unnecessarily and 
inappropriately benefit clinicians – and whether it lifts patients, along with clini-
cians, depends on the nature of the ‘tide’. An economic tide that boosts clini-
cians’ incomes is unlikely to benefit patients. In contrast, if clinicians develop 
relational virtues like politeness, patients might well mirror this behaviour. So 
attention should be focused on how clinician welfare is grown and in order to 
safeguard against clinicians acting perversely in their own interests and providing 
inappropriate care.
 Provision is needed for the direct, relational care of patients and clinicians func-
tioning to support themselves and each other. Progress requires key stakeholders 
to have the wisdom and courage to act on this need. Leading professional and 



8  Introduction

patient organizations worldwide – including the World Health Organization, 
World Medical Association and International Alliance of Patients’ Organizations – 
have endorsed person- centred health care. However, despite these groups giving 
their imprimatur to this practice model, person- centred health care exhibits its 
own problems of early development.

Person- centred health care

The literature on person- centred health care has yet to define sufficiently well, 
and demonstrate clear agreement on, this model’s meaning and scope. One 
consequence has been a common inability to understand how person- centred 
health care differs from patient- centred health care and what the linguistic shift 
promises. Indeed, literature on person- centred health care tends to misrepresent 
patient- centred health care. It creates a straw man when it misconstrues patient- 
centred health care as recipient- focused and patient- directed, rather than co- 
produced and patient- guided, and devalues how patient- centred health care 
already recognizes the patient as a person. So, when conceptualized to 
emphasize the personhood of only the patient, person- centred health care acts 
little differently from patient- centred care, re- dressing patient- centred health 
care in new clothes to bring the personhood of the patient to the fore. It is 
perhaps unsurprising therefore that person- centred health care has been identi-
fied as a type of patient- centred health care,11 and many definitions of person- 
centred health care20 are definitions of patient- centred health care. In these 
terms the new ‘emperor [person- centred health care] has no clothes’ that clearly 
differentiate it from patient- centred health care.
 Such features only become evident once person- centred health care is con-
ceptualized in a manner that heeds the World Health Organization’s warning 
against confusing person- centred health care – which it calls ‘people-centred 
care’ – with patient- centred health care. The latter care, notes the World Health 
Organization, ‘comprises an important part, but not the totality, of a peo-
ple-centred approach’.21 However, this public health arm of the United Nations 
has done little to directly distinguish the two care models, beyond locating 
people- centred health care in health systems that respond humanistically to the 
needs of individual people, families and communities. Failure to expose and 
recognize differences between person- centred (or people- centred) health care 
and patient- centred health care continues to squander opportunities inherent in 
person- centredness. So I find myself motivated to write this book to open up 
person- centred health care for detailed scrutiny in a manner that differentiates it 
from patient- centred health care, and then suggests what is needed to imple-
ment and review it.
 The raison d’être of person- centred health care is not, as suggested by groups 
like the United Kingdom’s Health Foundation,22 to return control of health and 
health care to patients. From my perspective the imperative is to put first the 
person(s) of the patient and clinician, among others, in a person- to-person rela-
tionship of mutual, reciprocal engagement. This egalitarian perspective supports 
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rather than compromises the wellness of clinicians to provide health care; motiv-
ates clinicians to pursue excellence through qualities of good character, such as 
pride in daily practice; and respects patients’ capabilities to express their person-
hood by showing they care about their clinicians as well as themselves. These 
capabilities are important because, as persons, clinicians matter for their own 
sake and because when clinicians flourish as persons, patients flourish too. This 
book suggests that health care can move towards the ideal where clinicians and 
patients flourish as persons in a landscape whose moral contours elevate person- 
centred moments into person- centred cultures of practice.23

Book structure and style

This book takes a critical realist perspective of these issues. Assuming an objec-
tively real world, which can only be provisionally understood, the book anato-
mizes them mainly for academics and postgraduate students engaged in 
learning, scholarship and research about person- centredness in health care and 
particularly medicine. In style the book is as much philosophical and literary as 
grounded in the health care sciences, and has two parts. Part I discusses the 
need to change how clinicians and patients interact in modern health care. Part 
II elaborates on the type of change needed – movement toward person- centred 
health care – and how to implement it and assess the progress that is made.
 Part I, more specifically, discusses how renewed policy interest in patient- 
centred health care and other features of modern health systems undermine 
relational concern and respect for care of patients and clinicians as people and 
moral equals. To establish the need for change, Part I examines the clinician–
patient relationship in terms of four directions of care: clinician to patient, clini-
cian to self, patient to self, and patient to clinician. Chapters 2 to 5 focus 
respectively on each direction by speaking to challenges associated with the 
changing roles of clinician and patient in patient- centred health care. Collec-
tively, the chapters indicate how patient- centred health care requires the clini-
cian to care for patients before themselves. Patients can choose to care for 
themselves but are presumed unable or unneeded to care for the clinician as a 
person in a professional relationship in modern health systems.
 Permeating Part I as a whole is my observation that the apparent obviousness 
of the principle of putting patient welfare first has discouraged its critical exami-
nation. Belief in this principle, including the implication that clinician welfare is 
secondary to helping patients, is suggested to be harming clinicians, patients and 
health system performance. Challenging a millennia- long focus solely on the 
patient, this thesis may surprise some readers. However, I am not the first 
person to question that the health profession really believes in putting patients’ 
welfare first,24 and to suggest that the principle of primacy of patient welfare is 
‘controversial at best, morally offensive at worst’.25 Therefore my analysis will 
include appeals to the authority of expert others to garner visible and account-
able open- mindedness, rather than epistemic trust in my critique of the principle 
of primacy of patient welfare.



10  Introduction

 Comprising Chapters 6 to 8, Part II develops my model of person- centred 
health care to demonstrate the kind of social change required to answer the pre-
viously discussed challenges. Putting the person, rather than embodied social 
roles, at the centre and ‘heart’ of health care, this model responds to needs and 
opportunities identified in Part I to balance the personal interests and welfare of 
patients and clinicians. Chapter 6 begins this task by sketching a bridge from 
patient- centred health care to person- centred health care. It sets out the concepts 
needed to envision person- centred health care; shows how this model is currently 
conceptualized much too broadly; and suggests, in turn, a new, generic defini-
tion of person- centred health care. Chapter 7 builds on this discussion. Suggest-
ing a fundamental re- visioning of moral values in modern health care, the chapter 
deconstructs person- centred health care into seven defining values: flourishing, 
virtue, personalism, moral equality, pæanism, authenticity and consilience. 
Fundamental to distinguishing person- centred health care from patient- centred 
health care, these values are suggested to nourish together the roots of the care 
that entwine clinicians and patients in the directions explored by Chapters 2 to 5. 
The seven values link, in turn, to an ethic of virtue that brings to the fore con-
siderations of the character, motivation and practice of the clinician and patient.
 Advocacy of virtue can feel old- fashioned and conjure negative connotations 
like piety and righteousness. However, the virtues are not unappealing and 
unachievable qualities of moral saintliness. Although people may benefit from 
selfish behaviour, I denounce the Hobbesian anti- virtue bias encouraged by 
what began as the bad joke of Bernard Mandeville’s The Fable of the Bees. 
Instead, I regard the virtues as character strengths that energize moral agents to 
practise good behaviour – just as they need regular exercise to improve their 
physical fitness – in response to moral demands of particular situations. This 
response is generally constitutive of an ideal middle path balanced between 
extremes of feeling. The path constructed by the virtues enables persons to act, 
and be trusted to act, consistently well in most circumstances for the right 
reasons. In so doing they can heal or alleviate problems and flourish. Grounded 
in a value- strong ethic of virtue, cultivating good character matters for its own 
sake and to rehumanize health care by making it person- centred.
 Person- centred health care is the kind of health care that persons of virtue 
produce in order to be faithful to their moral values in facing moral dilemmas in 
health care – for example around cost- control and discordant expectations of 
patients and clinicians. In my Emergency Department example, I would have 
benefitted from exercising virtues like patience and gratitude for my health care. 
My physician and I might have benefitted from his demonstrating other virtues, 
such as humility and fortitude, by trusting in my illness narrative. We both could 
have prospered from practical wisdom in co- producing health care of shared 
benefit that synthesizes the sciences and humanities. As a scientific practice 
integrating caring and justice, the health care could then have enabled us each 
to flourish by maximizing our capabilities. This person- centred model shifts 
health care from a patient- centred, codified ethics of principle and duty- 
governed action for patient welfare and population health care.
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 Chapter 8 discusses what is needed to implement my framework as an integ-
rated approach to balancing the welfare of patients and clinicians as persons, so 
they can thrive together. It advocates the civic theoretical and personalist per-
spective that persons are constitutive of communities. Resolving a potential tension 
between the individual and society, this perspective promotes social and political 
arrangements for creating cultural spaces in which persons can cultivate the virtues, 
promote mutuality and reciprocity, and actualize their capabilities to live a good 
and flourishing life. Focusing on the social conditions required for person- centred 
health care to generate and sustain such changes, the chapter discusses what is 
needed to realize lifelong opportunities for character development, including 
upbringing and education. It further considers the potential to develop and use 
emerging personal health technologies for purposes including moral bioenhance-
ment. Lastly, it suggests how to indicate progress towards achieving person- centred 
health care that unifies character, social role and practice, and balances interests, 
virtues and moral norms within and between patients and clinicians.
 Part II therefore presents a provocative statement of my understanding of 
what person- centred health care is, or at least how I believe it should be under-
stood today. This understanding reflects my perspective as a non- clinician con-
cerned equally with the welfare of patients and clinicians. I come to this project 
from an academic background of some 25 years, at the interface of the humani-
ties, social sciences and health care. My work has progressively focused there on 
social theory and health care practice models including clinician–patient encoun-
ters. My insights also draw on my Jewish upbringing which embeds good prac-
tices in good character that continues to develop over a lifetime.
 In this context my book offers a personal perspective in the hope that, 
although ‘elephants are different to different people’, readers will benefit from 
my own way of seeing the world in which what appears self- evident often is not. 
Yet, I strive not to be peremptory because, to be viable, no health system can be 
definitive and normatively prescriptive, particularly in relation to contested areas 
of social and moral life. Circumspection is needed because so much human 
knowledge is emergent, provisional and fallible. A sober implication of my dis-
cussion therefore is that the health care described in Chapter 5 as person- 
centred by others, does not necessarily or even usually fit my conceptualization. 
Nonetheless, debate about the nature, scope and significance of person- centred 
health care as a twenty- first century model is urgently needed and possible 
because person- centred health care is yet to progress toward a unified system of 
practice; and person- centred health care cannot be permitted to mean whatever 
people want. In these terms I advocate with passion for my reasoned advocacy 
for a value- based ethic of virtue.
 Despite my relational focus on the clinician and patient, I often refer specifi-
cally to physicians to make clear that I am referring to medical care. However, 
this discussion is typically still relevant to clinicians in general. They include 
nurses and clinical pharmacists, as well as other members of the caring profes-
sions – including allied health professionals such as audiologists and dental hygi-
enists – and related ‘people professions’ such as law, management and business. 
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The discussion is also germane to informal caregivers and family members who 
cannot be simply reduced to caregivers; and to hybridized, distributed roles 
such as clinician- managers. Increasingly moreover, health care is actually group- 
based or team- based – with patients contributing – rather than exclusively 
dyadic or paired. However, I wish to focus on the dyad because it is ‘arguably 
the fundamental unit of interpersonal interaction and interpersonal relations’,26 
even when it is embedded within larger social groups. Implicit in this focus is 
the non- independence and role distinguishability of the clinician and patient. I 
shall argue that erosion of distinguishability progressively weakens this dyad as 
an analytic construct but that reference to the shared personhood of the clini-
cian and patient reassociates these roles.
 My focus on person- centred clinical care is relevant in turn to ‘people- centred 
public health’. Despite my considering the relationship between the clinician 
and patient – as persons – the concept of personhood avoids pitting individuals 
against aggregative structures like families and communities. Recognizing 
persons as relational by nature and constitutive of these social structures, person-
 centred health care distinguishes the person from the individual as an atomistic, 
biological organism and gives a unified account of human social life. Sociality 
continually emerges from, and is productive of, persons who strive within and 
beyond themselves to realize their capabilities to flourish.
 Throughout the book, I will express the plural of ‘person’ sometimes as 
‘people’ when I am not referring specifically to person- centred health care, but 
as ‘persons’ when I am discussing person- centred health care. I will also identify 
scholars by their full names on first use out of respect for their personhood. 
Lastly, in discussing person- centred health care, I must acknowledge my inad-
equacy in actualizing consistently the behaviour it commends. As a human 
being, I rarely achieve the ideals I aspire to reach, but progress toward them is a 
step towards excellence in health care and life. From this overview I invite you 
to consider my new conceptualization of person- centred health care.
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2 Clinician care of the patient

Introduction

Health care systems depend heavily on the delivery of patient care by clinicians, 
including physicians and other qualified health care professionals. Patient ‘care’ 
is used here as a portmanteau term describing values and technical and interper-
sonal practices by clinicians.1 Technical performance relates to their service pro-
vision for patient welfare, whilst interpersonal behaviour adds concerned 
attention – that is, caring – for patient welfare. I intend to convey both mean-
ings in mapping the myriad factors that blunt the ability of patient- centredness 
to provide health care to patients. The chapter begins by defining patient 
centred health care and critically discussing core features of its historical and 
contemporary landscape, including a commitment to moral principles of health 
care professionalism such as primacy of patient welfare. I then discuss how four 
sets of characteristics of modern health care are testing clinicians’ professional 
commitment and ability to implement this principle, among others, in order to 
practise patient- centred health care – on whose ‘watch’ the challenges to this 
care model have been permitted to expand. The result is an unmet need for 
health systems to improve the organization and delivery of clinician care for 
patient welfare. In common with Chapters 3 to 5, this chapter underpins my 
discussion of the need for person- centred health care in Part II of the book.

Patient- centred health care

To understand patient- centred health care, look at Figure 2.1. It depicts a litho-
graph painted by the Norwegian artist, Edvard Munch. What I notice first when 
viewing this image is the large face of a man in the foreground. His wide eyes 
stare at me; tormented eyes that call attention to themselves; searching eyes – 
set within an isolated, dark, compact face. They gaze away from the human 
figures standing behind him, figures petitioning relief. Beyond the large face, 
these figures in the mid- ground comprise a half- disrobed woman who coquets 
with a dark- clothed man. Her gaze and fine threads of her hair bind them 
together, as if into one. They stand beneath a giant tree that I perceive to be the 
tree of life framed by a symbol of creative suffering, the ‘flower of pain’. To me 
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this composition is intended to be partly out of balance in order to bring 
together a hierarchy of design elements that create dramatic tension and cause 
discomfort. All the elements add visual weight to my use of the image as a meta-
phor of patient- centred health care – which overall is likewise unbalanced.
 For me the metaphor draws on how differentiating light from shadow 
exposes what the subjects of the image can see or not; where sight substitutes 
metonymically for care. Pushed forward, yet hidden in shadow, the outsized 
male face signifies a clinician in distress. The woman and man who stand in the 
light represent patients, who appear self- entranced. Illuminating their welfare, 
the light bathing the patients allows them to see themselves and develop a sense 
of knowing inclusive of the rational order of the ‘En- light-enment’ and of what 
is important for them to care about. To the extent that their visibility exposes 
them as human subjects in need of caring, these patients can self- care and be 
cared for by others, including the clinician; at least if he were to turn around 
and find them within his sight. The French verb, regarder, encapsulates this dual 
capacity to look at and feel concern.

Figure 2.1  Edvard Munch, Jealousy, 1896 (source: photograph of original piece courtesy 
of Imaging Department © President and Fellows of Harvard College. Repro-
duced with kind permission from Harvard Art Museums/Fogg Museum, Gift 
of Lynn G. Straus in memory of Philip A. Straus, 2012.266).
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 In the darkness defined by the light shining on the patients, the clinician 
cannot see himself in order to self- care. Nor can his patients easily see him and 
care for him. The shroud of darkness over the clinician disembodies his visible 
presence to them as a person and moral subject, who needs to self- care and 
receive from others – including patients – the care they can freely offer him. The 
clinician’s self- care and capability to receive patient care have become subordi-
nated therefore to his care of them as patients who present their bodies in the 
light for unobscured treatment. Indeed the shadow over the clinician heightens 
attention to the lit presence of the patients. Redolent of Simon Peter in the 
New Testament, the shadow of the clinician touches them healingly. For their 
good, the clinician surrenders his own interests; he is like Odin, the supreme 
Nordic deity who sacrificially suspended himself from the tree of life. Most 
simply however, the clinician in the dark can potentially see and care for illumi-
nated patients who can self- care but cannot see him in order to reciprocate care.
 Likewise, patient- centred health care is an ideal that expects modern clini-
cians to focus attention on, and care for, patients rather than themselves. 
Putting patients at the centre of health care, this model explicates patients’ capa-
city to be active participants who, beyond receiving health care, can see and care 
for themselves but not really see or care for their clinicians. The person of the 
clinician, even when in front of patients’ eyes, may not be clearly perceived, at 
least as a person; and the role of clinician may be poorly understood. Therefore, 
the model illuminates patients who partner with the ‘unseen’ clinician to help 
care for their own welfare. Broadly speaking, this shared care of the patient ‘is 
respectful of and responsive to individual patient preferences, needs, and values 
and [ensures] that patient values guide all clinical decisions’.2 Widely considered 
the standard for interpersonal clinical care, its normative commitment to care 
first and foremost for the patient has its ethical roots in the oath historically 
sworn to by physicians and attributed to the ancient Greek physician, Hippocrates 
of Cos.
 Most contemporary oaths sworn by medical students vary significantly from 
the Hippocratic Oath, which nevertheless stands as the founding document for 
western medical ethics. In its original form, it is religious. Under the protection 
of the divinities, it requires physicians to commit to living a ‘pure’ life and pro-
viding rational medical care to patients as their primary duty in the healing tra-
dition of the deity of medicine, Asklepios. Patients are represented in the Oath 
as passive bearers of sickness, whose origin is physical and who depend largely 
on the beneficence and humanity of the physician to treat them. In caring for 
patients the secular physician – a word deriving from the Greek term for nature, 
physis – perceived the body to function as an integrated whole in a law- governed 
natural order.
 Therefore, Greek medicine as a profession was holistic. Presuming the unity 
of the body, mind and behaviour, this view was universalized from the Middle 
Ages into early modern times. The medical profession then looked for new ways 
to understand and manage sickness as a shift in the sites of production of 
medical knowledge took place from classical learning and bedside medicine to 



20  The need for change

hospital medicine.3–5 The last development in the age of Enlightenment 
embraced the use of the scientific method, which introduced options that might 
improve health outcomes for patients but also distanced them from physicians. 
Constructed as a mechanical body in clinical medicine, the patient became a 
passive product of the medical gaze. The physician used disease- centred think-
ing to manage the patient’s problem – defined in reductionist, biological terms 
– to promote the patient’s health. It was not until the mid- 1960s, some 2,500 
years after Hippocrates, that principle- based moral theories began to reshape 
this ethic of beneficence. Despite a continuing commitment to contribute to the 
welfare of the patient, medicine and health care then progressively demonstrated 
a new respect particularly for patient autonomy and patient rights. Epitomizing 
this development, the model of patient-centred health care, as we have come to 
know it, achieved deep respect for patients as people. It recognized patients as 
embodied and autonomous subjects functioning in the everyday world they 
experience. Yet, beneficence continued to constitute the main purpose of medi-
cine and health care.
 The British psychoanalysts, Michael Balint6 and his wife Enid Balint,7 first 
described patient- centred health care as ‘whole person- centred medicine’.8 Set-
tling on the term ‘patient- centred care’, they provided a method to help clini-
cians manage patients’ psychological and relational problems, as well as physical 
illness. Patient- centred health care further evolved with the development of 
principles of family medicine, for example by Frans Huygen during the late 
1970s in the Netherlands,9 and was formally developed from the mid- 1980s by 
Joseph Levenstein and family medicine scholars at Canada’s University of 
Western Ontario.10,11 Becoming the standard for patient–clinician communica-
tion, their clinical method of patient-centred interviewing12 provided a simple 
way for clinicians to implement and validate George Engel’s complementary 
model of biopsychosocial care.13 To recognize the whole person of the patient, 
Engel’s model corrected the reductionism of the biomedical model by integ-
rating understanding and management of biological, psychological and social 
influences on health and disease. The patient- centred clinical method also 
responded to patients’ explanatory models of illness14 vis- à-vis the clinician’s dis-
ease-centred understanding and clinician- centred care. It drew on the narrative 
competence of the clinician15 to elicit and understand patients’ values and the 
meaning of their illness experience in the context of their life stories. It further 
sought to inform and be responsive to patients’ preferences, as an intrinsic goal 
of health care, by involving patients as active participants in health care, for 
example through shared decision- making. Definitions of patient- centred health 
care have continued to develop, moving discussion of this care beyond the 
patient–clinician relationship to health care institutions but continuing to 
emphasize the experience of the patient who can co- produce care with the clini-
cian across health care settings.16

 In the United States, work on clinician–patient communication and shared 
decision- making has built on this pedigree of patient- centredness, contributing 
in 2001 to the Institute of Medicine17 recognizing patient- centred care as an 
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explicit aim of high quality health care. As a rule for redesigning its health 
system, the Institute stipulated that ‘The patient is the source of control.’ The 
vague but radical nature of this rule may help to explain why the meaning of 
patient- centred health care is still debated. Aspirationally however, the rule 
speaks to a need widely recognized internationally to respect lay values, experi-
ence and preferences in health care. Patients and the public have traditionally 
lacked the power to shape health services, yet recent participatory initiatives in 
many health systems include these groups in designing, implementing and 
evaluating system improvements to the safety, functionality and useability of 
health care. The improvements reflect renewed policy interest in the principles 
of patient- centred health care,18 most saliently in the United States where they 
help to arrest decline in primary care through system- wide change under the 
Patient Protection Affordable Care Act (PPACA).19 Reforms at the federal and 
state levels are integrating patient- centred concepts into health care standards 
through service delivery innovations like the patient- centred medical home. This 
team- based philosophy aims to transform physician- led primary care practices 
into cost- effective organizations to enhance patient engagement and experience 
and population health. To achieve these aims the homes coordinate and integ-
rate comprehensive care and a whole person emphasis across the health system. 
Moot however is whether patient- centred health care includes population health 
care or sits uneasily with it.20

 Indeed, controversy still characterizes the fundamental goal of patient- 
centred health care. Even its own proponents question whether this model is 
important either for its own sake, regardless of its impact, or as a means of 
improving the quality of patient care. If the latter goal is accepted, the ability of 
patient- centred health care to achieve it has still not been clearly demonstrated. 
Mixed results have been reported overall for relationships between patient- 
centred health care and clinical outcomes,21 and no encouragement comes from 
recent United States findings on the effectiveness of patient- centred medical 
homes in improving the quality, utilization and costs of modern health care.22 
What makes patient- centred health care ‘morally right’ has received little schol-
arly attention.23

Principles

From my perspective, the most cogent moral justification for patient- centred 
health care is that it reflects ethical norms of inherent value, as exemplified by 
statements of bioethical principles for health care professionalism.24 Prominent 
among these statements is the 2002 Physician Charter.25 Produced by leaders of 
internal medicine across the United States and Europe, and subsequently 
endorsed by more than 130 professional organizations worldwide, the Charter 
has been suggested to be even more relevant today than when it was 
developed.26 Its ‘action agenda’ for elucidating and raising the profile of medical 
professionalism has stimulated physicians to reassert their authority in collabo-
rating with other professionals to resist external challenges to medical care. 
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These challenges have arisen because ‘medical practice is embedded in a health 
care system that determines the content and scope of professional autonomy’.27 
This system produces tribalism between clinician specialities and clinicians and 
managers who expect clinicians to achieve targets for excellence and quality 
improvement amid growing health care costs, resource constraints, technolo-
gical change and external regulation. Also demanding action are policy expecta-
tions for physicians to help reduce inequalities in health care and promote social 
justice through individualized care in the context of population health goals.
 The Charter explicates the need for physicians to implement three moral 
principles of medical care; and clinical care more generally. These principles – 
primacy of patient welfare, patient autonomy and social justice – align with the 
commitment of patient- centred health care to: put patient welfare first; have 
due regard for, and facilitate, patients’ autonomous decision- making; and 
promote fairness in patients’ access to health care. Shared alike by professional-
ism and patient- centred health care, the principles reformulate similar moral 
norms that are included in some form, on the basis of a common morality, in 
other classical ethical frameworks like rule- based deontology. Indeed, the prima 
facie principles – which can directly conflict – guide the local formulation of 
more specific rules and obligations. From the principles, the Charter has 
derived ten professional responsibilities (or ‘commitments’) whose contractual 
language gives it a legalistic tone. These responsibilities expose patient- centred 
health care as a duty- based ethic centred on patient welfare. I want to discuss 
the principle of primacy of patient welfare and then challenges to it from inside 
and outside the Charter.
 As the centrepiece of patient- centred health care, the principle of primacy of 
patient welfare declares that the welfare needs of the patient are paramount. 
There has been a continuing and widespread reluctance to question this moral 
principle as a fundamental tenet of health care professionalism and even as a 
moral requirement for clinical care. The burden of proving the rightness of the 
principle and, therefore, of patient- centred health care itself has fallen on the 
commentators who favour something else.23 The principle has appeared self- 
evidently right because patients have greater immediate health care needs than 
clinicians, and health care by definition is a form of beneficence. Moreover, 
favouring the clinician, a structural imbalance of power ‘in the form of know-
ledge, skills, access to resources, social authorization, and legal legitimation’28 
requires patients to trust their clinician to put their patients’ welfare above clini-
cian self- interest. For such reasons physicians swear publicly to the Hippocratic 
Oath or more commonly some similar oath such as the Declaration of Geneva 
(Physicians Oath) when they graduate from medical school. As a counterpoint 
to the Ring of Gyges myth in the Second Book of Plato’s, The Republic, they 
swear to honour the expectation of fidelity to patients.
 Although the oath taking is most often ceremonial and non- obligatory, a 
social contract is now widely believed to entitle people to receive health (care) 
as a human right; and the patient–clinician encounter also frequently entails a 
legal contract for service. Clinicians are professionals paid to exercise their 
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special body of knowledge and skills in the best interests of those they serve; and 
in so doing benefit themselves, for example through income, status and satisfac-
tion. On top of these reasons, health care is a moral enterprise, not merely a sci-
entific or business one, committed to professional integrity and arguably to 
selfless altruism. Within the realm of moral and professional duty therefore, cli-
nicians act to support patients’ health and healing; and, stretching health care’s 
morality, they may also offer patients and society contested benefits like genetic 
testing and reproductive controls.
 In this context the primacy of patient welfare underscores health care profes-
sionalism and health policy developments worldwide. Today, for example, the 
publicly funded National Health Service of the United Kingdom explicitly 
requires clinicians to put the interests of patients ahead of their own.29 Regard-
less of who is expected to benefit more from having their interests satisfied, this 
principle guides the application of levers of choice and competition to improve 
health services. Another argument for putting patient welfare first is that prob-
lems arise not when clinician welfare is put second but when clinicians fail to 
receive a minimum, sufficient level of care. However, a problem with this claim 
is that providing care that is merely sufficient and hence satisfactory or ‘good 
enough’ is not necessarily in the best interests of the patient or the clinician. 
Good enough tends to act against achieving the best, the best requiring opti-
mizing the welfare of both the patient and the clinician.

Challenges

There are many exceptions, moreover, to the principle of primacy of patient 
welfare. From an informal survey of the literature, David Wendler30 docu-
mented 27 widely acknowledged exceptions to physicians acting in the best 
interests of the present patient. The exceptions come from: competing claims, 
for example for physician self- care; other patients; and family members as well 
as society. Such exceptions highlight limits to the resources – including the 
time and power – of physicians to know and be responsive to each patient’s 
health interests31 compared with the public good, their own moral interests as 
physicians, and the interests of other patients and family members. Wendler’s30 
concern lies less with the principle of primacy of patient welfare, to which 
exceptions require a ‘compelling justification’, than with the need, he per-
ceived, to establish an oversight authority that could provide systematic guid-
ance on which exceptions are legitimate and how to manage them. Yet, the 
exceptions he identified speak to the complexity of the principle and cast 
doubt on whether the medical profession, and health professionals more 
generally, truly believe and practise it. Thirty years ago Ranaan Gillon32 
expressed similar doubt by stating that if the medical profession ‘really 
believed that the patient’s interests always come first, then it presumably 
would not allow medical time and effort to be diverted away from direct thera-
peutic activity’. Reinforcing this scepticism has been a continuing, general 
failure by physicians to hold each other to a best- interest standard.
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 I wish to suggest four sets of challenges to the primacy of patient welfare as 
a properly sufficient concern of modern health care. The Charter itself high-
lights the first set of challenges that come from potential conflict with the 
principles of respect for patient autonomy and social justice. Second, the 
concept of patienthood is losing specificity and clear differentiation as a mean-
ingful category. Third, challenges arise from recognizing health (care) as a 
human right, not specifically a patient right, and its growing reconstruction 
within health systems as a ‘commodified right’. Lastly I will suggest how 
recent attempts to view dehumanization as potentially functional act inadvert-
ently against patient welfare. The overall discussion challenges the nature and 
scope of patient- centred health care.

1 The Physician Charter

Though designed to resist health system changes and other forces ‘tempting 
physicians to abandon their commitment to the principle of primacy of patient 
welfare’,33 the Charter itself risks compromising this principle. The principle of 
primacy of patient welfare is set against other moral principles with which it can 
conflict. The Charter first invites consideration of how to reconcile the conflict 
that can arise between patient autonomy and physician concern for patient 
welfare. When there is conflict, then even with deliberation and judgement 
there will be gains and losses for patient- centred health care: either patient 
welfare triumphs, which undermines respect for patient autonomy as a feature 
of patient- centred health care, or else patient autonomy weakens physicians’ 
benevolent concern for patient welfare. Second, a tension can develop between 
social justice and patient welfare. The Charter effectively divides physician loyal-
ties to individual patients vis- à-vis society as a whole, without explaining how to 
manage the conflicts within a functional alliance with society.34 Let us consider 
the various challenges posed by respect for patient autonomy and social justice 
respectively.

Respect for patient autonomy

Respect for the autonomy of patients – or, as Tom Delbanco and his col-
leagues35 have expressed this principle, ‘nothing about me without me’ – implies 
the need of physicians and other clinicians to safeguard patients’ informed 
agency and full involvement in decision- making about their health care. Clini-
cians are expected to enable patients to share decisions that are faithful to these 
patients’ values and preferences. However, disagreement over the precise 
meaning, scope and moral significance of respect for this principle is problematic 
when there is no standard clinical choice to make – such as whether to screen 
routinely for prostate cancer or treat early stages of this disease. It is unknown 
in this situation what best serves the patient’s welfare, which necessitates com-
paring different options, mindful that the option preferred by the patient may 
differ from the option that the clinician favours.
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 Consistent with political movements for civic and human rights and liberal 
individualism, recent decades have witnessed patients’ growing competence and 
agency to make the final choice from options available to them for their health 
care, even when this choice does not maximize their welfare. Indeed, clinicians 
commonly stretch patients’ competence to choose how to proceed because, 
grounded in personal dignity, patient autonomy has intrinsic rather than neces-
sarily instrumental worth, for example in promoting welfare or quality of life. 
Clinicians who promote patients’ autonomy appeal to patients to become more 
self- directed36 and, in some versions of patient- centred health care, to control 
decision- making.2,37 Mandatory patient decision- making has been advocated 
mainly because patients alone directly experience the consequences of decisions 
made about their health care.38 In turn, amid increasing complexity in modern 
health care, clinicians might have no preference or be truly uncertain as to which 
clinical option to recommend. They may also wish to share responsibility for 
risks associated with the decision taken, while wanting to minimize third party 
regulation of the content of health care. However, clinicians may effectively 
restrict the ability of patients to express autonomy.
 Clinicians understand that illness can burden and distract patients, who may 
also lack in their individual circumstances the intellectual and emotional capabil-
ities and other resources needed to make and implement choices that promote 
their welfare. Moreover, patients cannot know what information they want dis-
closed to them until they know it. Too much information may increase their 
decision- making autonomy but inappropriately frighten them and reduce their 
welfare. For such reasons, clinicians may communicate poor prognoses to 
patients in hopeful terms, which patients may perceive as compassionate.39 In 
this environment, patients may not always want and be able to make informed 
health care decisions, alone or even with their clinician. Therefore, most clini-
cians are wary of mandatory patient decision- making that can leave patients 
feeling overwhelmed, isolated and abandoned. Shared decision- making offers 
both parties a compromise between patient autonomy and patient welfare, and 
provides scope for clinicians to explain to patients why they cannot always have 
what they request. Requiring clinicians to do what the patient wants – such as 
to receive an antibiotic for a viral infection – can act against the welfare of the 
patient, others or both, at least in the long term. As Robert Veatch40 has stated, 
‘Giving each of one’s patients everything that could benefit them would not 
only be immoral, but is actually illegal when it commands resources rightfully 
belonging to others.’ Similarly, a need to protect the public health may require 
clinicians to oppose particular preferences of the patient, as exemplified by a 
statutory duty to notify certain infectious diseases.
 Consequently, not only is patient autonomy frequently optional in clinical 
practice but clinicians may restrict information giving to patients and be 
reluctant to let patients’ ‘irrational’ choices trump their own clinical understand-
ing of what best serves patients’ welfare.41 Drawing on the principle of thera-
peutic privilege and despite digital democratization of health information, 
clinicians therefore continue to act as gatekeepers to personalized health care 
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information. They offer individual patients the information that, in their judge-
ment, is clinically reasonable to give them. This information will enable these 
patients to pursue safely and conscientiously their personal health goals, while 
serving the good of others. Clinicians may further influence patient decision- 
making by limiting patients’ treatment options. Patient autonomy here tends to 
function as a negative right since patients cannot usually expect to receive what-
ever treatments they want. Patients can at best accept or reject the treatments 
their clinician offers them. These treatment options may depend on whether 
preferences that patients have expressed fit with clinicians’ knowledge of these 
patients’ deep values – and hence seem authentic and truly autonomous.42 On 
balance, the growth of patient agency dilutes the autonomy of the clinician to 
protect patient welfare, despite leaving it mostly intact.43 In other words, patient 
welfare still tends to trump patient autonomy as a feature of patient- centred 
health care.

Social justice

The principle of social justice acts as a brake on the principles of primacy of 
patient welfare and respect for patient autonomy by reflecting how patient- 
centred health care has expanded its focus on personal health care to include 
(individualized) population health care. However, there is a risk of overstating 
this transition, since concern for population health has been evident for millen-
nia. It is sometimes stated that the Hippocratic corpus obliges physicians to care 
for their patients, without concern for distributive justice,44 yet in Greek society 
the concept of the individual patient was indivisible from the population. Today 
this notion still characterizes communitarian discourse – saliently among indi-
genous peoples such as New Zealand Māori, for whom ‘Individual identity 
exists within whānau [extended family] and is indivisible from whānau.’45 Never-
theless, for most people living in the West, the individual and society signify 
separate but interrelated social realms.
 Success in bridging these realms has proved elusive. Recent decades have 
looked to patient- centred health care to repair the schism that took place a 
century ago between clinical health care – characterized by its focus on the 
individual patient – and community- oriented public health.46 The 1978 Alma 
Ata Declaration47 laid down some of the tenets of patient- centred health care, 
such as health promotion for all, which resonate with the drive of the Physi-
cian Charter and, as noted above, with other reforms that have been intro-
duced to provide population health care in countries like the United States.48 
However, expecting clinicians to exercise stewardship of scarce societal 
resources weakens their ability to meet their fiduciary responsibility to put first 
the welfare of the present patient. Primary care clinicians, for example, are 
commonly expected to promote routine screening tests such as mammography 
even though these tests may benefit the community more than most partici-
pating patients.49 Hence, the Physician Charter can cast clinicians unreasona-
bly as ‘double agents’.50
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 Contrary to the Charter’s claim, health care has no ‘contract with society’, 
which can form the foundation of principles and responsibilities for health care 
professionalism. In creating such a contract by moving professionalism from a 
covenantal model to one prescribing clinician responsibilities in contractual lan-
guage, the Charter signals distrust of key values of clinicians, such as benefi-
cence – and arguably therefore puts patients second.51,52 Put simply, the 
Charter constructs a model of population health care which can lose sight of 
the welfare of individual patients. The Munch painting, Spring Evening on Karl 
Johan Street, is emblematic of this consuming process. A lone, shadow- covered 
man walks past the life- frightened, moon- faced people who ‘sleepwalk’ past 
him. So brightly lit are their pallid faces that their individuality is lost within 
the compressed file of solitary figures. In the same way, population health care 
over- illuminates patients as individuals, who can appear almost indistinguish-
able from the background population, from each other and from their clinician. 
It is as if the over- illuminated patients can be imagined to fuse in the approach-
ing light.
 I have been focusing thus far on social justice in distributing health care to 
the whole population and to individual patients in the light of population- based 
goals. However, the principle of social justice also indicates a need to treat clini-
cians fairly in allocating health care resources. Health systems, including clini-
cians and patients, have an interest in caring about the welfare of clinicians as 
much as patients (Chapters 4 and 5) and hence in putting persons or people 
first, rather than merely patients (Part II). Nevertheless, qualifying this discus-
sion is the growing porosity of the terms ‘patient’ and ‘clinician’, which reduces 
the meaningfulness of principles such as primacy of patient welfare.

2 Erosion of meaningful difference

The concept of the patient appears straightforwardly to signify the social actor 
playing the role of receiving health care. However, this semblance of simple 
meaning belies complexity. Retaining the trace of an individual who is under 
health care, the concept of the patient has become stretched to overlap related 
concepts like ‘population’ and even ‘clinician’ within grey zones whose bound-
aries themselves are uncertain. Not only does role convergence characterize cli-
nicians and modern patients but also modern society increasingly views all 
people as patients requiring health care. Even though these patients have never 
been healthier than they are now, health systems construct them more and more 
as sick. Moreover, as more epidemiology is put into clinical practice, patients are 
managed alike. The result of such developments, stated the sociologist Jean 
Baudrillard, is ‘a viral loss of determinacy . . . [and] confusion of types’,53 which 
weakens the case for privileging the welfare of patients as a special group. Let us 
consider how everyone has become a patient and how this role obscures the 
personhood of patients. Clinicians, moreover, tend to treat alike these patients 
who increasingly resemble clinicians in ways that patient- centred health care 
struggles, by definition, to accommodate.
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All people are becoming patients

Forty years ago, Marshall Marinker54 observed that clinicians create patients, and 
certainly the answer to the question, ‘What is a patient?’ has changed over time. 
From the Latin patiens, the word patient originally denoted a person who 
suffers or bears a burden. The term, patient, still echoes this meaning of ‘one 
who is acted upon’ in patiently tolerating clinical care. However, this meaning 
has expanded. Beyond a focus on, and orientation toward, the family as a unit 
of care in family medicine, society itself has been transformed into a kind of 
patient. Moving beyond the generation when a person could be sick without 
becoming a patient,54 all of its members have become patients linked by risk 
assessment and control. At the same time the over- brightness of the light of 
population health care has reduced the contrast between sick patients and 
others. Through increasing medicalization of human conditions and problems, 
this light has made sick patients difficult to distinguish from healthy persons – 
who traditionally have not been considered patients – and from the population 
as a whole.
 Stated simply therefore, everyone today is a patient to the extent that 
patients no longer comprise only those who are sick or are worried they are 
sick. Patients also include those with no pathology. Society has encouraged 
them to restructure their everyday routines and increase clinical contact to 
reduce their risk of developing serious disease, improve their health and 
provide profitable markets for health care as an industry. As David Morris 
explained, health has become ‘too important to be wasted on people who are 
perfectly well . . . [and] happens not so much in the absence of illness as in its 
presence’.55 In this context, family carers have become ‘hidden patients’ whose 
stresses and health needs often lack visibility. Moreover, as ‘wounded healers’, 
even clinicians have become patients.
 Stretching the meaning of patienthood in this manner cannot fully extinguish 
the meaning of the patient as a person who has established ‘a healing relation-
ship with another who articulates society’s willingness and capacity to help’.54 
However, especially within patient- centred primary health care, a powerful 
movement toward preventive medicine, including health promotion, has shifted 
clinicians’ attention, ‘from the sick to the well, from the old to the young and 
from the poor to the rich’.56 To be precise, the transition in health service 
delivery has been less from the sick to the well than from the sick to the quasi- 
sick. It has been towards socially constructing increasing proportions of the 
population, who feel well, as simultaneously and apparently sick – for example 
on the basis of barely abnormal test results. In these terms not only is everyone 
a patient but also everyone is sick. This shift reflects the medicalization of all 
aspects of human life, including mood and lifestyle behaviour such as food 
choices. Just as Gustav Klimt’s panel, Medicine, depicts Hygieia as a symbol of 
seduction, so too has medicalization seduced modern society and its clinician 
agents into over- focusing on health and expanding health care markets. In at 
least four ways, medicalization persists in Western society.
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 First, experiences that this society once considered a normal part of human 
adult life – such as sex and pregnancy – now commonly attract medical atten-
tion and intervention. Medicalization of symptoms has spawned diagnoses of 
new medical disorders like female sexual arousal disorder, and has created profit-
able opportunities to market new treatments. Moreover, the medical gaze has 
widened from signs and symptoms of illness to risk factors as spaces of possib-
ility of illness. These risk factors are sometimes presented as preconditions or 
subclinical conditions among ‘pre- vivors’. All social spheres have witnessed this 
growth of surveillance and control by the medical gaze on the population, for 
example through public health campaigns and screening. Michel Foucault’s 
concept of ‘indefinite medicalization’ signifies how social and normalizing func-
tions of this gaze impose themselves on populations without responding to the 
interests and demands of individual patients.
 Second, the proportion of the population documented to have existing 
disease has swollen. For marginal gains, people have been increasingly diagnosed 
as having one or more of a range of diseases including hypertension, hyperlipi-
daemia and diabetes. Physicians may diagnose disease and predict clinical benefit 
(or harm) of treatment on the basis of surrogate endpoints or biomarkers, such 
as low- density lipoprotein (LDL) cholesterol concentrations. Thus, the biomar-
kers have become new disease entities. Ever- lower, arbitrary thresholds have 
been set in place by clinical guidelines and applied to these measures that ostens-
ibly distinguish people with disease from others without the condition. Yet, the 
LDL cholesterol concentration is not, in itself, a reliable surrogate for cardiovas-
cular benefit.
 Third, if people cannot be meaningfully categorized into those who either do 
or do not have, say, hyperlipidaemia or high blood pressure, everyone has these 
conditions to some degree. And irrespective of the levels of individual risk 
factors for vascular disease events, the people at elevated total risk of these 
events may benefit from treatment, for example with low- cost statins, without 
experiencing serious adverse effects.57 One implication is ‘Statins for all by the 
age of 50 years?’58 By then the event risk begins to warrant the clinician and 
patient discussing (absolute) risks and benefits of drug treatment (especially with 
movement in the United States59 to initiate the most effective statin treatment 
rather than titrate statin use to reach LDL cholesterol targets). A polypill com-
bining low doses of different medicines has also been proposed when risk factors 
for vascular disease are only slightly abnormal. Yet, since life is a terminal con-
dition, healthy low risk can never be healthy enough. Whether millions of 
healthy people are best served by medicating them is still debated.
 Moreover, arguably the greatest loss in people’s lives is not their physical 
death, but their loss of quality of life, including what dies inside them when they 
dwell too much on – and try to control – the risk of becoming sick. What can 
die is their ability to accept risks inherent in life and live in enjoyment and equa-
nimity with their human limitations and finitude. So long as healthy people 
without disease remain trapped by fear, whether irrational or rational, they will 
continue to divert some resources for clinical care away from the sickest people. 
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Population health care rings this bell of anxiety even though, while the popula-
tion as a whole can be expected to benefit, some patients are harmed and most 
patients derive little, if any, personal benefit from preventive care (the ‘preven-
tion paradox’).
 Fourth, despite the continuing primacy of Hippocrates’ injunction on clini-
cians to ‘do no harm’, applying clinical knowledge through diagnosis and treat-
ments can cause illness, as an unintended side effect. Some harm is unavoidable. 
Statins, for example, commonly produce side effects like joint pain. Neverthe-
less, even major ‘harm’ can benefit patients as exemplified by surgery performed 
as an act of ‘calculated violence’. Other patient harm can result from health care 
interventions that are unnecessary or, worse, inappropriate. For example, con-
sider potentially dangerous side effects of the pharmaceutical treatment of the 
increasing number of children diagnosed with the Attention Deficit and Hyper-
activity Disorder (ADHD). These side effects are empirical and, beyond the 
medical history, are not predictable for specific individuals. Hence, uncertainty 
compounds the clinical risk of iatrogenesis. So too does the possibility that 
pathology motivates treatment of ADHD with stimulant medication. Rather, 
the key aims of treatment are to reduce symptoms and improve normalcy, func-
tion and performance within certain social, including educational, settings. 
Iatrogenesis results also from public health interventions in groups of indi-
viduals, which returns us to the notion of the ever- narrowing distinction 
between individual patients and groups they constitute in the population.

Patienthood can mask personhood

While everyone is becoming a patient, the totalizing term, patient, struggles to 
accommodate the diverse meanings that lay people may attach to their role in 
health care. Some individual patients do not want to be described as patients – 
on whom health care can be centred. People who have been diagnosed with 
conditions including inflammatory bowel disease60 and Parkinson’s disease com-
monly do not refer to themselves as patients or want others to call them 
patients. From their perspective, a designation of patienthood reduces them to 
their disease and is inconsistent with their personhood, including their active 
ability to participate in an informed manner and with autonomy in decision- 
making about their health care. ‘People- first language’ is further evident in the 
disability field. The term ‘people with disabilities’ rather than ‘disabled people’ 
puts people’s personhood ahead of their disabilities and describes what they 
have, not who they are. Even though, by emphasizing a lack of ability, ‘disabil-
ity’ itself is detractory, the shift in language resists the primacy of welfare of the 
patient and facilitates a re- scoping of the social role of the patient in modern 
health care. Exemplifying this recalibration are increased sharing and democrat-
ization of health information through participatory infrastructures like the Open 
Growth platform of Sage Bionetworks’ Real Names Discovery Pilot. Many 
people nevertheless remain content to be described as patients when they receive 
health care. At the same time they illustrate how it is not necessarily true that 
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‘The sick, whom we profess to treat, are vulnerable, anxious, and dependent.’61 
Though it has become commonplace to describe patients as suffering from 
medical conditions like diabetes, patients may or may not experience suffering – 
as a severe, negative threat of discomfort or pain on their conscious intactness.
 Certainly, most of the patients who are not ill do not suffer from being 
patients, although some of them do. Of the patients who experience discomfort 
from illness, some do not suffer as a result, despite others commonly equating 
this discomfort with suffering. Other ill patients do suffer from their condition, 
sometimes terribly. Their suffering may manifest in physical symptoms or in 
feeling abandoned, alone or in despair. Although culturally shaped, their suffer-
ing is personal. No less an attribute of personhood than patienthood, it consti-
tutes an insufficient basis for patient- centred health care that puts the welfare of 
patients ahead of all persons. I want to elaborate on the notions that suffering is 
not distinctive to patients and can even be useful, and indeed necessary, for 
healing.
 Some patients come to feel at ease with – or despite – their illness. Non- life-
threatening illness might not worsen any suffering they experience for other 
reasons, like awareness of finitude as a condition of human life. Their illness 
therefore might not burden them; and not mandate primacy of welfare. The 
English poet, John Keats used the term ‘negative capabilities’ to describe this 
kind of openness to all human experience. And with this receptiveness, patients 
may experience illness as a ‘good enough’ part of what they can reasonably 
expect from their human life – a life that has been gifted to them, a life that is 
not death and for which they may feel grateful compared with other persons 
worse off than they. Hence, illness is not experienced as suffering in the light of 
this personal meaning.62 Even patients who do not accept their illness may feel 
anger more than suffering and reassert autonomy.63

 When patients do suffer, their suffering, like that of clinicians and family care-
givers, can easily go unrecognized. When illness adds to suffering, this experi-
ence is not necessarily bad. A Jewish Midrash (Rabbinic commentary) states that 
until the time of Jacob, people died in the absence of illness. God granted 
Jacob’s prayer for the gift of illness so that people could prepare for their death. 
Christian theology goes further in suggesting that people cannot complete 
living and become fully human painlessly or without suffering.64 C.S. Lewis,65 
for example, drew on personal experience to explain that pain, even when pro-
ducing resentment as a form of suffering, can facilitate personal growth and 
bring out the best in persons. Shakespeare had illustrated how such develop-
ment can take place. In King Lear, Lear and Gloucester suffer from their wrongs 
but, through their suffering, find some moral redemption. Their suffering cata-
lysed their acquiring virtues like insight, humility and humanity. Though suffer-
ing can also be destructive and meaningless, in combination with virtues such as 
hope and faith, it can be endured by people who feel they are not alone and 
achieve a sense of peace with their life. Consider, for example, people’s Christian 
belief, filtered through Catholic faith, that ‘by way of Christ, God suffers with 
them’. Independent of such consolation from religious conviction or revelation 
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is the potential for human suffering to act against the passive defencelessness 
and vulnerability of being human.
 Suffering has this liberating power because it can even enliven those who 
suffer. Suffering has this paradoxical potential to vivify when it is viewed as a 
challenge to meet or accept within a quest narrative. As C.S. Lewis wrote, 
although ‘pain hurts . . . pain, below a certain level of intensity . . . might even be 
rather liked’.65 Pain and suffering can become integral to effortful progress 
toward happiness and flourishing. Indeed, people can be unhappy and happy at 
the same time. For example, from living with the muscular degenerative disease, 
Amyotrophic Lateral Sclerosis, the theologian–philosopher, Franz Rosenzweig 
exemplified, how, ‘A condition into which one has slithered gradually, and con-
sequently become used to, is not suffering but simply a condition . . . that leaves 
room for joy and suffering like any other.’66 The skills of happiness – as Ameri-
can psychologist, Martin Seligman noted in his 2004 TED talk – differ from 
those of relieving misery, and indeed the two states are related. Suffering helps 
persons to feel and celebrate the gift of life because, ‘when we succeed in feeling 
nothing, we lose the only means we have of knowing what hurts, and why’.67 
Other reasons for the possibility of experiencing joy in the midst of suffering are 
the beauty of the world and the tendency of sick people to be mostly well and 
become awakened to the opportunity to care for others managing their suffer-
ing. For such reasons, finding the will to live on through a terrible condition 
and its impermanence can be lionizing and even revelled in, as Friedrich 
Nietzsche suggested, rather than necessarily produce (only) suffering, as sug-
gested by Arthur Schopenhauer. Aware that society commonly exempts sick 
people from their usual responsibilities, patients may also happily crave the 
special attention that sickness can bring them.68 Such benefits may depend on 
their willingness to participate in health care but act against alleviation of, or 
recovery from, sickness.
 So, without diminishing the need of health care to relieve or minimize suffer-
ing, suffering can be less a problem to avoid at all costs than, as the philosopher 
Miguel de Unamuno opined, an essential part of the complexity of what it 
means to be human. To eliminate suffering is to extinguish life itself and, as the 
Buddha said, to desire what is beyond our grasp. So, without judging the appro-
priateness of individual patients’ response to their state of health, I have sug-
gested that compromising the primacy of patient welfare is the misnomer that 
patienthood connotes anguish, distress and debilitating suffering in the midst of 
sickness; some sick patients do not suffer. Other patients – sick and healthy – do 
suffer but their suffering does not necessarily make them passive and joyless or 
make their welfare paramount.

Similar patients are treated alike

De- emphasizing the need and ability to account for individual variability is a 
one- size-fits- all approach. Underwritten by population health care, which 
includes putting more epidemiology into personal health care, this commitment 
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to standardize health care entails practices like implementing clinical guidelines 
and electronic health records to help clinicians reduce errors and ultimately save 
time and money. However, standardizing care provision can underestimate 
meaningful differences between the patients who present with the same problem 
or need. Critics of standardization argue that clinicians need to know and 
respond thoughtfully rather than mechanically to the nature and importance of 
the welfare and other moral interests of each patient and clinician. Evident in 
standardization, therefore, is a trend toward ‘loss of the individual’,69 which pro-
motes uniform clinical care that erodes patients’ uniqueness and identity. 
Patients become ‘faceless’ as individual persons.
 Patient- centred health care and, now, personalized medicine, both emphasize 
individualized care. However, patient- centred health care has been unable to 
resist the movement toward standardization, which in modern health care 
reflects at least two related sets of forces. The first of these takes a business 
focus, most notably in the United States, which commodifies health care and 
service relationships under a mass production model directed by general man-
agement in competitive and mixed markets. Characteristics of this volume- 
driven model include commercialization and, despite some decentralized 
authorities, a trend toward centralization and corporatization, for example 
through managed care enterprises. Pay- for-performance programmes, for 
example, draw on aggregate findings to incentivize clinician employees financi-
ally to adhere to clinical guidelines. The findings document performance against 
easily measurable professional standards that do not necessarily accommodate 
what individual patients want, especially when they become frail, disabled or live 
with serious chronic illness. To increase efficiency and accountability and cut 
rising costs, management structures have nevertheless weakened physicians’ 
power to manage assorted patients differently. In contrast, pharmacists, for 
example, may welcome health policy changes such as reclassifying medicines 
from prescription to non- prescription, which increase their professional auto-
nomy whilst also constraining it.
 Second, in countries including the United Kingdom and New Zealand, a 
communitarian ethos undergirds policy requirements for health care practice to 
deliver population health care. This care is designed to contain costs; manage 
unintended variation in health care delivery; distribute health care resources 
fairly, when clinicians can confidently predict outcomes of interventions that are 
important to, and across, similar patients; and reduce health inequalities. The 
bright light shone from the political left by this health policy has cast a shadow 
over personal health care provision. This shadow anonymizes individual patients 
and creates a space for treating them largely the same rather than as individual 
persons. The source of the light here has been the convergence of clinical prac-
tice and public health, including the growth of a new scientific basis for clinical 
knowledge – epidemiology.
 Increased epidemiology has been put into clinical practice through the 
development of evidence- based medicine, despite wide variation in implement-
ing this practice model. On the basis of average results from clinical studies, 
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and algorithmic rules, the normalizing gaze of evidence- based medicine risks sac-
rificing the individuality of clinicians and patients for the sake of health care inter-
ventions that, on balance, are marginally effective in the population. Any benefit 
to individual patients themselves depends on a ‘probabilistic mode of reasoning 
that is systematically speculative’.70 Proponents of evidence- based medicine rebut 
that their model emphasizes the clinical experience of the clinician in integrating 
research evidence with the clinical state and circumstances, and values and prefer-
ences, of individual patients.71 They further note the methodological individual-
ism of evidence- based medicine vis- à-vis upstream social influences on patient 
health outcomes, and the possibility of having both standardized care, such as 
systematic needs assessments, and responsive personalized care.72 However, 
evidence- based medicine has never clearly explained how to use research evid-
ence to individualize treatment decisions and fulfil its implicit promise to reduce 
health inequalities. Amid concern about the quality of much published research,73 
the exhortation to rationalize and standardize clinical practice opposes this need 
and tends to reproduce and reinforce social inequities. Especially in secondary 
health care, moreover, similarity is defined on the basis of an orientation to organ 
systems. Harry Callahan’s photograph, Eleanor 1947 gives visual presence to this 
reductionism. In a flattened sea of pale tonalities, this image of his wife gives 
selected focus to her eyes, detached from the whole person.
 Therefore, standardized care is conducive to services that tend to be biomed-
ical, specialized and fragmented in content, but potentially coordinated across 
user information networks even though population- level research cannot reli-
ably predict what is best for each patient. Care that is bureaucratized and stand-
ardized also tends to weaken personal health care. Weakly responsive to context 
and uniqueness, standardized care resists understanding in situ and struggles to 
be receptive to distinctive patient risk profiles; to clinical presentations that 
include complex and common multimorbidity affecting each patient differently; 
and to values and preferences of individual patients. Its biomedical focus betrays 
private and public aspects of the lifeworlds of patients as situated persons. That, 
as Lucretius stated, ‘One’s man’s meat is another man’s poison’, exposes a need 
to set boundaries on a Procrustean model of standardized care and explore 
alternatives; for example, for patients receiving total hip arthroplasty, a Swedish 
quasi- experiment found that compared with standardized care, involving them 
in decision- making reduced the mean length of the hospital stay.74

Patients remain unequal

While clinicians have treated similar patients alike, modern patients in particular 
are growing increasingly similar to clinicians,75 undermining the need for 
patient- centred health care. Role convergence is taking place as education and 
communication technologies facilitate the production and diffusion of digital 
information to clinicians, from them to patients and between patients them-
selves. Unmanageable for clinicians, the sheer volume of this accessible health- 
related information on the Internet and World Wide Web is expanding the 
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health literacy of patients. As part of a tendency for social processes to profes-
sionalize more and more people in the West, clinicians are gradually losing 
their monopoly over specialized health care knowledge in encounters with 
patients. Clinicians themselves reinforce this development by educating 
patients and aligning patients’ values, capabilities and functions with their own 
to create more equal and democratic modes of clinician–patient interaction and 
decision- making. State- led reforms for health care reorganization, such as 
‘expert patient programmes’ in the United Kingdom, have supported this 
social mobilization of patients, the changing nature of clinicianship and, on 
balance, converging role jurisdictions that amplify the unifying power of shared 
personhood. Yet, despite its commitment to shared decision- making and 
patient autonomy, patient- centred health care – premised on privileging 
patients by putting their welfare first – cannot ultimately accommodate these 
equalizing forces. Continuing asymmetries of power, especially between clini-
cians and non- modern patients, cannot salvage patient- centred health care. 
Nor can scepticism that even modern patients can always effectively process the 
value of information on the Internet and be experts on their health and health 
care.76 As social roles continue to converge, they become increasingly incom-
patible with a model of health care centred on patients, a model promulgating 
a form of positive (or reverse) discrimination, even though positive discrimina-
tion is still discrimination.

3 Health has become a human ‘commodified right’

The third set of issues undermining the primacy of patient welfare, and patient- 
centred health care, relates to the fundamental concept of a ‘right to health’ 
(care). In the United States, the PPACA offers protections known as the 
‘Patients’ Bill of Rights’, including health care coverage regardless of pre- 
existing medical conditions. However, a universal right to health is not exclu-
sively a patient right. Protected by national constitutions and international 
agreements – most notably the International Covenant on Economic, Social and 
Cultural Rights ratified by most sovereign states, though not the United States 
– the right is a human right; an inherent right of every human being, not merely 
patients. Accordingly, clinicians, no less than patients, share the right independ-
ently of adopting the social role of patient. The moral justification for the right 
to health is unclear but over the past 70 years the modern notion of human 
rights has hinged on a determination to codify a new, universal standard of the 
dignity and equal moral worth of all human beings as human beings. Having 
the same moral worth by nature, human beings are entitled to the same moral 
rights. However, there is still no agreement today on the existence of human 
rights and their legitimacy and relevance in health care.
 Support continues for Jeremy Bentham’s influential critique, 200 years ago, 
of natural rights – and hence human rights – as ‘nonsense upon stilts’. For 
Bentham, among others, rights are not metaphysical or theological. Rather they 
are social and political constructions within local communities. With respect 
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therefore to the vague concept of a right to a decent ‘minimum’ level of 
health, one might argue that patient welfare comes first because the special 
risk or presence of illness among patients justifies their right to health ahead of 
other social groups. Patients satisfy the condition of the principle of utility 
expressed by Bentham, but not necessarily more so than the people who need 
health care to live a good life but choose not to adopt the role of patient to 
secure their right to it.
 Moreover, why do states, if they really believe in primacy of patient welfare, 
restrict entitlement to the patients who can pay to access certain types of health 
care? And why have states needed to create a business case to incentivize profes-
sional behaviour among clinicians with weak intrinsic motivation to excel? These 
questions are important, not least because financing has challenged the ability of 
health systems to implement the right to health. Uncertain is the extent to 
which these systems are positively obligated to use their limited resources to 
realize basic claims implied by this right. The United States most conspicuously 
has treated health care as a commodity to which entitlement depends on how 
health markets, including health insurance markets, manage patients’ ability and 
willingness to purchase and access health care. These ‘markets serve themselves, 
not patients’77 and typify the other health systems where clinicians charge for 
their services. Most of these systems mix publicly- and privately- financed health 
care services, in part commodifying health care. Thus, despite Michael Walzer’s 
assertion that ‘needed goods are not commodities’,78 health care has commonly 
become a ‘commodified right’. Offered extrinsic incentives such as money, 
health care providers deliver health services as part of policy interventions like 
results- based financing. These interventions have been introduced because, 
despite social norms of professionalism, the intrinsic moral rewards such as pride 
and gratitude have lacked sufficient power to motivate clinicians to put patient 
welfare first.

4 Dehumanization cannot be morally functional

More than depersonalized, the clinical settings and practices performed every 
day have become increasingly ‘dehumanized’ in the sense of forfeiting qualities 
considered characteristically human. This dehumanization appears to lend 
support to the need for primacy of patient welfare. Implying an unmet need to 
put first the welfare of patients are what Omar Haque and Adam Waytz79 
describe as the ‘non- functional’ causes of dehumanization, namely: deindividu-
ating practices, impaired patient agency and, despite role convergence, physician–
patient dissimilarity. To reduce these problems, they prescribe individuation, 
agency reorientation and promoting similarity. However, these authors also 
identify ‘functional’ causes of dehumanization – mechanization, empathy reduc-
tion and moral disengagement – to meet professional demands inherent to 
effective health care delivery.79,80 They suggest that, despite negative effects, 
some of these causes ‘may be necessary for effective medical care when the 
dehumanization is transient and matched to direct clinical demands’. From their 
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perspective therefore, health care can be functionally dehumanizing in order to 
put patient welfare first.
 In contrast, I contend that the oxymoronic but now widely cited and rarely 
contested concept of functional dehumanization80,81 raises serious ethical con-
cerns. Undermining modern initiatives to revitalize humanism in health care, 
these concerns include reducing the patient – as a patient – to a mechanical 
object or automaton that lacks human qualities and does not therefore always 
require humanistic care. Dehumanizing the patient through acts that society 
misconstrues as defensible and even banal in their everydayness operates against 
the primacy of the welfare of the patient. Even if the patient experiences an 
expected, overall improvement in welfare, it seems wrong to use this end to 
license the clinician, in the name of benevolence, to perform humiliating and 
intimidating acts dispassionately; for patients may consent to the procedure 
rather than how it is performed. From this non- consequentialist position, dehu-
manization: is never morally appropriate, whatever its potential functionality in 
health care; is tantamount to a moral imposture that seduces clinicians into 
behaving badly; and dehumanizes the clinician. Even a clinical need to focus 
temporarily on a patient’s body part (as when performing certain procedures) 
should aim to maximize the humanity of the whole person to whom the part 
belongs. Helping clinicians to meet this obligation is professional guidance on 
how to preserve dignity even during intimate clinical examinations.82 One 
approach is clinician empathy.
 As a dignity- enhancing value and practice of patient- centred health care, 
empathy informs understanding of the patient’s perspective and can minimize 
patients’ experience of isolation. However, when clinicians ‘surface act’ because 
they cannot immediately develop real emotion through ‘deep acting’,83 their 
display of empathy is effectively deceptive and can be dehumanizing for both 
parties. Patients may feel unworthy of natural empathy and clinicians may 
experience negative emotions, such as guilt and shame, from not feeling and 
expressing empathy. Despite liberal arguments for feigning authentic emotions 
for the sake of equality and cooperation,84–86 most patients want ‘what is real’. 
They can frequently recognize inauthenticity and prefer not to waste their time 
receiving it. Hence, patient welfare is not put first by clinicians whom patient- 
centred health care has not required to reflect on their motives and be as genu-
inely caring as they can toward their patients.

Conclusion

All these developments cast doubt on the appropriateness and effectiveness of 
the model of patient- centred health care as a leading conceptualization of 
health care professionalism that requires clinicians to act not only in the best 
interests of individual patients but also to respect their autonomy and promote 
social justice. Requiring clinicians to balance these potentially competing 
interests is unreasonable. In turn, challenges to putting first the welfare of 
patients, while justly respecting the competence of their decisional capabilities, 
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fracture clinicians’ ability to care for patients across blurring social roles and 
populations. Clinicians cannot expect to perform this balancing act and receive 
trust from patients whose meaning and sense of entitlement to health care 
have been over- generalized without a clear, unifying relational space. A right 
to health does not depend on people adopting the role of patient. It is a 
human right to a social good that has become commodified in health systems 
lacking a clear commitment to the principle and feasibility of putting patient 
welfare first. Focusing on duty rather than motivation, moreover, patient- 
centred health care predisposes to insincerity, which provides a weak founda-
tion for clinical care in which patients can feel confident.
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3 Patient self- care

Introduction

Filling the frame of Otto Umbehr’s (Umbo’s) photographic Portrait of Ruth 
Landshoff (The Hat) is the borderless close‑up of a young German actress. Her 
half‑ turned movement out of the frame helps to shield her from the bright light 
of the public gaze. So too do the shadow draped by the hat above her eyes and 
the bleached authenticity washing the lower half of her face. At the same time, 
this cosmetically manufactured appearance – including dark lipstick, slightly 
open mouth and wide brimmed, latticed hat – coyly solicits approval from the 
public light. This image gives symbolic form to the active but exposed and vul‑
nerable role played by many patients today across private–public spaces on the 
stage of modern health care. The quasi‑ public light of this care makes increas‑
ingly visible how patients act. Believing that those who see them tend to judge 
them – for example on their physical appearance – these patients may put on 
their best face to give at least a picture of the health of their socialized body and 
life. Prompted also to look for things wrong inside themselves, they may use 
this picture to mask anxiety about their inner health1,2 and reinforce their self‑ 
conscious need to become increasingly risk‑ conscious and health abiding. This 
behaviour reflects and feeds apprehension of a ‘dark side’ of healthy self‑ care as 
a regulative ideal of ‘good citizens’ in late modern society.3

 Whether the self‑ care scripted by patient‑ centred health care, and blurring with 
care from clinicians, ameliorates patients’ welfare can be unclear from a health 
system perspective. At least for long‑ term illness, self‑ care for health often pro‑
duces modest benefits in randomized controlled trials.4,5 In this context patient‑ 
centred health care has battled to demonstrate the efficacy of its construction of 
healthy self‑ care. At the same time it has struggled to acknowledge as self‑ care the 
myriad choices that patients actually make to care for themselves on their own 
terms, for some patients self‑ care differently than society expects for their health. 
They seek to care for their welfare in personally meaningful ways that patient‑ 
centred health care illuminates but might not recognize as self‑ care. For example, 
patients may self‑ care in ways independent of even a semblance of health. To these 
patients, self‑ care need not promote health despite most of the many definitions 
of self‑ care emphasizing this particular focus.6
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 From this perspective I define patient self‑ care as care actively helping 
patients to self‑ realize their capabilities to flourish and live well in ways faithful 
to deep, defensible values they may come to recognize in themselves. This 
concern for authenticity as a dimension of autonomy goes beyond patient‑ 
centred health care’s focus on autonomy in terms of agency for health care. 
Nevertheless an unmet need exists to ensure patients can cultivate and exercise 
good character in order to bridge different positions on self‑ care by addressing 
interests relevant to themselves and their clinician.7

 This chapter will address these complex issues. After looking at how patient 
self‑ care has developed over time as a potential resource, it will discuss the scope 
of the meaning of the patient self and the importance, to patient‑ centred health 
care, of health for self‑ care in the general population. After considering the 
diverse ways in which patients seek to self‑ care, the chapter will consider 
patients’ capabilities and responsibilities for self‑ care within health care, includ‑
ing implications for patient autonomy. Despite suggesting sympathetically that 
patients choose to self‑ care in ways that go beyond health, I temper my liberal‑
ism by noting that self‑ care cannot be whatever patients want to make it. Self‑ 
care requires that patients strive to know and show fidelity to their moral values, 
interests and capabilities to live well within a life project of virtue‑ cultivation in 
their own particular circumstances.

Development of self- care

Patient self‑ care is not a new phenomenon. Everyday health care has always 
depended on patients caring for themselves and each other. Patients have mostly 
self‑ cared in private spaces, such as households and family settings, as well as in 
workplaces and local communities.8 Many self‑ care tasks of patients in these set‑
tings have routinely fallen to women. Yet health systems have commonly failed 
to acknowledge the importance of these devotional, lay practices9 – especially 
with the growth of institutionalized health care in the nineteenth century. The 
advent of hospital medicine and then laboratory medicine transformed medicine 
from a person‑ oriented cosmology toward an object‑ oriented one,10 clearly sep‑
arating formal health care from informal health care including self‑ care. Over 
about the last half‑ century, this distinction has weakened. Lay participation has 
grown in social life and health care as a common good. Within new relational 
forms of mixed care, expansion of self‑ care has split the burden of health care 
delivery to respect patient autonomy – including patient choice and participa‑
tion – manage rising financial costs, and try to improve patient health outcomes. 
With the shift toward chronic illness management, and the rise of consumerism 
and patient‑ centred health care, many patients have accepted this role to share 
control over their health. Within converging spaces of domestic and work life, 
they have co‑ produced novel geographies of self‑ care.
 Moving beyond the ‘looked after’ and compliant sick patient idealized by 
Talcott Parsons11 in the 1950s, these new social arrangements have, despite 
some dissent, given social and public solidarity to self‑ care as a social movement. 
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This movement has deterritorialized and refashioned self‑ care as a collective 
activity in which patients have increased health consciousness, autonomy and 
independence. Patient demand for, and expectations of, self‑ care have grown in 
response – spurred by ideologies that in the 1960s and 1970s promoted uni‑
versal entitlement to health care; in the 1980s and 1990s supported a shift 
toward market mechanisms; and in subsequent years have enhanced access to, 
and support for, increasing self‑ management and personalized self‑ service. These 
recent developments have been enabled by integrating markets, for example 
through public policies for legally reclassifying or switching medicines from pre‑
scription only to non‑ prescription sale, and from mobilizing communities 
through forces such as education and new and emergent health technologies.
 In The Patient Will See You Now, for example, Eric Topol12 envisions a future 
in which patients perform many functions of today’s clinicians. Making possible 
this expanded self‑ care are developments in digital media information and com‑
munication technologies. A growing range of mobile apps and other devices 
enables patients to access online – anywhere, anytime – interactive and personal‑
ized websites, coaching software, support networks, social media platforms and 
other interconnected electronic systems. Such technologies are equipping 
patients with the knowledge, skills, motivation and other resources to help 
perform tasks like diagnostic testing and monitoring. In ageing populations, 
such technology‑ mediated change in self‑ care promises to help manage risks and 
the growth in demand for health care of long‑ term illness, and to promote 
health in the community.
 While reducing or, more accurately, shifting and sharing the financial costs of 
health care, these developments are weakening limitations of institutional care, 
including the ability of clinicians to monitor and oversee daily living, minor ail‑
ments and chronic conditions from the perspective of patients. Their lay per‑
spective is especially important when their priorities differ from those of 
clinicians. Among people with Parkinson’s disease, for example, care manage‑
ment of daily burdens to maintain mood and quality of life can be more 
important than the severity of their neurodegenerative disorder and the effec‑
tiveness of drug treatments.13 They and clinicians can bridge their interests 
through active participation in partnerships for self‑ care, shared decision‑ making 
and concordance. Many patients today want to play such a full and informed 
role in their self‑ care. They construct self‑ care as a resource that, to live well, 
they may focus on to support their own health within modern societies that 
have expanded the meaning of self‑ care beyond constructs of a personal self.

Self- sacrifice

A difficulty with self‑ care – exacerbated rather than lessened by patient‑ centred 
health care – is the uncertain meaning of selfhood. Scholars have long debated 
whether selfhood and personal identity exist beyond experience, and change 
over time. However, by viewing different perspectives as conversational partners 
rather than opposing viewpoints, I recognize the self as potentially essential and 
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simultaneously emergent. The latter approach characterizes George Herbert 
Mead’s theory of the social self, according to which the self combines two sides 
that develop over time through social interactions. The ‘I’ is how one personally 
identifies in response to the socialized self of ‘me’.
 Through patient‑ centred health care’s commitment to preventive care and 
health promotion, the ‘me’ has expanded to include the population. The patient 
– not only the clinician – is expected now to balance competing allegiances as a 
‘double agent’, advocating for their own lay interests but also helping to manage 
scarce public resources for the collective good. Indeed, society and clinicians 
exercise social control by imbuing feelings of personal responsibility in patients 
to walk an even thinner tightrope. Patients may understand and value the 
importance of civic‑ mindedness and community care but what they tend not to 
understand is the expectation on them to subordinate their autonomy and 
welfare to the population health. Subordination takes place through self‑ care 
activities that tend directly to benefit others more than themselves, and carry 
personal risks. Such activities include vaccinating individuals at low risk of rare 
or rarely serious diseases to achieve herd immunity. Does this public expectation 
take self‑ care too far? Rather than support personal self‑ care, it risks immolating 
the patient on the altar of social justice amid lack of transparency – conditions 
that weaken patients’ most important relationship: their relationship with them‑
selves, on which care of other persons depends. For this reason, Aristotle 
encouraged people to love themselves as their best friend. And the rhetorical 
question insightfully posed by the Rabbi, Hillel the Elder elucidates why: ‘If I 
am not for myself, who will be for me? But if I am only for myself, who am I? If 
not now, when?’

Healthism

Initiatives to develop a culture of health, including a social expectation to care 
for the ‘common self ’ or population, further socialize and enculturate patients – 
in particular the proto‑ professionalized middle classes. Patients are led to view 
self‑ care in terms of privileging healthy living over other values to support 
human functioning and welfare and make the most of life’s opportunities. Social 
strategies to support healthy behaviour include serial, not always well‑ 
coordinated reminders from clinics and clinicians to participate in surveillance 
programmes such as breast screening, and media awareness campaigns for 
healthy eating and safe sex. Problems arise when such appeals feel intimidating.
 Fear appeals, for example, can illustrate a culture of potentially ‘coercive heal‑
thism’.14 Clinicians can be incentivized to cooperate, ostensibly for patients’ 
own good, and through the lure of receiving payments to include very sick 
patients in the denominators of performance metrics like cancer screening. Amid 
concepts like ‘preventionitis’ and the ‘health police’,15 this culture can cast 
patients adrift and drown their sense of autonomy. Loss of personal freedom 
persists for the sake of health even though much of health care – including con‑
traception, fertility treatments, sports medicine and plastic surgery – has less to 
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do with health than with healing or finding happiness and meaning in life. 
Despite this fact, self‑ care exclusively for health can suffocate rather than rescue 
patients. Vigilance in supporting uptake targets for cancer screening, for 
example, can save lives but also create patients who, ill‑ informed about screen‑
ing risks, sink needlessly into the depths of worry about having medical con‑
ditions whose malignant potential may be unpredictable, and which they might 
be better off not knowing about and not having treated. In the absence of a 
personalized balancing of risks and benefits of individual forms of self‑ care, these 
shadows – real and imagined like those depicted in William Rimmer’s painting, 
Flight and Pursuit – can inappropriately frighten people into accepting unsafe 
health care to try to escape possible danger from disease they might not be able 
to avoid.
 The pervasiveness of these problems cannot be easily overestimated. Consider 
people’s constant, often media‑ driven fear that danger threatens their health in 
every corner of daily life. Mocking the occasional remonstrations that patients 
are not ‘afraid enough’16 is a pernicious ‘epidemic of apprehension’.17 It deters 
patients from entertaining risky lifestyle behaviour that might enrich their life; 
impels them to try to self‑ care in ways that lack clear personal benefit, while 
exposing them to potential harms; and sensitizes and agitates them to notice, 
report and seek help for an expanding number of real and imagined symptoms 
and imperfections.18 Paradoxically, however, other patients may avoid or delay 
seeking clinical care for their concerns if they fear being asked – or given unso‑
licited advice – about unrelated health issues. This milieu for preventative care 
and health promotion acts against self‑ care. For example, consider personal and 
public health messages that depict being overweight, and not merely obese, as a 
disease rather than a choice or biological adaptation, and prompt self‑ care via 
intentional weight loss through dieting and other lifestyle behaviour change.
 A recent viewpoint in the Journal of the American Medical Association mis‑
takenly assumes that patient health incentives for weight loss produce ‘health 
and financial benefits without any risks’.19 The viewpoint was suggesting that, 
compared with weight loss, incentivized breast screening better exemplifies the 
ethical need to balance potential benefits and harms. Yet even weight loss pro‑
grammes are not necessarily conducive to self‑ care. They provoke patients to 
self‑ scrutinize their weight, and fear being, or becoming, overweight or obese 
even though ‘Not all patients classified as being overweight or having grade 1 
obesity, particularly those with chronic diseases, can be assumed to require 
weight loss treatment.’20 This conclusion accompanies an editorial on a recent 
systematic review and meta‑ analysis21 reporting lower mortality among people 
who are overweight than normal weight, as defined by the Body Mass Index 
alone. As an imperfect predictor of metabolic risk, this index has long been 
known to be inadequate as a health risk phenotype, taking no account of factors 
like fat distribution, nutritional status or cardiorespiratory fitness. Health con‑
cerns about overweight have continued nevertheless to be oversimplified, 
unhelpfully encouraging people to appraise themselves on the basis of how they 
look against contemporary idealized standards and to feel responsible for, and 
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guilty about, their deviations from these standards. Women in particular face 
pressure from weight loss promoters with often questionable motives to 
conform to an elusive and stereotyped ‘beauty myth’. This pressure can lead to 
unhealthy weight cycling and eating disorders, among other things.
 The common‑ sense model of self‑ regulation of health and illness22 assumes 
that people naturally self‑ regulate their health‑ related behaviour to avoid or 
minimize illness and its adverse effects. However, healthism has contributed to a 
sense of personal self so fragile that its care can commonly require constant 
support from others. In this environment many patients increasingly seek such 
support from connectivity across digital media, which creates for patients its 
own anxieties around loss of independence, depletion of time for reflection, and 
periods of disconnection from virtual relationships in which machines mediate 
intimacy. Other anxieties include loss of privacy, through possible surveillance 
of self‑ care, by patients who seek protection in the bubble of their ego amid the 
erosion in society of the personal self and healthy relationships. Adding to the 
need for self‑ care, this quest produces a vicious circle by increasing connectivity 
online. Moreover, while clinicians promote health care, they may inappropri‑
ately respect patient choices unfaithful to deep values of the patient.
 Turning healthism on its head, clinicians can condone – even promote – 
patients’ inauthentic behaviour, as when patients claim to want to be healthy 
but refuse, for example, to try to stop unhealthy behaviour like problem gamb‑
ling or smoking after life‑ saving surgery that their smoking has contributed to 
or has complicated. If these patients need the surgery to be healthy enough to 
restart smoking, then some clinical intervention is needed. Similarly, many hos‑
pitals condone smoking outside them by gowned patients attached to drips. In 
2013 in the United Kingdom, a National Institute for Clinical Excellence pro‑
posal to end this practice was widely criticized as inhumane.23 Yet the problem is 
not inhumanity toward patients under stress but giving them moral licence to 
make whatever choices they legally want, even when these choices are inauthen‑
tic and lack moral integrity.

Forms of self- care

Expanding the range of vision of patient‑ centred health care, patients choose to 
self‑ care in ways that go beyond participation in conventional activities to 
achieve, maintain or restore health. To discuss this observation I want to depict, 
zoomorphically, six groups of patients respectively as sheep, giraffes, ants, dol‑
phins, peacocks and eagles. These groups fit the abstract model of ‘ideal types’ 
that approximates the reality of how some patients behave but, without pre‑
scribing how they ought to act, accentuates and synthesizes some of their values, 
beliefs and conduct. Recognizing that patients may move between and even 
straddle ideal types, which are less distinct than they may appear, I will examine 
each group in relation to patient‑ centred health care. The groups discussed are 
not exhaustive. However, in illustrating how patient‑ centred health care suits 
sheep better than the other creatures, they expose a need for a new care model. 
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This model would accommodate diverse forms of self‑ care that patients adopt in 
good faith to live well and achieve quality of life within a tenable moral matrix.

Sheep

Sheep are the patients most readily associated with self‑ care, as promoted by 
patient‑ centred health care. Instinctively apprehensive of threats to their health, 
they seek protection within the comfort of the flock, pastorally guided by the 
clinician as a shepherd delivering population health care. Redolent of the shep‑
herd–flock motif in literary discourse, these patients learn to recognize, trust and 
follow where their clinician is taking them without critical questioning and 
much understanding. As social beings whose nature is to please, sheep‑ like 
patients are content to be led – among incurious others – to the high ground of 
perceived safety. In following this path they risk sacrificing themselves for the 
sake of the group. If all patients were sheep, patient‑ centred health care would 
suffice to meet the collective health need of patients for self‑ care. However, this 
hypothetical is no endorsement of sheepish behaviour or patient‑ centred health 
care because, ‘to be fully virtuous, it is not enough to act correctly by following 
tradition, for instance, or by unreflectively taking someone else’s lead’.24 That 
said, many patients demonstrate different traits of character represented symbol‑
ically by other creatures.

Giraffes

Giraffes resemble sheep in having a strong sense of self‑ protection within their 
communities. However, giraffes recognize the value but also the limitations of 
mainstream, reductionist health sciences as well as heterodox, holistic traditions. 
Giraffes respect the latter practices for their capacity to nurture the healing 
power of nature. To negotiate the range distinction between what is ‘natural’ 
rather than ‘artificial’, giraffes integrate conventional health care and evidence‑ 
informed, complementary self‑ care approaches. Reticulating these channels of 
interest and protection allows giraffes to optimize self‑ healing and pragmatically 
blend with their different habitats, even though giraffes also stick their neck out. 
They raise their head above the parapet of allopathic patient‑ centred medicine 
to make balanced and creative self‑ care choices. With gentle independence and 
courage, these choices connect giraffes’ inner world to their external environ‑
ment where they can live fully, simply and in good faith. Understanding that 
perfect health is an illusion and that life is unpredictable, giraffes may further 
exercise virtues such as purity and temperance without asceticism. Rather than 
act like sheep, for example, by simply following advice to avoid drinking alcohol, 
the giraffes (who may perceive alcohol as natural) choose to minimize its con‑
sumption, or even to drink a little customarily to lower their total risk of death.25 
Commitment devices, such as buying alcohol in small quantities, may be used 
to help. Other times, giraffes may opt out of self‑ care interventions, like par‑
ticular vaccinations and screening tests for conditions such as prostate cancer26 
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and breast cancer,27 because public health programmes have exaggerated their 
benefits and downplayed their risks. Giraffes’ distinctiveness lessens however as 
their numbers swell upon putting themselves at the centre of public attention in 
modern communities whose progressive individualism promotes tolerance of, 
and even attraction to, integration.

Ants

Ants self‑ care by cooperating with, and caring for, others, including clinicians as 
well as themselves. While sheep tend, non‑ reflectively, to follow the flock, ants 
are thoughtful, proactive and purposeful team players. Like giraffes, they prac‑
tise preventive health care in prudent good faith. But ants go further; they self‑ 
care by interacting patiently and in harmony for the common good – the 
community as a whole – by serving, and in a sense ‘being’, their colonies unified 
by shared health concerns. From this mindset of solidarity with others in need, 
they accept and share responsibility for doing what they can themselves, consti‑
tutionally as the community, by exhibiting socially responsible self‑ care 
behaviour. These patients are the kind who, for the good of society, accept vac‑
cinations currently conferring negligible personal benefits; refrain from smoking 
in public spaces; use antibiotics prudently to reduce antibiotic resistance in com‑
munities; and participate in clinical trials. In so doing, they act less as patients 
than as citizens – as persons of virtue. ‘The ants . . .’ wrote Peter Kropotkin, 
‘have renounced the “Hobbesian war” and they are the better for it.’28 Note 
that their civic virtue goes beyond patient‑ centred personal health care, which is 
quiet on how, as mentioned in the Book of Proverbs (30:25), virtue makes ants 
into people who behave like ants; just as, in Ovid’s Metamorphoses, in answer to 
his son’s prayers for company on the island of Aegina, Zeus changed a colony of 
ants into human beings who, ‘true to their origin . . . still have their customary 
talents’.29

Dolphins

Dolphins exemplify the human drive to experience pleasure. The English moral 
philosopher, Bernard Williams30 observed that, ‘many people are horrible 
because they are unhappy’. Dolphin‑ like patients seek happiness through enjoy‑
ing themselves playfully with others. Here, self‑ care includes socially liberal atti‑
tudes and behaviour, for example toward alcohol and sex. Two dolphin pods 
appear salient. The first seeks pleasure which its members expect to exceed their 
risk of experiencing pain or suffering (the ‘pleasure principle’). Motivating the 
second pod is the expected jouissance of pleasure regardless – or, as exemplified 
by gambling, even because – of the risks. As a potentially exciting way to resist 
stifling cultural norms, the risks associated with pleasure‑ seeking may motivate 
rather than deter unhealthy self‑ care behaviour (reactance theory31) despite the 
fact that, in general, these dolphins would rather be healthy than unhealthy. 
Different cognitive states characterize the two pods.
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 Acting from reason: The first pod, in particular, may believe, on the basis of 
strong reasons, that pleasure‑ seeking is subjectively and defensibly rational – 
though their thinking may be objectively mistaken32 – since gains from 
unhealthy pleasure outweigh empirical risks. This ‘cognitivist theory of action’ 
may also apply to the second pod, for which jouissance is subjectively rational. 
Cognisant that ‘low risk’ or ‘safe’ behaviour is ultimately subjective and uncer‑
tain, this pod reasons that pleasure is desirable for its own sake and questions 
privileging health over other, pleasurable aspects of daily life. For example, as 
Samuel Taylor Coleridge reasoned in his song, Drinking Versus Thinking, ‘Let’s 
live while we are able.’ Coleridge and other mystics constructed lifestyle activ‑
ities like drinking as subjectively rational sources of creative and subversive 
energy. Drug ingestion freed them from felt incompleteness and, while facilit‑
ating sociality, from enslavement to social conformity. More than a social lubri‑
cant for self‑ expression, alcohol and opiates opened doors to transcendental 
experience of an authentic life. In such circumstances, as the Situationist, Raoul 
Vaneigem clarified, ‘The eruption of lived pleasure is such that in losing myself I 
find myself; forgetting that I exist I realize myself.’33 These dolphins further self‑
 care when, with an open mind, they trust others fully to accept and endorse 
them in this state, not merely for who they are but also despite who they are. 
Others’ acceptance of these dolphins’ darker side, including even defiling 
behaviour that lays bare unrespectable impulses, replaces fear and shame and 
satisfies an otherwise repressed need for intimacy. In contrast, a second state of 
cognition characterizes self‑ care by the second dolphin pod.
 Acting against reason: From hunger for jouissance these dolphins do not care 
whether their unhealthy lifestyle choices debase them. They act consciously not 
from subjective rationality but against their own reasoning. Referred to by the 
French philosopher and historian, Michel Foucault as having the condition of 
stultitia – described much earlier by the Roman Stoic philosopher and states‑
man, Seneca – they recognize the rationality of living healthily, for example 
because health facilitates happiness. Stultified nevertheless by their passions 
within, and by desires ignited from the outside world, they are unwilling or 
unable to adhere to reason and minimize risks to their health by restricting 
themselves to experience of healthy pleasure. Stigmatizing themselves for the 
madness of behaving, in the moment, contrary to their own reasoning,34 they 
persist in unhealthy, pleasure‑ seeking behaviour, in part because it is a (mala‑
daptive) form of self‑ care. Wrestling with feelings like guilt, their self‑ care is a 
form of submission marked by a vicious circle between self‑ pleasure and self‑ 
blame – or ressentiment – that gives meaning to suffering they neurotically may 
also seek out.
 Self‑ care? Dolphins with stultitia are open to changing self‑ care behaviour 
through patient‑ centred health care. In contrast, those acting subjectively 
rationally value patient‑ centred health care’s commitment to respect their values 
and preferences but discern and reject this model’s value premise that patients 
ought to follow norms of healthy living to help prevent and manage disease. 
Characterizing sociopolitically the complex relationship between morality and 
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health, these norms tend to regulate lifestyle behaviour, explicitly or implicitly. 
For example, in implicitly dispensing moral prescriptions for healthy living, 
health promotion discourse is quiet on how responsible usage of pornography 
may safely help adults to explore and express their sexuality – despite saturation 
of popular culture with sexual imagery and common demand for, and patronage 
of, pornography. It is as if the clinician has one eye open and one eye closed – as 
well as being closed‑ mouthed, as observed in Pablo Picasso’s preparatory sketch, 
The Head of the Medical Student. The same characterization applies to the 
patient who recognizes no need to focus attention on health goals, find 
common ground or share decision‑ making with the clinician about their lifestyle 
behaviour. These patients want to stay faithful in their self‑ care to their moral 
values and freedoms, so they resist health care committed to changing health‑ 
compromising or morally uncertain behaviour that restricts pleasure.
 Smoking provokes an even more challenging test of the adequacy of patient‑ 
centred health care as a model describing how some dolphins seek to self‑ care. 
This model rejects as self‑ care the unhealthy pleasure experienced by these 
smokers, whether they act on the basis of their reasoning or against their own 
reasoning. Generally aware of the serious health risks of smoking, even subjec‑
tively rational dolphins may reason that satisfying benefits from smoking exceed 
the health risks. These risks may appear to lie in the deep future or these 
smokers may reason that they are likely in their social milieu to die young 
anyway; and, from personal experience, they feel better when they smoke, or 
else they would not smoke. Smoking gives them sensory pleasure, reduces their 
stress and anxiety levels and – by providing an opportunity for creative pause 
from, and reflection on, life – helps them cope with daily problems and function 
at work, in social situations, or both. Smoking frees them from repressive self‑ 
denial of pleasure that requires subordinating themselves to healthy living. For 
these smokers, these reasoned benefits equate to living well and self‑ care. They 
construct smoking, at least when they begin this practice, as a liberating habit 
that enables them to be faithful to human needs, rather than a problem of 
dependence or addiction. Hence they eschew health care whose purpose is to 
help them avoid smoking‑ related disease. In this context a challenge for health 
care – de‑ emphasized by patient‑ centred health care – is to ensure the values, 
beliefs and agency of patients are not merely fully informed but also are coher‑
ent and consistent with their moral sense of who they are. Only then can the 
authenticity of personal lifestyle choices make these choices truly autonomous 
and respectable.

Peacocks

Peacocks self‑ care by using health care for purposes over and above health. To 
visibly improve their form or functioning beyond their normal, healthy state, 
they access continuing advances in enhancement biotechnologies such as aes‑
thetic medicine and psychopharmaceuticals. Even though they might not lack 
health, their sense of self‑ worth may hinge on them using the technologies to 
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(re)create themselves outwardly and inwardly; display with pride the person they 
want to become; dispose others to infer their good character from their outer 
appearance; and feel special. Often underlying their apparent egocentrism is 
fragile self‑ esteem and vulnerability.35 Consciously or not, enhancement can 
answer their cry for freedom, which overlaps with my discussion of what motiv‑
ates dolphins. Yet it can be difficult to know whether or when bioenhancement 
aims to be liberating and therapeutic; and also unclear is patient‑ centred health 
care’s ability to accommodate these nuances.
 Critical of human enhancements, so‑ called anti‑ meliorists question whether 
the bioenhancements are self‑ caring, whatever their motivation. They point out 
that the enhancements are artificial, medicalize life; divert scarce health care 
resources from relief of sick patients; widen social inequalities and can be vain‑
fully self‑ perpetuating.36 Yet if patients are to be free to define self‑ care in a per‑
sonally meaningful manner, they need to be able to make their own moral 
choices on how to act on this self‑ definition. For example, consider cosmetic 
breast augmentation for, and requiring, self‑ care. This procedure reinforces 
sexist stereotypes about how women need to appear in order to be considered 
attractive in western patriarchal culture – and has been associated with increased 
personal health risks including suicide.37 Nevertheless, many women make an 
informed choice to undergo this surgical procedure to help them achieve their 
life goals and care for themselves in a world already deeply unnatural. Breast 
augmentation and its growing normalcy may relieve their body image concerns 
and overcome feelings of inadequacy and unhappiness. Their conscience enables 
them to be faithful to themselves as authentic beings by self‑ managing how a 
plastic world constructs them.

Eagles

For the ancient Greeks, Delphi marked the centre of the world; the point at 
which two eagles released in opposite directions by Zeus met, collided and fell 
to the ground. The notion today that patients occupy the centre of health care 
receives related meaning from recognizing as eagles the patients who elevate 
self‑ care to a psychospiritual state of high, energized focus. Eagles achieve this 
self‑ transcendence without intoxication. Through immersion in activities like 
flying – literally rather than metaphorically – they discover personal meaning, 
direction and purpose in their lives, and help satisfy collective moral interests 
like harmony. Patient‑ centred health care has been quiet on the nature and 
implications for self‑ care of self‑ transcendence that is either existential or 
transpersonal.
 Existential self‑ transcendence is self‑ care by someone whose sense of self is 
intact but who becomes conscious of the power of experiencing a larger meta‑
physical reality. This ‘perspective transformation’ contributes to self‑ knowledge 
and enhances caring for self and others. Nursing theory and gerotranscendence 
theory have generated studies of such self‑ transcendence among older adults 
and ill populations whose suffering has led them to reflect on their lives; 



54  The need for change

however, ill health is not a requirement for the reflexivity needed for this 
 self‑ transcendence. Transpersonal self‑ transcendence takes self‑ understanding 
beyond the self by producing a self‑ forgetful, ‘outward loop to inwardness’.38 
One conception of this self‑ transcendence is the ‘ladder to oneness’. It takes 
people beyond self‑ boundaries to extended aspects of themselves, the world and 
the cosmos. An alternative conception – exemplified by Carl Jung’s analytical 
psychology – is the ‘spiral to integration’. It casts self‑ transcendence as a devel‑
opmental transition that bends back on, and through, itself before ascending to 
higher levels of experience. However, regardless of whether transcendence is 
progressive or regressive, dissolution of the distinction in the mind between the 
self and other produces, as the final step of the developmental ladder, a transper‑
sonal sense of spiritual or emotional union with a single living process. So con‑
nected are people to what they are doing, that they experience the world anew 
and as if there were no separation between themselves and what lies beyond. 
Transformed from the level of the profane or ordinary to manifestations of the 
level of the sacred or holy, people feel they have become an integral part of the 
unified whole or totality of the cosmos.
 In psychological terms, this unity has been described as flow – a transpersonal 
state of consciousness.39 In this self‑ forgetful state of deep concentration and 
complete absorption, people become lost in the intimacy of the moment of peak 
experience. Ceasing to be conscious of any distinction between themselves and 
the world, they feel unselfconsciously and fully alive as an integral and vital part 
of the nature of life. This sense brings them a serene feeling of comfort and 
belonging. It frees them from the everyday reality of their life and enables them 
to dwell ecstatically (the Greek word ekstasis, meaning ‘being outside oneself ’) 
in the here and now and experience the immersive joy of being. Recognition of 
this self‑ caring state appears heritable40 and, through neuroimaging, to have a 
neural basis in the upper rear part of the human brain. Selective damage to this 
region increases reported self‑ transcendence,41 as do some psychopathologies 
such as dysthymia.42 However, self‑ transcendence can and should also be viewed 
in other than physical dysfunctional terms. The nature of the person, in which 
the transcendent self is present, makes transcendence possible as a state of being 
that may signify the highest and most inclusive and holistic state of human 
consciousness.36

Capability and responsibility

Patient‑ centred health care restricts self‑ care to protecting the health of patients, 
as persons whose meaning has been stretched to include the community. In con‑
trast, patients may view self‑ care as personal behaviour that can extend beyond 
health. For other people to recognize this behaviour as self‑ caring however, it is 
not sufficient for patients to behave any way they want. Self‑ care is not simply 
whatever patients choose to make it. Self‑ care by patients signifies how patients 
manage their welfare to be faithful to their moral values, interests and capabilities 
to lead a good life in their particular situation. Therefore, self‑ care requires 
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authenticity of patients within a life project of cultivating virtues like prudence, 
temperance and fortitude.43 In turn, patients’ capabilities for this construction of 
self‑ care walk the tightrope of constraints on their lifestyle choices. Constraints 
such as cultural conditioning and biological dependence may moderate moral 
responsibilities of patients for their health‑ harming choices. Yet debate continues 
over the extent to which patients retain self‑ control and choose how to respond 
to embodied circumstances, including incentives for personal change.
 From the perspective that patients can consciously control their personal 
actions – even if they cannot control their lived history, social structures and 
perhaps even brain disease – patients have moral agency. They are not automata 
and retain capability for self‑ care. Moreover, despite uncertainty about whether 
they have a moral right to receive health care from others, they have a right – 
and responsibility – to self‑ care. This right‑ claim is made on themselves as persons 
whose welfare they typically care about – from their perspective. Hence, 
common among attempts to codify patient responsibilities is a responsibility for 
patients to self‑ care for their health. This responsibility fits the need of health 
systems for patients to help manage rising demand for health care services, 
control the quality of this care and save costs amid rises in chronic illness and 
complex comorbidity. The responsibility to self‑ care may be legally binding as in 
the German social security code, or be aspirational as in the Scottish National 
Health Service Charter of Patient Rights and Responsibilities.
 However, my construction of self‑ care goes beyond those limited aspirations 
and those of patient‑ centred health care, whose communitarian health‑ centric 
focus constrains patient agency and de‑ emphasizes patients’ capability to be 
persons faithfully self‑ created with stable beliefs and values. Good faith is critical 
when personal agency and authenticity diverge. Such disjuncture can happen 
when decisionally competent patients choose to self‑ care in ways that appear to 
oppose their prior commitment to practise coherent basic values. Their choice is 
not truly autonomous if it does not reflect these values and beliefs. However, 
authenticity is not a sufficient condition for self‑ care.
 Good faith makes behaviour no more self‑ caring than does patient agency. 
Acting freely according to one’s conscience can produce self‑ care that is 
immoral, as when patients harm themselves in ways that reveal less rather than 
more of their humanity, as a way to cope with personal problems. Beyond acting 
in good faith, self‑ caring patients therefore need to develop and exercise addi‑
tional virtues such as prudence. Off the radar of patient‑ centred health care, 
character development enables patients to use their conscience for self‑ care. I 
want to position in two groups the capabilities of patients for self‑ care. The first 
group relates to self‑ knowledge. To know their values, which significantly con‑
stitute who they are, patients have the capability to get to know themselves. 
Second, patients can avoid self‑ pretence, accept themselves and cultivate and 
realize their further capabilities to construct and implement moral self‑ care con‑
scientiously in ways they deem appropriate from good character.
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Self- knowledge

Self‑ inquiry and self‑ knowledge provide insight, as has been long recognized in 
human history. For example, inscribed on the forecourt of the temple of Apollo 
at Delphi are two oracular maxims: ‘Nothing to excess’ and ‘Know thyself ’. The 
former injunction speaks to temperance or moderation. ‘Know thyself ’ enjoins 
people to increase their self‑ knowledge and know their limitations. Such know‑
ledge may be intrinsically valuable and instrumentally useful. As the physician–
philosopher, Moses Maimonides noted, people need to recognize who they are 
before they can determine who they should become. Emergent self‑ knowledge 
further enables people to attend to their limitations rather than fall consistently 
short, and to be(come) progressively true to what they take their place to be in 
the everyday world. Only then can they virtuously expect to (re)create, as much 
as discover, their evolving selves by giving coherent shape to their life. Socrates 
suggested that the alternative, an unexamined life, is not worth living. Without 
self‑ knowledge, he told his student, Alcibiades, people cannot take care of and 
improve themselves as a precondition to caring for others.
 Patient‑ centred health care’s parenthetical interest in patient self‑ knowledge 
may reflect the limitations that people face to achieving self‑ knowledge and 
using it. People can access some mental states, such as feeling and believing, 
more easily than others, like knowing. Indeed, most people probably have 
minimal self‑ knowledge because, as Thales of Miletus acknowledged, self‑ 
knowledge is the most difficult thing in life to achieve. Consistent with the ‘self–
other knowledge asymmetry model’,44 people want to view themselves positively 
and block unwanted thoughts and feelings from their consciousness. They lack 
self‑ knowledge also when they lack good information about people whose mind 
is inaccessible to them,45 and lack appreciation of the moral value of these 
others.
 Even the assumption that the self is knowable has been questioned since at 
least the time of Heraclitus. According to Eastern philosophies such as Hindu‑
ism and Buddhism, the self lacks clear and stable boundaries. From this per‑
spective, people can never really know themselves because they change from 
moment to moment. In David Hume’s empiricist theory of knowledge, they 
can only experience an ever‑ changing bundle of sense perceptions that model 
reality and do not indicate an identity separate from the world. They can be 
mindful only of their senses in the moment. Mistaking these appearances as 
knowledge can act against their proper use. In Ovid’s Metamorphoses, for 
example, Tiresis had told the nymph Liriope that her son, Narcissus would live 
to enjoy an old age ‘if he shall himself not know’. But he acquired a kind of 
knowledge of himself as ‘no‑ self ’. Narcissus learnt that the reflected appearance 
with which he was besotted in a still pool was his. He had seen himself or at 
least his image, which he could not touch and which could not return his love, 
causing him to waste into a flower. He thought he knew himself but he knew 
only a simulacrum infected by hubris and the vanity of self‑ love. Although true 
self‑ knowledge is elusive and its appearance is insufficient, this appearance is all 



Patient self-care  57

that people have. Self‑ ignorance may produce authenticity as unselfconscious 
spontaneity46 but fails to develop people’s capability to use virtue to value and 
care for themselves.
 Some cultures, such as the Japanese, tend to value a self‑ critical focus more 
than positive self‑ regard.47 However, for self‑ knowledge to produce the destabi‑
lizing, progressive effects exemplified in writings by existentialists such as Frie‑
drich Nietzsche, Martin Heidegger and Jean‑ Paul Sartre, people need both 
traits including self‑ acceptance and self‑ belief that they can self‑ care in the way 
they wish. Indeed, they need even the positive version of self‑ love encapsulated 
by Aristotle’s term, philautia, which makes each person their own friend. Facil‑
itated by a positive state of health and awareness, unconditional self‑ acceptance 
recognizes the sanctity of life, avoids self‑ disenchantment and supports people’s 
strength of belief and faith in their right and ability to self‑ care. It moves them 
from knowing to doing, while feeling involved and worthwhile in life. This 
action‑ guiding, embodied involvement leaves them securely connected with 
themselves, other people and the environment; bonded to a reality beyond the 
physical world; and in control of their knowledge and inner experiences. It 
enables them therefore to recognize that their happiness depends less on exter‑
nal events than on facing their freedom to choose how to interpret and respond 
to their embodied experience, whatever situated form it may take.
 In Paradise Lost, poet John Milton expressed this freedom of people, even 
after a fall into hell, to transcend their physical condition, since: ‘The mind is its 
own place, and in itself can make a heaven of hell, a hell of heaven’. The Aus‑
trian Jewish psychiatrist, Victor Frankl and the Russian novelist, Aleksandr 
Solzhenitsyn made the same point empirically. From surviving internment in 
Nazi concentration camps, Frankl illustrates how people can choose their atti‑
tude in any set of circumstances. To face with nobility the possibilities inherent 
in their freedom to make this choice can take courage but promises personal 
growth and meaning. Realizing this freedom and the personal responsibility it 
generates makes people authentic and constructs a moral path for them to 
follow. Frankl suggested that people have a will or fundamental drive and capa‑
bility to find and take this path to meaning, which is larger than they. It gives 
them a sense of control over their environment and behaviour, so they can 
address difficult tests as challenges to overcome rather than threats to avoid.48

Self- realization with integrity

From self‑ knowledge and self‑ acceptance, patients can loosen their social masks, 
relate authentically to themselves (and others) as persons, and examine and be 
responsive to their conscience. From a wilful commitment to do what feels 
morally right, they can question, make, appraise and legitimate the morality of 
their choices, manage their fear and displace their anxiety.49 If their conscience 
then tells them to self‑ care in a particular way, they will accept this message or 
risk suffering consequences like guilt. Thus, their conscientious judgements can 
motivate them to be faithful to themselves and others; for, as Shakespeare’s 
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Polonius counselled his King, Hamlet, ‘This above all: to thine own self be 
true.’ Yet, while conscience can govern self‑ care, virtue is needed to make con‑
science moral (see Part II).
 Patients can cope, say, with having a Body Mass Index outside the normal 
population range if, in clear conscience informed by their culture and character, 
they feel comfortable with their body fat and self‑ manage it freely, in good faith 
and with prudent compassion. These patients are invoking their conscience – 
what Horatio in Hamlet refers to as the ‘mind’s eye’ – as a private monitor of 
how honestly self‑ knowing who they are fulfils their capabilities and interests. 
Structured by good character, this conscience makes their self‑ knowledge a 
moral resource for self‑ care, entailing personal choices that do not harm others’ 
moral interests and from which, as patients, they have the most to gain or lose.

Conclusion

Patient‑ centred health care conceives of patient self‑ care in healthist and com‑
munitarian terms. Left ambiguous, moreover, is the meaning of the patient self 
across increasingly blended private–public spaces. Despite claiming to respect 
patient autonomy, patient‑ centred health care also conflates patient agency and 
authenticity. As a consequence it struggles to recognize as self‑ care the 
unhealthy practices that even informed patients of good character can view in 
good faith as self‑ caring; and it constructs as self‑ care the ostensibly healthy 
practices, such as dieting, that can leave patients feeling bad or worse. There is 
an unmet need therefore for patients to self‑ care with integrity on their own 
terms, guided by clinicians. For example, consider a patient who claims to value 
their health, yet smokes against the advice of their clinician. This clinician needs 
to check their understanding of the values and character of the patient; consider 
how smoking fits this understanding; and, while reflecting on their own values, 
character and moral interests, close the gap between the patient and themselves 
to co‑ create shared benefit. A new care model is needed to accommodate and 
service this construction of patient self‑ care.
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4 Clinician self- care

Introduction

It might be argued that clinicians self- care in ways that put patients’ welfare first. 
The Editor- in-chief of the British Medical Journal (BMJ), for example, recently 
cited a contributor to BMJ Careers, who suggested that junior physicians might 
strike ‘for the good of our patients, colleagues, and the NHS’.1 However, any 
benefit accruing to patients would be indirect and reflect an underlying need for 
policy change because the bright light of patient- centred health care casts a vast 
shadow over clinician welfare.
 In illuminating first the welfare of patients, this care puts the welfare of clini-
cians no higher than second. Through physician acts of last resort, such as strike 
action, clinicians subordinate their welfare as people – and as moral agents – on 
whom patients depend. Is it really surprising therefore that, in medicine for 
example, ‘some of the most sensitive and capable physicians today feel like they 
practice in a medical dark night of the soul’?2 Unlike owls that love the dark 
more than the light, they tolerate the dark under the misapprehension that 
patients benefit from occupying the light alone.
 Left wondering what it means to be a physician and, implicitly, a health 
professional, these physicians languish in role changes to their professional iden-
tity. Whether deprofessionalizing them or redistributing their power and 
resources to other clinicians such as nurses and pharmacists, the changes weaken 
physicians’ autonomy to protect human welfare. Fundamental to these changes 
has been increased external control over clinical care delivery, which can reduce 
the ability of physicians and other clinicians to work for patients to the best of 
their ability without neglecting their own self- care. Economic, medico–legal and 
patient pressures have been adding to these stresses and need for self- care. Con-
sistent with Chapter 3, I mean self- care in the broad sense of however clinicians 
choose in moral good faith to serve their own welfare as persons professionally 
responsible for providing health care.
 Feeling depersonalized, some clinicians have chosen to self- care in ways that 
detract from patient welfare. For example, they have reduced health care to a 
commodity, exhibiting inappropriate self- interest that takes advantage of patient 
vulnerability. Such practice includes over- servicing medical care by increasing 
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patient volumes and overprescribing or ordering unnecessary tests to raise clini-
cian incomes. The 2002 Physician Charter3 sought to reconnect physicians to 
core values of service. As a code of moral conduct to protect the welfare of 
patients and populations, however, it has not helped physicians to self- care. It 
has kept physicians out of the light by obscuring their moral interests.
 I am not denying that society takes critical steps to protect clinician welfare, 
for example by limiting hours of clinical practice out of recognizing the need for 
clinicians to have time off from work, take vacations, attend conferences and be 
able to retire. These protections help to expose progress in recognizing the 
fallacy of the principle of primacy of patient welfare (Chapter 2). Nevertheless, 
the problem remains that, in medicine for example, aspirational documents such 
as the Charter reduce physicians to their shadow – a proto- space without physi-
cality – in patient care delivery.4 The Charter misses the point that physicians’ 
self- care and physician care of patients are not alternatives: these interests are 
conjunctive and indivisible. If clinicians can care only for others then, as Eric 
Fromm5 notes, they cannot care at all, since clinicians who do not care for 
themselves are ill- equipped to care for patients. In these terms, clinician self- care 
is important for its own sake as well as for patient care.
 In common with the Charter, health reforms in recent decades have been 
quiet in acknowledging this reciprocity. Emphasizing the welfare of patients and 
their communities, they say little if anything about the related need to protect 
the welfare of clinicians. Believing they already serve patients well, clinicians are 
put under pressure to change the nature and scope of their work in order to 
shift costs and meet population health goals without necessarily taking the time 
they need for self- care and patient care. The reforms therefore have tended to 
marginalize the status of clinicians – and patients – as people; erode independent 
clinical control over an expanded body of clinical work; prompt clinicians to 
maximize their bargaining power relative to others, including hospitals and 
patients; and produce work stresses that commonly manifest in clinician unwell-
ness. This chapter discusses how pressure on clinicians underpins their unwell-
ness and inadequate self- care in the context of their different values, and 
approaches to attempting to care for themselves. Clinicians, like patients, should 
be free to self- care in any ethical manner that is faithful to their deep values, 
within a project of virtue- cultivation and expression – but their siloed duty of 
care to patients inappropriately constrains this need.

Pressure on clinicians

Restricting clinician autonomy are instruments of managerial authority that shift 
power from clinicians to managers. To contain costs in the name of ‘best prac-
tice’, a one- size-fits- all approach streamlines the work of group practices, for 
example through computerized clinical guidelines. Health policy, market- style 
incentives, and regulations drive clinicians to meet narrowly defined clinical and 
organizational performance targets; bureaucracy and monitoring hold the clini-
cians externally accountable for their performance. These changes undermine 
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trust in clinicians’ visible ability and commitment to practise humanistic care. At 
the same time, clinicians are held responsible for patient welfare. Larger social 
changes also challenge clinicians’ capabilities to meet these responsibilities.
 The changes include advances in, and expansion of, health information and 
communication services in quasi- public spaces, and increasing patient literacy. No 
longer do clinicians monopolize clinical knowledge – and deficits in their know-
ledge have grown in saliency. Despite the illusion of scientific progress, the last 40 
years have generally failed to bring major innovations in clinical care to the 
bedside. Through the growth of molecular medicine and evidence-based medi-
cine, the new health care technologies have been largely ‘fine- tuning and value 
additions to older ones’.6 This relative inertia and the unpredictability of clinical 
care have contributed to erosion of public confidence in, and respect for, clini-
cians whose work conditions may be poorly understood by many patients. Clini-
cians strive in this environment to protect their professional authority, relative to 
respect for patient autonomy. They struggle to meet rising demands and expecta-
tions from patients to integrate the myriad pieces of information they present, co- 
create knowledge and avoid patients’ dissatisfaction and complaints.
 Work characteristics and demands of clinical roles further test clinicians – and 
physicians in particular. Facing burgeoning information loads; high cognitive 
demands, including increasingly complex ethical judgements, for example 
around end- of-life care options; and reduced ‘hands- on’ experience with patient 
care, many physicians – among other health professionals – are working hard for 
long hours, on average 50 to 60 hours per week when not on call.7 They may 
also work irregular hours, including evening or weekend shifts and, under time 
pressure and other resource constraints, at a quick pace to care for increasing 
numbers of patients and meet imposed responsibilities for population health 
care. Pressure to demonstrate regulatory compliance adds to the burden of 
‘articulation work’ that can be hidden but is needed to coordinate and enable 
activities of growing complexity.8 Diverting time and effort from patient care, 
work may be taken home and compete there with obligations for family care 
and self- care. Women in particular may feel pressure to balance work pressures 
and family responsibilities and, more than men, be ‘constantly beset by divided 
loyalties and a sense of guilt’.9

 Other occupational hazards to clinicians can include infections; needle stick 
injuries; criticism, abuse and other mistreatment from patients – whether delib-
erate or unintended but experienced by clinicians as oppressive10 – as well as 
workplace bullying or harassment. Additional work pressures on clinicians can 
come from managing emotionally charged and taxing health issues, especially in 
relation to direct experience of vulnerability and helplessness around patient suf-
fering and death. Physicians in particular may struggle with these issues because 
not only must they constantly confront existential issues in their work but also 
‘medicine is the [profession] most likely to attract people with high personal 
anxieties about dying’.11 Other personal attributes can also predispose people to 
choose to become health professionals, find this work stressful and neglect 
themselves in caring for patients.
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 Among physicians, these attributes include competitiveness, idealism, perfec-
tionism, compassion, a sense of responsibility, unstable family backgrounds and 
life adjustment difficulties. These factors contribute to, and exacerbate, low 
morale, stress and other health risks associated with the high demands that 
physicians can expect to face at medical school, through residency training and 
then into professional clinical practice. Emotional dissonance from patients’ 
problems may offer some reprieve but it can also leave physicians feeling guilty. 
Shame may be felt for any hardening of the heart to pain experienced by patients 
and, within the unspoken, dark underbelly of health care, even for voyeuristic 
fascination with it, including an appetite to find illness to heal.12 Physicians and 
other health professionals – who are expected to regulate their own emotions; 
not to care too much or too little; and not inappropriately to expose their own 
felt vulnerabilities or alarm patients – are at heightened risk of experiencing 
emotional strain and physical illness. This risk increases without proper social 
support to brace what one hopes is a deep, ‘value- guided commitment for 
care’,13 yet confidentiality obligations hinder the ability of physicians to share 
their stress and access this support.

Clinician unwellness and self- care

Clinician dissatisfaction and unwellness are common but often hidden and, as in 
the H.G. Wells novella, The Invisible Man, this imperceptibility can itself stress the 
clinician. Expected to put patients’ welfare first, clinicians seldom talk about these 
negative states, especially to patients. Clinicians may continue to work when ill, 
resisting illness, isolation and other work pressures through relatively stable 
reports of overall career satisfaction in medicine14 and, for example, audiology.15

 Paradoxically however, clinicians commonly also derive meaning from clinical 
work. Most physicians further report being healthy despite unwellness and work 
stress. In the United States, ‘as a group, physicians have healthier lifestyles and 
lower mortality rates than the general public’.16 However, suboptimal attention 
to healthy self- care by physicians who symbolically value health indicates much 
room for improvement. There is scope, for example, to improve self- reporting 
by physicians of healthy lifestyle behaviour including preventative care,17 espe-
cially since the physicians practising such behaviour are more likely to recom-
mend it to patients. In turn, role modelling improves patient trust and uptake of 
health practices.18 Physician satisfaction has also been associated with improved 
patient satisfaction,19 yet chronic stress continues to harm clinicians – especially, 
physicians and dentists.
 Such professionals can find clinical work stressful (as well as rewarding). 
Beyond the risks of experiencing secondary trauma or empathy fatigue, they 
commonly feel disgruntled with external demands imposed on them by health 
systems concerned with managing direct health costs yet acting against timely 
access to health care. As a twist on a poem by Joseph Malins, The Ambulance 
Down in the Valley, clinicians therefore have become victims who fall off the 
unfenced cliff.20 As a long- term outcome of trauma and other work stress, they 
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can eventually suffer burnout as a syndrome characterized by emotional exhaus-
tion, depersonalization and diminished feelings of personal accomplishment. 
Lacking the visibility and attention it deserves, burnout has become a growing 
problem from which recovery is difficult.21 The scale of the problem has been 
reported for a national sample of physicians in the United States.22 Almost half 
of them reported at least one symptom of burnout at work. Despite a low survey 
response, this prevalence is consistent with reported burnout prevalences 
ranging from 30–65 per cent across medical specialities23 and peaking at the 
front line of medical care.21,22 Even without burnout, physicians experience 
increased mental ill- health, such as depression, substance abuse and dependency 
– especially in relation to prescription drug use for non- medical purposes. These 
conditions are often stigmatized and can attract disciplinary action from regula-
tory bodies such as licensing boards, without adequate compassion and support 
to aid recovery. Other adverse health effects on clinicians include impaired inter-
personal relationships, including relationships with family and friends – even 
suicide24 – which can spill into work. Female physicians appear especially at risk 
even though the workplace remains largely oblivious to gender as a predictor of 
burnout.21 In turn, unwell physicians risk compromising patient safety and 
quality of patient care.24 Yet despite using adaptive strategies, physicians often 
work when unwell, in part because a culture of professional condemnation and 
shame has produced a ‘conspiracy of silence’.
 This silence acts against physicians openly admitting to distress and, if neces-
sary, reporting distress or impairment in colleagues. Failure to speak up resists 
legal requirements for disclosure, when fitness to practise safely is compromised or 
uncertain. Those complicit share liability and may wrestle with concern about cov-
ering for colleagues whose unwellness is reflected in reduced productivity at work, 
increased risk of committing serious medical errors and increased absenteeism and 
early retirement. High job and career turnover characterizes physicians, who are 
changing jobs within medicine or leaving medicine. When dissatisfied, physicians 
are less likely to recommend medicine as a career or recommend their own spe-
cialty to students, potentially hindering recruitment of the best students.25

 Shortages of physicians therefore characterize some medical specialities – most 
notably family medicine, especially in rural and remote areas and the poorest 
urban areas – and can put unfair pressure on the professions to solve this problem, 
without adequate resourcing. Health systems also incur significant financial costs 
in order to train and replace physicians. Overseas trained physicians may provide 
some respite for host health systems, but these physicians can commonly experi-
ence additional stresses compared with local colleagues, including the need to 
complete unfamiliar, local training and certification requirements. The safety and 
quality of patient care can be adversely affected. Provider continuity, the relation-
ship with patients, and patient trust can be disrupted; how can physicians ‘care for 
others if we, ourselves, are crippled by ill- health, burnout or resentment?’26 At the 
same time, the welfare of clinicians is intrinsically important, not merely instru-
mentally necessary for them to function well at work (and home) and optimize 
patient care. Thus, clinicians need to self- care.
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 As Abraham Lincoln said, ‘You have to do your own growing no matter how 
tall your grandfather was.’ Clinicians can self- care alone, however, or under 
others’ supervision. Like everyone else, clinicians should have their own physi-
cian and obtain customary health checks. Many physicians lack a regular physi-
cian and delay or avoid seeking medical care. Physicians commonly self- diagnose 
and self- treat despite the risk of compromising their professional objectivity in 
care delivery, exceeding their limits and not documenting the care they provide 
or notifying a usual clinician. Cynics might attribute this behaviour to a Zeus 
complex that seduces some physicians into taking compulsive control of their 
own health care provision. This psychological complex would delude physicians 
into believing that their special capabilities justify their exemption from the need 
for independent care. They may believe they can manage their health problems 
without ‘troubling’ a colleague or taking sick leave. Their awareness of limits to 
medical knowledge and medical care might further motivate them to minimize 
illness symptoms and delay medical care- seeking. And they might not want to 
appear weak to themselves and others; feel vulnerable to judgement by a profes-
sional colleague; and risk loss of privacy or confidentiality of their medical 
information, or implications of mandatory disclosure of particular illnesses or 
impairment for their licensing or credentialing. Such concerns are speculative 
but, for whatever reasons, physicians in particular may struggle to reverse the 
roles of clinician and patient; even though as Osler stated, ‘A physician who 
treats himself [sic] has a fool for a patient.’
 The same warning appears relevant when clinicians treat immediate family 
members (and even some non- family members such as friends and workmates), 
except in emergencies or for minor, short- term health problems. However, cli-
nicians’ knowledge of their professional peers, and the nature of their work, can 
widen their choice of and access to health care, with reduced costs. Some health 
services now enable clinicians to seek help anonymously, which protects their 
privacy but further cloaks in shadow their health, welfare and care- seeking. How 
clinicians in this context seek to satisfy their own moral interests is unclear even 
though, like other people, they need to receive health care from others as well 
as themselves. In common with the primordial Eros of Greek mythology, clini-
cians therefore need to emerge from their shadow. They need to join patients in 
the light and self- care, for example by recognizing the mirror image added to 
the staff of Asclepius – the emblem of physicians.

How do clinicians ‘self- care’?

How clinicians approach self- care varies situationally with their values and identifi-
cation with competing clusters of health care professionalism.27 However, the 
foregoing discussion implies that basic demands from health care professionalism 
for patient- centred health care have left clinicians insufficiently attentive to, and 
caring of, their own health needs. For some of these clinicians, this development 
reveals an identity and practice of non- reflective professionalism. These clinicians 
seldom ‘step back and consider the impact of their behavior on themselves and 
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others’.28 To the extent that they do look at and after themselves, they self- care in 
daily cultural routines that adhere to taken- for-granted social norms for self- 
sacrifice, even if these norms unconsciously oppose classroom-taught values for 
clinician wellness. These clinicians struggle to self- care until the impact of their 
work conditions reaches the threshold needed for them to reflect on their prac-
tice. In contrast, reflective clinicians vary in their deliberate approach to their work 
and self- care.
 I want to discuss nine values that underpin how – beyond the targeted, struc-
tural changes made to support clinicians in the workplace – reflective clinicians 
may choose to construct self- care and strive to implement it with varying 
degrees of freedom and success. These values are: conflict avoidance; moral dis-
engagement; ‘jealousy’; caring for others; work–life balance; profit maximiza-
tion; positive attitude; personal and professional development; and authenticity. 
Non- mutually exclusive, the values vary in their adaptive ability to help clinicians 
to self- care through optimizing their experience of stresses and pressures of their 
work. Whether society views the individual values as adequately self- caring for 
clinicians depends on the extent to which the values can support the develop-
ment and expression of positive character traits in clinicians and other stake-
holders in modern health care.

1 Conflict avoidance

Some clinicians feel deprofessionalized but accept the status quo. They acqui-
esce to, or accommodate, health policy demands in order to gain social approval, 
meet financial needs and avoid confronting and risking overt conflict with 
others. By choosing to comply with bureaucratic rules, these clinicians aim to 
minimize their own stress and culpability in the event of harm occurring to 
patients. This passive–defensive approach to self- care tends to eschew concerns 
that are minor or that cannot be easily resolved in the short term. However, by 
internalizing their concerns these clinicians can also feel frustrated. They work 
in the shadow of their secret, hiding how they feel even though this repressive 
behaviour denies them an authentic identity and social outlet for their dissatis-
faction. The same problem characterizes the clinicians who fake compliance to 
give the illusion of working by society’s rules, either to satisfy other people, such 
as health managers or patients and the public, or to mask the social pressure that 
they feel to give service to them. This avoidance approach to coping becomes 
most counterproductive to the full self- care of clinicians when their inner con-
flict leaves them feeling blocked or trapped at work, and this loss of autonomy 
eventually burns them out.

2 Moral disengagement

Going beyond clinical distance, other avoidant approaches to coping include 
related, social cognitive mechanisms of moral disengagement and loss of 
empathy to prevent vicarious trauma. These mechanisms also free up cognitive 
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resources to facilitate purposeful, complex problem- solving, which can be espe-
cially important to clinicians operating under time pressure to deliver efficient, 
objective and effective health care to patients. Clinicians also avoid moral self- 
sanctions by maintaining intact their self- image as ethical persons.29 Yet, moral 
disengagement and lack of empathy are ultimately maladaptive. They isolate cli-
nicians and predict their unethical behaviour by permitting clinicians to distance 
themselves from, or rationalize, past harm and act unethically toward patients 
who need clinicians to understand and empathize with their illness experience 
and accompany them through it.

3 ‘Jealousy’

Chapter 2 discussed the Munch picture, Jealousy, where the front male figure, 
which I interpreted to symbolize a clinician, appears unhappy. The largeness of his 
face suggests that he also craves attention. Does it defy credibility for Jealousy to 
depict a clinician who, as per the title of the picture, is ‘jealous’? On my reading, 
the clinician may indeed be jealous – though not of patients. Rather, the clinician 
may be jealous of the progress that others collectively have made vis- à-vis clini-
cians’ own deprofessionalization, loss of professional autonomy and frequent 
unwellness. You might respond that an ideal clinician is other- focused and that the 
emotion of jealousy indicates a pathological egoism inconsistent with health care 
professionalism. However, jealousy is merely the dark side of the empathy com-
monly ascribed to clinicians and, besides, justified jealousy is not necessarily a vice.
 Akin to righteous indignation, justified jealousy can be a rational and morally 
appropriate response to dispossession – a social force necessary for a productive 
life of personal and professional integrity and welfare. Such a life is a balanced 
life, wherein ‘all the different emotions add their diverse tones, at the right times 
and in the right proportions, to life’s symphony’.30 Following Aristotle’s golden 
mean, jealousy that can be morally justified is a virtue, balanced between the 
narratives of too much and too little sensitivity to undeserved treatment. From 
this perspective, stable and self- respecting clinicians cannot be expected to be 
without jealousy when warranted. Jealousy then is their duty. They should be 
jealous of developments such as bureaucratic managerialism and increased 
control by a modern laity distrustful of their service orientation and clinical 
leadership of health care. These changes amplify the sacrifices made by clini-
cians, without producing an ‘apparent compensatory increase in satisfactions’,31 
and threaten clinicians’ sense of justice and moral agency, their need to care and 
flourish, and the public interest. Moreover, these clinicians are in the best of 
company since the justifiably jealous clinician is an apotheosis. As John Donne32 
preached in his sermon at the marriage of Margaret Washington almost 500 
years ago, ‘Jealousie that implies care, and honour, and counsell, and tendern-
esse, is rooted in God, for God is a jealous God and his servants are jealous ser-
vants.’ Maimonides questioned whether God, being God, has attributes, but if 
clinicians, like God, sometimes act in ways that can be construed as jealous, they 
are rightly jealous at losing something important.
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4 Caring for others

Openly resisting unwellness- producing changes to health care professionalism 
are the clinicians who are nostalgic for a ‘professionalism of old’ grounded in 
traditional values such as increased clinician autonomy and beneficence. 
Regarding clinical practice as personally rewarding, these clinicians embrace it as 
a selfless vocation and, to that end, sacrifice their self- interests. Their compas-
sion for patients is satisfying and reduces clinician turnover.33 Yet, there is a risk 
of self- denying clinicians reducing their self- care to an indirect effect of feeling 
good about helping others – an important feeling for sure, but one that unhelp-
fully anaesthetizes clinicians’ insensibility to their own independent need for 
health and welfare. Doing nothing directly to meet their moral interest in 
receiving care can be maladaptive for clinicians. Most at risk are those working 
often alone and in relative professional isolation, for example as solo clinicians 
or in small practices – especially in rural and remote areas.27

 Many clinicians in academic life and, more generally the ‘ruling class’ of indi-
viduals, groups and organizations whose status in medicine is elite, yearn to res-
urrect clinician agency for personal care. Another clinician group comprises 
activist clinicians. Acting often in organized forms, they commonly accept con-
ditions such as the heavy workloads needed to fight politically for, and achieve a 
social contract model of, professionalism that serves the health and well- being 
of all members of society. At the same time these clinicians demonstrate 
problem- focused coping by committing to fundamental, system-level change in 
health care as a social good, which can ameliorate the social conditions that 
impact negatively on justice and equity in areas such as indigenous health, 
mental health, tobacco control and climate change. The clinicians who identify 
with this model commonly receive specialized training in public health, health 
policy or social and community health. Beyond the commitment of all clinicians 
to address social determinants of health, they may volunteer their time, for 
example in free clinics; work as advocates and educators to improve systemically 
the health and living conditions of the sickest patients and most disadvantaged 
population groups; resist external regulatory oversight; and actively attempt to 
improve clinicians’ conditions and standards of work. From all of this effort 
these health care professionals reap intrinsically motivating rewards such as pride 
and gratitude.

5 Work–life balance

Sir William Osler recommended that, ‘The young doctor should look about 
early for an avocation, a pastime, that will take him away from patients, pills, 
and potions . . .’.34 And certainly, amid growing concern in society about declin-
ing ‘quality time’ for self, family and community, there are lifestyle clinicians. 
They freely choose, on the basis of their core values, to balance their clinical 
workload against pursuing other activities, commitments and interests, which 
they find meaningful as an aid to growth and re- creation in their personal and 
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family lives. These interests may include actively participating in enjoyable, goal- 
directed leisure activities but also other, provident forms of work – both unpaid, 
such as raising children or looking after sick relatives, or paid, as exemplified by 
academic medicine. The last option can offer flexible opportunities for clinicians 
to combine their clinical practice with formal teaching, service and research in 
scholarly areas of personal and public interest. This mix of activities may allow 
the progressive option of spending some work time at home and blending per-
sonal self- care into work time, for example by taking regular breaks and remain-
ing socially connected during the day with other people at work and with valued 
ones outside the office.
 When important to clinicians, such balance may be sought in some periods 
of life but not others, so as not to inhibit ambitions such as career development. 
Constructing work and home life as not necessarily competing spaces, clinicians 
may take time out from work to participate in forms of non- work or play, such 
as hobbies or other creative leisure activities outside the workplace. Accommo-
dation of these personal interests may require these clinicians to accept flexible 
work options in disciplines like family medicine. These options may include 
part- time work, occupying specific practice niches to minimize patient demand, 
and job sharing. Taking these options, as Bertrand Russell explained, can 
produce self- care by enabling clinicians to live fully; relieve their work strain, 
including the status anxiety of ‘affluenza’; be compassionate, but not over-
whelmed, by caring within boundaries;33 and re- energize themselves. Yet these 
outcomes do not come without costs. Work–life balance may require shifting 
work tasks onto others, and depend on clinicians exploring experience of new 
resources while maximizing experience of current resources such as a partner 
who helps to balance work and family commitments. Properly organized 
however, work–life balance may achieve a healthy, fulfilling and productive life; 
advance patient care; and satisfy organizational discourses over control of 
work.35 James Wallman36 describes this common lifestyle as ‘experientialism’, a 
value- based and identity- enhancing system that emphasizes doing rather than 
the ‘stuffocation’ of having.
 However, Oxford scholar, Theodore Zeldin37 goes further. Suggesting that 
work–life balance, in itself, does not prevent work from being oppressive, he 
encourages people to strive to develop new ways of work that do not feel to 
them like work. Making work personally satisfying – by softening a rigid division 
between work and non- work – is instrumental therefore to an ideal work–life 
balance. From this perspective, clinicians can choose to practise health care and, 
rather than merely cope with its demands, actively celebrate the privilege of 
managing them with others in the here and now in a positive way. This celebra-
tion, explains Ronald Epstein,38 requires ‘engagement, being fully present in 
one’s work, and deriving meaning and nourishment from it even in moments of 
conflict, unhappiness, tough decisions and difficult tasks’. What allows that 
engagement, he suggests, is resilience. Pause for thought also comes from Alain 
de Botton’s observation that work–life balance is largely a myth because work 
worth doing tends to unbalance life; and people each have only one life in which 
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to use this impulse as a resource to grow and find personal meaning and fulfil-
ment in work.

6 Positive attitude

There is scope for clinicians to self- care, in part, by managing their work 
through gratification for it. These clinicians optimally experience even objec-
tively adverse work conditions. They achieve this autotelic state of ‘flow’ by 
understanding that what ultimately counts is their conscious attitude toward 
these conditions. Thus, they develop a positive attitude by finding meaning in 
their work and its purpose of supporting health and healing. With pride and 
humility, they recognize as a gift their opportunity to work as clinicians. They 
understand that this opportunity is a privilege, a prize that makes them privy to 
some of the most intimate aspects and moments of patients’ lives. For the gains 
that patients, in turn, have made, these clinicians are not jealous but happy; just 
as John Keats explained his pain in Ode to a Nightingale by stating, ‘ ’Tis not 
through envy of thy happy lot,/But being too happy in thine happiness.’ This 
positive mindset is conducive to work engagement and intrinsic satisfaction as 
well as material rewards, elevated social status and power. Especially with role 
convergence and democratization of health care, the privileges can become nor-
malized and invisible to clinicians. However, personal and professional develop-
ment (see below) can enable clinicians to acquire self- knowledge; rediscover 
who they are, not merely what they have; and celebrate their identity. Regard-
less of whether they can ameliorate their work conditions, gratitude then helps 
to produce self- care through maintaining a positive attitude that balances rather 
than erases work stress.
 Counterbalancing empathy fatigue, this positive attitude among clinicians 
includes compassion satisfaction and the inner spiritual freedom and ability to 
‘smile at the raging storm’.39 As discussed further in Chapter 7, clinicians gener-
ally choose to smile – but not to trivialize the terror of the storm, derive pleasure 
from the pain it can inflict or detest this pain. Rather, they smile courageously 
to acknowledge the pain without holding it. They reframe the pain to give resil-
ient meaning and purpose to their work and quality of life, improve their mood, 
and even reduce their own risk of physical morbidity and mortality.40 Other 
ways in which clinicians may demonstrate a positive attitude include humour 
such as joking and laughter. However, particularly in hospitals and the most 
stressful clinical work spaces, including the emergency room, the operating 
room and critical or intensive care units, there is also backstage humour that is 
black – and its moral appropriateness can be ambiguous.
 Also known as gallows humour, black humour between the clinicians who 
share the same demanding work environment makes performative lightness of 
patients’ tragic situations. Examples include describing dying patients as 
‘heading to the ECU’ (external care unit) or the ‘departure lounge’ for ‘celestial 
transfer’. The absurdity of the incongruity of this black humour41 can make 
callous fun of defenceless patients ‘approaching room temperature’, and expose 
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a dark underbelly of health care. Paradoxically, however, such humour may put 
virtue into action. Katie Watson42 suggests how. She distinguishes the ‘jolly 
bully’ from the overwhelmed clinician struggling to survive an oppressive work-
place. For the latter clinician, use of black humour is not necessarily unethical 
when, without harming patients or their families, it is sparingly used as a distrac-
tion or a device to defuse despair. The humour is virtuous when, without 
wounding the patient, it helps clinicians regulate their emotions, not feel 
enslaved and mitigate their vulnerability and defencelessness. Relief theorists, 
most notably Herbert Spencer43 and Sigmund Freud,44 have suggested how 
humour can produce these benefits.
 They propose that humour can be cathartic by releasing intolerable tension 
or pressure. Humour can also heal by facilitating social connectedness with 
peers. Both mechanisms can enable clinicians to stay sane in the sometimes- 
insane work environment of health care practice, and indeed feel spurred to vir-
tuous action. In these terms, clinician humour and its object – human suffering 
– can have positive meaning. Yet, the medical workplace, laments Watson, is less 
funny than it once was. Other coping mechanisms have become preferred 
methods of self- care by clinicians, who perhaps should not be permitted to work 
in highly stressful environments for long periods. While black humour tight-
ropes rough seas, she suggests that ‘perhaps the hand wringing has gone too far’ 
and too readily dismisses the need of clinicians, as people, for empathy in order 
to self- care in a brutal environment.
 Facilitating and reinforced by a positive attitude, strategies such as humour are 
not inconsistent with Stoic behaviour that manifests qualities such as dignity. 
Indeed, Cicero45 suggested that virtue is sufficient for a happy life since the virtue 
of doing the morally right thing produces a positive outlook and prevents work 
stress from deflating happiness. Epictetus had similarly advised in his second 
century manual of ethical advice, the Enchiridion, that ‘Men are disturbed not by 
things, but by the principles and notions which they form concerning things.’46 
And Victor Frankl demonstrated that – no matter how dire the circumstances – 
people retain the power to decide how to respond.47 Thus, while some clinicians 
take their work beyond unhealthy limits, others construct their work as an enjoy-
able and rewarding way to express personal aspirations (like moral integrity, 
through an ethic of work as a civic responsibility) and realize a sense of achieve-
ment and purpose. Even if clinicians depend on their work to furnish these bene-
fits, and this work is stressful for them at times, it can confirm a positive self- image 
that suffuses non- work parts of their lives and is an organizational asset.

7 Personal and professional development

At times, despite their vocation, clinicians – as persons – may self- care by privileg-
ing aspects of their life other than health. Even when they value health highly, their 
reasons may vary. Arguably, health is less intrinsically good than morally neutral 
since it can produce benefit or harm. In these terms, clinicians may value health as 
a personal adaptive state, existing in the absence and presence of identifiable 
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disease, creating space for them to do good. Other clinicians value health for its 
own sake. Either way however, clinician health can be a core professional value to 
which many clinicians commit through healthy living. Every day they may aim to 
make healthy choices such as to get adequate sleep, eat nutritious food as part of a 
balanced diet, maintain a healthy weight and exercise regularly.
 Such clinician self- care has generally not been included in medical training or 
emphasized in professional practice, which inculcates self- sacrifice. Moreover, 
models for health maintenance to prevent clinician burnout have been poorly 
documented, although the situation is improving. Professional groups such as 
the Royal College of Physicians and Surgeons of Canada now expect physicians 
to ‘demonstrate a commitment to physician health and sustainable practice’48 
and physicians can learn about how to recognize and manage work- related 
stress. Clinicians are increasingly encouraged to commit to lifelong learning for 
personal and professional development.
 This undertaking can require clinicians to acquire and apply virtues and skills 
in their work and life. One reason that virtue can facilitate self- care is that clini-
cians protect their psychological resources when they are true to themselves and 
can trust themselves to do the right thing because it feels right to them – rather 
than from the self- restraint that characterizes the clinician of continent charac-
ter, who acts well despite the desire to act otherwise.49 Relevant skills for clini-
cian self- care include time management and strategies for reflection, such as 
reflective writing; meditation; and other techniques for self- awareness and integ-
rative stress management, like mindfulness of present moment experience. The 
clinicians who most value their own health are especially likely to have usual cli-
nicians, as noted above, and obtain timely access to independent health care to 
protect or improve their health.
 Participation in professional support networks can, in turn, facilitate clini-
cians’ professional development. Clinicians can work collaboratively in teams, 
and voluntarily receive supervision or ‘educative mentoring’. Clinicians may also 
receive debriefing for professional support and clinical development, and parti-
cipate in peer support groups – such as Balint groups or Schwartz rounds – to 
acknowledge and examine their own emotions and manage with equanimity the 
paradox of caring and health professionalism. Other development options 
include taking educational opportunities for lifelong learning from attendance at 
professional meetings and training courses; participating in health advisory and 
referral services and educational activities including projects for quality improve-
ment and research; and acquiring life skills, such as mindfulness meditation. 
Beyond these forms of self- regulation, clinicians may participate in external 
regulation programmes such as accreditation.
 Lastly, let me elaborate on how teamwork can facilitate self- care. In much 
health care practice, physicians work relatively independently as discrete profes-
sionals. However, cooperative and collaborative working by physicians and other 
professionals in teams can facilitate clinician self- care, for example in the patient- 
centred medical home. Expressing civility and cooperation in the workplace, 
teamwork and communication can directly strengthen clinician self- care by 
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 providing a vehicle for clinicians to interact productively with their peers in 
complex and challenging work environments. Their energized interaction can 
furnish information and collegial support, for example by anticipating care needs 
and sharing workload. Indirectly, teamwork can enhance clinician self- care by 
coordinating and optimizing patient care that is safe and effective. In turn, clini-
cians can self- care through interactions with patients. Some 14–17 per cent of 
physicians have been found to self- disclose selected personal information to 
patients during routine office visits, which can meet physician needs for self- care 
while potentially strengthening physician–patient relationships.50,51 However, 
disclosure risks disrupting patient care despite good intentions, for example by 
silencing patients’ stories.

8 Profit- maximization

Clinician self- care depends on clinicians receiving from private and public payers 
what they perceive to be fair remuneration for their services. However, entre-
preneurial health professionals, who own clinical practices or work within small 
partnerships, have a business mindset that emphasizes the importance of this 
remuneration. Encouraged to compete financially with each other, they accept 
high workloads, increased financial responsibility, and high stress levels (at work 
and across the work–home divide) to minimize utilizing health care resources 
and maximize their work income (or profit).
 At the start of this chapter, I cast clinician profit- maximization as a dark space 
that tends to entice clinicians to act against business ethics and their own self- 
care. A Midas- like drive to accumulate material wealth can become dehumaniz-
ing and isolating, lead clinicians to feel spiritually empty, and feel unjust to the 
public, without whose support they would not be able to work as clinicians. 
Moreover, the profit imperative can get in the way of clinicians caring properly 
for themselves and their patients. Yet, entrepreneurial professionalism in health 
care can also create pockets of light within a dark space; like stars in the night 
sky. For example, receiving a high income cannot directly increase subjective 
well- being but it can help clinicians to achieve instrumental goals that are moral 
or at least morally neutral. These goals can be financial, such as to pay off a large 
student debt, and professional, such as to unlock productivity and meet socially 
sanctioned, patient- defined needs. Such rewards may in turn ameliorate negative 
events such as work stress and help clinicians to feel successful.
 To boost their income in work environments that they consider competi-
tively healthy, these clinicians may opt to work long hours. They may also 
develop new technologies; take on non- clinical leadership roles like a clinical 
directorship; or, within clinical medicine, enter a procedural specialty such as 
orthopaedics. The last choice is especially attractive when private work is avail-
able and clinicians can achieve high, billable work volumes for services yielding 
high profit margins. Income opportunities are lower for physicians in non- 
procedural specialties, such as paediatrics and primary care. However, even in 
primary care, physicians can earn high incomes when retainers enable them to 
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deliver luxury or concierge care to elite subscription patients who are able and 
willing to pay for it. Also financially attractive to clinicians can be adjunct incen-
tives. These include target payments like special payments, recruitment incen-
tives, bonus payments for achieving performance targets specified by 
pay- for-performance programmes, and profit- sharing after minimizing costly 
medical interventions.

9 Authenticity

Whichever socially endorsed approach the clinician takes, their self- care requires 
them to reflect on the ethics of their professional behaviour and motives. 
Mindful that their role persona is merely part of who they are and can compli-
cate attempts to know themselves, they need to strive for self- knowledge and 
accept themselves. They further need to be faithful to their values around their 
preferred model of health care professionalism and to themselves as people. Cli-
nician self- care is not merely therefore about the abilities of clinicians; more than 
a form of expertise, it requires them to realize and actualize the person they 
already are. This requirement needs clinicians to self- author challenging but 
achievable personal goals, align their style of working with these values and 
empower themselves by acting consistently on these values. For example, con-
sider the clinician who self- exposes vulnerability and cries in communicating bad 
news to a patient. The emotional openness of this behaviour is not necessarily 
unprofessional. Self- caring for the clinician, the tears may be appreciated by the 
patient; just as Oliver Twist received ‘such kind and gentle words, and such tears 
of sympathy and compassion, that they sank deeper into Oliver’s soul, than all 
the sufferings he had ever undergone’. The alternative is to act inauthentically. 
Yet, Søren Kierkegaard explained that when people seek to become someone 
they are uncomfortable with, either they will fail – and spurn themselves – or 
succeed, but at the cost of abandoning their true selves. Either way, they will 
despair.

Conclusion

Environmental, work- related and personal factors interact to put clinicians 
under high pressure. To put the welfare of patients first, these clinicians have 
contributed to creating for themselves a shadowed space that masks their own 
and others’ ability to recognize this predicament and its consequences for them 
and their patients, and manage both. Most importantly, their unwellness in the 
space of patient- centred health care lacks visibility, is prone to inattention and 
tends to compromise patients’ interests. Clinicians are taught to accept their 
conditions of working for patients on the grounds that, compared with patients, 
they have a lesser claim on receiving care – from themselves, no less than others. 
However, this belief compartmentalizes patient care as a service industry without 
accounting for how it interacts with clinician welfare. Even when clinicians 
recognize and seek to treat their own unwellness and problems associated with 
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their work, they are disadvantaged relative to projects caring for patients. The ine-
galitarian stage on which clinicians and patients play scripted roles disrespects the 
personhood and relational interdependence of both parties; misses the point that 
the role of clinician does not remove neediness; and puts clinicians and patients at 
risk of deterioration and harm from reduced safety and effectiveness. Also hidden 
can be how clinicians reflect or not and act on their need to self- care on the basis 
of their values, understanding of health professionalism, and duty of care to 
patients. This chapter has discussed values that underpin how clinicians seek to 
self- care. Morally praiseworthy values – such as caring for others, humour, work–
life balance, a positive attitude, personal and professional development, and 
authenticity – inform my model of person- centred health care in Part II.
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5 Patient care of the clinician

Introduction

Everyone needs care – not only patients. In general, all people depend on approval 
from others to feel less isolated, less vulnerable and more cared about within social 
relationships, than they otherwise would. In common with patients, clinicians 
therefore need to receive care too. However, can and should patients help to 
provide it and besides, who is the clinician? The clinician can be compared to the 
cat- woman in the photograph Io Gatto (Cat and I). Merging a self- portrait of the 
Italian photographer, Wanda Wulz, with a portrait of one of her family cats, 
Mucincina, the image conflates their dual identities – yet viewers can immediately 
recognize the cat- woman as a fiction masking her personal identity. Likewise, the 
persona of the clinician is a role representation, a performative identity which 
obscures the clinician as a person despite, in so doing, actually drawing attention 
to the ambiguity of the person of the clinician. Thus, the cat- woman symbolizes 
depersonalization of the clinician whose real nature is concealed but who seems 
caring and – in common with the patient – needs to secure care directly, as well as 
through care- giving, for the benefit of both parties.
 Clinicians and health systems have been slow to recognize and respond to 
this need – inclusive of caring – of clinicians within health care. Even slower 
to develop has been general recognition of the need and capability of patients to 
help provide it. Chapter 4 discussed the need for self- care of clinicians as ‘second 
victims’ who may access support through systems, including peers and primary 
affiliates, outside health care. As key members of health care teams, however, 
patients may signify an additional resource for providing this support. Sceptics 
might challenge this suggestion as impractical. They may argue that I ask too 
much of patients in a world where – as W.H. Auden’s poem, Musée des Beaux 
Arts depicts, in Pieter Breughel’s Landscape with the Fall of Icarus – ‘everything 
turns away’ from human suffering. Not even all clinicians are caring toward 
patients, without this detachment always bothering patients, so why should 
society expect patients, who may be sick and typically pay for health care, to be 
caring toward clinicians? Besides, not all patients are modern patients.
 However, suggested Joan Tronto,1 caring is a ‘species activity’ fundamental 
to the human condition and behaviour, including how patients relate to others. 
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Consistent with this perspective of care as a normative concept, patients fre-
quently need to demonstrate their moral development. In a world that still has 
an appetite for uncaring behaviour, they have within them the potential to dis-
tinguish themselves as caring by caring for others, including clinicians. The least 
socially advantaged patients tend most to display this moral preference.
 Yet all patients who are capable of caring can be motivated to care about 
their clinician, in part because of the personal nature of health care. From neces-
sity, health care draws patients into close contact with their clinician in a thera-
peutic alliance. Especially in negotiated moments of embodied intimacy – when 
patients feel exposed and vulnerable – they can struggle not to care about, and 
for, their clinician and thereby not to self- care. Patients can derive satisfaction, 
and even therapeutic benefit, from doses of care- giving to clinicians whilst 
having the most to gain or lose from the quality and safety of the care they help 
their clinician to offer them. Patients, like clinicians, may also suffer from 
repressing naturally occurring empathy toward clinicians. Yet patients tend to be 
exempted from care- giving to clinicians or have it received with ambivalence. 
Patients become ‘good’ in the eyes of others by meeting role expectations to 
behave themselves and make the most of their clinical care. Care of clinicians is 
not expected from patients even if they can, and want to, offer it to clinicians 
who need it.
 From my perspective however, there is an unmet need and opportunity to 
delineate the scope and significance of the care that can and sometimes does 
take place from patients to clinicians, frequently for potential, shared benefit. 
When clinicians reject or lack interest in patient care- giving, they devalue them-
selves and patients as people and moral agents who may want to care for clini-
cians whose performance affects them. Certainly, patients are vulnerable. 
However, failure to respect their capabilities and preferences to care for clini-
cians undermines respect for their autonomy – including policies encouraging 
patients to claim their voice in health care – and exposes an underlying pre-
sumption of inequality that is patronizing and disrespectful. Devaluing patients 
as caregivers nevertheless typifies clinician- centric language in modern health 
care. Terms such as ‘provider continuity’, ‘medical error’ and ‘pay- for-
performance’ fail to recognize patients as moral agents and primary health care 
workers who co- produce, not merely consume, health care for themselves and 
others.
 Four phases of care potentially characterize patients, no less than others,1 and 
give them more credit than they typically receive.2 These phases overlap and dis-
tinguish care as a practice that builds on but tends to overshadow caring as a 
felt and valued state of attentiveness. Caring, the first phase of care, entails 
‘caring about’ the clinician, whom the patient recognizes as needing care,3 and 
wants to give it, for example out of gratitude. The patient can care about the 
clinician through attentiveness to, and recognition of, the clinician’s interest in 
receiving care from others. Phases two to four relate to care practices that build 
on, or occur without, the emotional investment of phase one. Phase two is 
‘care-taking from’ the clinician, by which the patient who accepts clinical care 
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honours the clinician who, in turn, has reason to feel an intrinsic sense of satis-
faction. The third phase is ‘taking care of ’ the clinician as a human being in 
whose welfare the patient has a personal interest. The patient accepts a need and 
obligation to care. This phase blurs into the fourth phase, ‘care- giving’, which 
entails adequately resourced patients acting on this felt responsibility by provid-
ing care directly to the clinician. This care- giving involves patients, no less than 
clinicians, as partners- in-care who, to the extent of their capabilities, exhibit felt 
kindness as ‘a way of knowing people beyond our understanding them’.4 When 
enabled to know clinicians as people, patients are further empowered to offer 
and give care to clinicians.
 This chapter advocates for patient care- giving as an underdeveloped resource. 
Reasserting the ideal of the patient–clinician relationship as a mutual, reciprocal 
engagement maintained by feedback loops, I want to discuss the potential value 
of patient care- giving to clinicians and patients. Since patients tend to lack 
recognition and be underutilized as caregivers to clinicians in patient- centred 
health care, I will also consider barriers and capabilities to patient care- giving. I 
will suggest that exercising this capability to care is liberating for the patient 
within the limiting power of the clinician–patient relationship, although with 
this freedom comes moral responsibility. Clinicians in this context need to 
partner with patients to address these issues.

Value of patient care- giving

While prudence is needed in responding to patient care- giving, clinicians repu-
diating this care can harm themselves and patients. Through self- abnegation, 
clinicians forego the kindness that, as human beings and vulnerable clinicians, 
they need. They harm themselves when they turn patient kindness into a forbid-
den pleasure. This sacrifice may help clinicians to feel safely detached but it can 
also leave them rueful, alienated and lonely since, consciously or otherwise, cli-
nicians and patients share a need to feel valued. As William James explained, 
‘The deepest craving of human nature is the need to be appreciated.’ At the 
same time, ‘no one can know his own beauty or perceive a sense of his own 
worth until it has been reflected back to him’.5

 This construction of the patient as a mirror, reflecting care from the clinician, 
contributes to how clinicians see themselves. In their relations with other 
people, clinicians need and deserve recognition and gratitude. The independ-
ence of autonomous clinicians is a liberal fiction. Relations of mutual interde-
pendence require them to receive care in order to provide it on the battleground 
of occupational hazards like burnout, unwellness and exposure to dying and 
death. Paradoxically, therefore, clinicians’ power in health care makes them vul-
nerable. Rather than diminish their position, and further weaken or infantilize 
them, patient care- giving can benefit them (and patients) sociophysiologically 
by reducing allostatic load from stress and low morale.6 Clinicians can protect or 
regain their strength through patients, as care- partners, self- caring and creating 
over time a relational space for joint care and healing. Indeed in small rural and 
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remote areas, dual relationships with patients may be unavoidable since patients 
may easily become colleagues or friends. This space answers the need of clini-
cians to live a normal life. Patients enable clinicians to feel alive and important 
by caring for them in their own way.
 Clinicians can and do learn much from their patients (and informal caregivers) 
as well as by being patients. From patients’ stories about their experiences with 
health care, clinicians learn not only about how well the health system works but 
also about their patients and themselves. As William Osler observed, ‘the best 
teaching is that taught by the patient’. As a form of care, it can take place in clinical 
practice; educational and training programmes including curriculum design and 
development and classroom teaching, including assessment; research activities; and 
quality improvement. For example, people with Parkinson’s disease (PD) have 
served as expert contributors to European PD consensus standards of care7 and 
European PD Guidelines for Physiotherapeutic Care.8 Through such forms of 
involvement, patients can teach and support clinicians- in-training and clinicians by 
sharing lived experience, while developing their own knowledge and skills. These 
patient contributions and outcomes erode a tradition where ‘the patient, though 
treated with courtesy, has usually been little more than a medium through which 
the clinical teacher taught’.9 Patients can now model caring as a respectful com-
ponent of multi- dimensional thinking about matters of importance.10

 Through their own ‘caring thinking’, clinicians become aware of, and 
responsive to, their emotions and those of patients and deliver improved care. 
Through accepting care- giving from patients, clinicians strengthen their con-
nectedness to these patients and the therapeutic potential of a more equal, clini-
cian–patient relationship in which patients – no less than clinicians – can benefit 
from care- giving to a clinician more powerful than they.
 Patients can benefit because the power of the clinician can arouse patients’ 
respect and reverence. Responding to the human weakness of the strong clini-
cian humbles patients and kindles patients’ empathy and care- giving. Illumin-
ating the clinician, this care- giving can be care- receiving for patients. It frees 
patients to fulfil their own humanity, delight in this fulfilment; love themselves, 
as an antidote to the observation, by Jacques Lacan, that people tend to hate 
themselves; and grow their trust in clinicians, increasing patents’ moral author-
ity and concordance. Thus, care- giving by patients does not oppress or sacrifice 
their own welfare for the good of clinicians. Rather it liberates and strengthens 
patients, less to repay any debt than to realize their ethical project to lead a 
good life.11 This generosity, or at least benevolence, rewards patients emotion-
ally and respects their freedom to respond to a common need for care. It helps 
patients to avoid an excessive focus on themselves, normalize their illness and 
find meaning and purpose outside their own satisfaction; that is, live joyfully for 
something beyond themselves. Not allowing patients to give care to clinicians 
acts against these outcomes by limiting patients’ ability to see and respect clini-
cians as people behind, or beyond, their professional role.
 Many patients need to show such respect to others to feel fully connected 
and human through maintaining healthy and productive social relationships. 
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Caring for others, including clinicians, enables patients to lead a life of fairness 
and reciprocity within their community. As emphasized by the Stoics, the self is 
a communal self. In the absence of individuals caring for others on the basis of 
rationality and affection, there can be no sense of community. Neighbourliness 
functions as ‘cultural cement’ that pastes them into society.4 Beyond this com-
munalism, patients can feel shame or even guilt when denied their biologically 
programmed need to reciprocate care. They may feel embarrassed by their loss 
of autonomy. In caring for the clinician in their own way, patients can alleviate 
this feeling; actualize their inherent sociality as persons who need to engage 
with others to feel fully human; and, as Jean- Jacques Rousseau suggested, 
recover their natural disposition for kindness. Thus, through care- giving, 
patients look for survival and their very being. If care- giving cannot achieve this 
existential ideal, it can at least furnish satisfaction from a sense of mutual benev-
olence within a broad commitment to reciprocity. This commitment reflects 
social norms that sociology and evolutionary and social psychology construct 
through theories of social exchange and rational choice. Patients may further 
benefit instrumentally from enabling clinicians to be well, feel appreciated and 
provide the best health care they can.

Barriers to patient care- giving

Two key sets of barriers act against clinicians and patients achieving this positive 
value from patient care- giving. The first relates to the vagueness and self- reliance 
of clinicians as persons to care about. As noted at the start of this chapter, clini-
cians tend to present themselves to patients as obscure subjects. At least outside 
small communities, including rural and remote settlements, patients ‘see’ and 
know their clinicians poorly as people. These clinicians choose to remain indistinct 
within the shadows of patients, and their own professional role. The personhood 
of individual clinicians, while not completely hidden to patients, has become gen-
eralized into a role or persona of strength and independence that resists care from 
dependent patients. I acknowledge that, symptomatic of an improving balance 
between rationality and emotions, such detachment has weakened. In New 
Zealand, a cross- sectional survey of young physicians found that over one- third of 
those with Facebook accounts had not activated their privacy options, making 
personal information publicly available.12 Yet, in clinical care, even when the same 
clinician cares longitudinally for patients, patients typically catch but a glimpse of 
the clinician as a person open to receiving care from them. Society cautions clini-
cians not to remove their professional mask and expose their vulnerability by 
sharing personal experiences or showing much emotion. Caution is exercised 
ostensibly to avoid upsetting patients, altering professional boundaries or discred-
iting the profession. However, privacy is counterproductive when excluding 
patients acts against them trusting their clinician as they silently wonder, ‘Who is 
the clinician who asks me to open myself to their care?’
 To partner with clinicians as moral equals – with whom they have a profes-
sional but intimate relationship – patients need to know them. In common with 
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the sculptor, Pygmalion, patients need moral life breathed into what they care 
for, and only by knowing and trusting the character of the clinician can this 
enlivenment take place. To get to know clinicians, especially when the relation-
ship with the clinician develops over time, patients need them to weave relevant 
life experiences into their patient care and present this tapestry with emotional 
openness and gentle honesty, within limits that prevent over- sharing and benefit 
both parties. Only then can patients and clinicians know each other as people – 
their general traits but also the values and beliefs informing their decision- 
making – without harming anyone. As Erich Fromm13 explained, ‘To respect a 
person is not possible without knowing him [sic]; care and responsibility would 
be blind if they were not guided by knowledge. Knowledge would be empty if 
it were not motivated by concern.’ The veil of darkness over the clinician adds 
to and can frustrate concern among patients wanting but unable to know and 
choose the clinician on whose welfare they depend. Frequently, patients can 
only render the clinician distinct by filling in shadow.
 The legendary potter, Butades of Sicyon, modelled a relief from the outline 
that his daughter had traced of the shadow, on the wall, of her sleeping partner. 
So too do patients give form to the shadow of the clinician. From how the clini-
cian appears, they imagine what the clinician is like in different respects. They 
infer elements of the content of the clinician’s mind from how the clinician 
behaves. However, just as Chema Madoz’s photograph, Tenedor cuchara, 
reveals a spoon with a fork shadow, such inferences can misrepresent objective 
reality. Though patients may create a positive fiction, which enables them in a 
situation of uncertainty to care about the clinician, this fiction is less desirable 
than openly communicating reason and emotion. When clinicians share life 
experiences relevant to the patient’s presenting problem, then just as the touch 
of Rapunzel’s tears reopened the eyes of the blinded prince in the Grimm 
brothers’ fairy tale, so too can the clinician revealed as a person enhance the 
patient’s ability to give and receive care from this person.
 The second set of barriers to patient care- giving relate to the role of the 
patient. Since patients may be sick or worried they are sick, have less power than 
clinicians, and directly or indirectly are likely to be paying for their health care, 
should society expect them to be caring toward clinicians? Indeed, might uncar-
ing patient behaviour even assist clinicians when it is clinically revealing, for 
example of patient stress, lack of coping ability or mental illness? A patient’s 
uncaring behaviour in this situation may remind clinicians that the patient has 
greater health needs than they; offer insights into the nature, cause and signifi-
cance of these needs; and provide cues as to how best to manage them. Through 
the virtue of grace, clinicians can further recognize uncaring behaviour as part 
of what it means to be human and, in that context, be enabled to accept their 
own imperfections.
 Perhaps most important, however, is concern that expecting patients to be 
caring toward clinicians increases patients’ vulnerability – not least to exploita-
tion by clinicians and to physical and mental harm. Patient care- giving may also 
reduce patients’ limited autonomy to reject treatments offered by the clinician, 
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and increase risks of inappropriate intimacy and crossing legal and ethical 
boundaries designed to protect patients and clinicians. Nevertheless, health con-
cerns do not burden all patients and even those who suffer from these concerns 
may choose to express their felt need and capability to care about their clinician. 
In this context, clinicians, practising by consent of patients, may be mainly con-
cerned for themselves. They may fear patients sharing the power they have tradi-
tionally controlled, and exercising ‘powers of the weak’.14 Illustrating how even 
innocuous acts of patient caring can discomfort clinicians is clinician uncertainty 
over how to respond to patient ‘thank you’ messages and, in particular, gift- 
giving. All caring from patients can be described as ‘care- in-gift’15 but patient 
gift- giving typically refers to the patient transferring a present or some other 
item of value.
 Such gift- giving is common; although, in Canada, for example, neither the 
code of ethics of the medical profession nor this profession’s charter for 
physicians advises physicians on how to respond. In contrast, the American 
Academy of Pediatrics states that ‘accepting modest gifts [from patients] does 
not involve a serious conflict’. It acknowledges that such gifts from patients are 
mostly benign, being typically intended to express gratitude. Patients likely gain 
satisfaction from their gift- giving – even though pleasure is not their prime 
motivation for offering the gift – and refusal of the gift could offend them.16 
Patients will repress their gratitude which, in the words of William Arthur Ward, 
must feel ‘like wrapping a present and not giving it’. In rural communities, 
moreover, which can be characterized by close interactions across social settings, 
gift- giving may take place within friendships that develop before the roles of 
patient and attendant clinician. There is also a risk of double standards; how can 
clinicians choose not to accept a modest gift from a patient, yet accept corporate 
‘gifts’, such as those from pharmaceutical companies and other health- related 
commercial organizations?
 Of concern to clinicians, nevertheless, is that a patient with low self- esteem 
may give a gift out of desire for friendship or to curry special treatment. Since 
ancient times – and especially since the writings of the philosopher, Thomas 
Hobbes, and his critics, such as David Hume and Adam Smith – the authentic-
ity of kindness vis- à-vis self- interest has been contentious. And gift- giving can 
foster patient transference – that is, predispose patients unconsciously to transfer 
a need for a desired or past relationship – and, in turn, clinician counter- 
transference. To avoid self- harm and harming the patient, clinicians carefully 
manage these emotions that, in themselves, are normal and can be important 
components of therapeutic relationships. Clinicians are likely therefore not to 
accept a substantial gift, especially if offered to create or maintain a ‘medicine of 
friends’, in which the physician attends to a patient who is also a friend, or who 
sees the physician as a friend. Accepting such a gift risks changing a boundary 
crossing into a boundary violation, and may compromise clinical judgement and 
the ability to provide effective clinical care; for the same reasons, clinicians are 
typically advised not to treat family or friends for other than minor ailments. 
Additional reasons that clinicians may be reluctant to accept gifts and other care 
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from their patients include not recognizing their own care needs as clinicians, 
not wanting to remind themselves of their human vulnerabilities (or failings) 
and those of their patients, and not valuing care from patients highly. Once 
associated largely with male clinicians, these motivations to resist patient care- 
giving are now also recognized to characterize female clinicians.4 And clinicians 
may reject patient care to maintain their privileged social status, authority and 
control over patients. As a way forward, the American Medical Association’s 
Report of the Council on Ethical and Judicial Affairs recommended that 
physicians adhere to the ‘rule of transparency’17 by only accepting gifts they 
would feel comfortable disclosing to colleagues or the public in the best interest 
of the patient–physician relationship.
 Nevertheless, ‘the shift from potentially harmless dual relationships or activ-
ities outside the professional service to sexual relationships is a slippery slope’.18 
Acceptance of patient care mandates caution when it risks leading to sexual 
contact. Especially for psychiatrists but also clinicians such as family physicians 
(who likely treat more psychiatric patients than do many psychiatrists19) sexual 
involvement with patients introduces legal issues, including the risk of criminal 
prosecution, as well as ethical dilemmas. The latter include uncertainty around 
whether a patient can freely give informed consent to sexual involvement with 
their clinician. Whether or not a clinician can morally have sexual contact with 
a former patient is ambiguous. Agreement is lacking on the acceptable time 
interval between ending a clinician–patient relationship and beginning sexual 
contact.
 Should patients therefore give up on care- giving to clinicians? I believe that it 
is a sad indictment on Western society that, in general, clinicians have become 
wary of patient care- giving – and suspicious, even phobic in this modern age 
stained by competitive individualism, that patients’ acts of seeming kindness 
belie egoistic motives. Such fearful suspicion constructs patients – as Thomas 
Hobbes suggested in the Leviathan – into covetous beasts who care for nothing 
but themselves. At the same time, clinicians, like all people, need to receive 
kindness and are no different from other human beings in commonly feeling 
deprived of it. They want the kindness of care but may resist it; and they may 
also be uncomfortable with the patients who are unkind toward them. With-
standing the need for clinicians to self- care and be properly cared for by their 
health system, patients are part of this system and, as people, can and arguably 
should care for clinicians to the extent they are able.

Capabilities

‘Piglet’, said A.A. Milne, ‘noticed that even though he had a Very Small Heart, 
it could hold a rather large amount of Gratitude.’ So too, patients are mostly 
capable of caring in some way. There are patients, quintessentially with psycho-
pathologies or sociopathologies, who exhibit profound deficits of empathy and 
impairment of emotional and motivating moral judgement. However, besides 
being rare in the general population, such people may still be capable of giving 
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care to others even if they do not care about them. Moreover, they may even be 
capable of empathy, as exemplified by some Nazi leaders expressing concern for, 
and agitation over, the welfare of their pets (an irony that makes these men all 
the more culpable for their barbarous actions). Compared with these human 
monsters, most patients are much less constrained of course in their capability 
for caring and can and do demonstrate appropriate emotional responding despite 
ill- health.
 Indeed, research shows that even at the end of life, sick patients may have 
and express feelings like gratitude and concern for others.20 For example, in 
qualitative interviews, 13 hospice patients in two New Zealand cities described 
their experience of such personal concern and caring, including empathy and 
closeness to others, including their clinician.21 These patients chronicled how 
they benefitted from acting on their capability to give care. They helped to co- 
produce health care – as when they used humour to help the clinician to com-
municate with them in difficult circumstances – which added meaning to their 
own life. Gratitude for their care, even in life’s darkest hours, could promote 
compassion, act against feeling depressed and foster courage.
 Such caring can take place because adversity can furnish wisdom – as Samuel 
Taylor Coleridge’s poem, Quae nocent, docent (What hurts, teaches) explains. 
This insight is particularly important because, added Albert Camus, ‘What we 
can or cannot do, what we consider possible or impossible, is rarely a function 
of our true capability. It is more likely a function of our beliefs about who we 
are.’ Clinicians have confirmed this observation by describing care- giving from 
dying patients without loss of social authority. Abraham Verghese,22 for 
example, has recounted patients at the end of life engaging him in clinical rituals 
of symbolic significance – as much for his benefit as theirs – because of who 
these patients are and how they sustain their self- worth. Hence, even very sick 
patients can and want to care for clinicians who can be motivated to gain from 
it when patients benefit from giving modestly of themselves. And most patients 
are not yet at the end of their life.
 Most patients are community members who, from the premise that power is 
embedded in people, share common human resources to care situationally for 
their clinicians. The physician, William Pickering6 noted, ‘the invaluable natural 
reservoir of kindness in a community’. And increasing patient literacy and nar-
rowing social distances have grown the capability of many modern patients to 
care for clinicians with whom they share deep values, blend social roles and 
become increasingly alike over time.23 These social forces have also actualized 
sociobiological responses to receiving care. The mirror neuron system and other 
neurobiological mechanisms appear to prime patients to share physiology with, 
and reciprocate care to, those who exhibit care to them. From this perspective, 
patients share care and this sharing itself is caring. Their self- care and care from 
others, such as clinicians, empower them to return care to those with whom 
they share the centre of health care.24

 Patients can care for clinicians by caring for themselves, partnering with them 
during visits and supporting research and community initiatives to improve 
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system and service delivery design. In many countries, the Choosing Wisely 
initiative, for example, is engaging and educating patients to work with clini-
cians in their communities to identify and recommend clinically appropriate 
health care in individual situations. Patients also formally provide care to peers 
in associations and support groups that may meet face- to-face or online to 
provide information, advice and support. Informally, patients care indirectly for 
clinicians through providing dependent family members and friends with 
instrumental, emotional and informational care beyond the norm of social 
expectations. Often this care is ongoing, becomes routine and is invisible. 
Strengths- based approaches that support resilience and resourcefulness mitigate 
the often- significant personal costs to informal carers, whose character disposes 
them nevertheless to care with clinicians as joint partners. Often having their 
own health problems that make them dependent, the carers may be cared for at 
the same time. Indeed, their need for and receipt of care qualify them particu-
larly well to reciprocate care. Feminist scholars have long pointed out how 
those most lacking power disproportionately perform the work of caring that 
society requires of them.
 Patients are able to care for clinicians by being good patients, or at least not 
bad patients. It seems reasonable to expect that, in the absence of the causative 
influence of disease, patients will not generally opt to be ‘bad’ patients.25,26 In an 
age when reports of aggression and violence by patients have been increasing,27 
patients will not be uncaring toward clinicians. Uncaring patients – who have 
also been variously described as problem patients or as difficult, hateful, heart-
sink, dysphoric or challenging patients – display negative, rule- breaking 
behaviour. Encounters with these patients, although clinically meaningful, can 
‘kindle aversion, fear, despair or even downright malice in their doctors’28, and 
this response can demoralize these patients and harm their health care. Four 
types of dysfunctional patients present frequently in modern general clinical 
practice: the so- called ‘dependent clinger’, ‘entitled demander’, ‘manipulative 
help rejecter’ and ‘self- destructive denier’.29 Beyond such patients are those who 
exhibit widespread, subtle forms of dehumanization such as bad manners – the 
ubiquitous ‘violence of the everyday’. Modern society routinely condones such 
behaviour despite its risk of negative consequences, such as recipients’ feeling of 
reduced moral worth. Might patients be enabled to become aware of, and reflect 
on, this behaviour, and minimize it contextually through new patterns of 
socialization?
 Meanwhile, most patients can also display positive forms of simple caring for 
their clinician. Through self- care, patients may reduce inappropriate demand for 
services from clinicians, clinics and the health system. In patient–clinician inter-
actions, most patients can genuinely and respectfully: greet clinicians; enquire as 
to their well- being; listen with open- minded interest; use body language to 
show that they care about what the clinician says and does; express gratitude; 
and show loyalty, for example by returning to see the same clinician. By com-
parison, it may be more demanding, yet still feasible, for most patients to: give 
relevant information to the clinician; show concern and compassion for the 
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 clinician as a person whose vulnerability may manifest in tiredness or unwellness; 
contribute to constructive dialogue and creative, deliberative decision- making; 
and forgive the clinician for real or perceived minor errors. Even for the clinician 
whose equivocal and minor improprieties appear uncaring, the patient may be 
able to care by using the so- called ‘as if ’ approach. Giving the benefit of the 
doubt to the clinician, and thereby self- caring and protecting the relationship, 
the patient imagines and acts as if the clinician is caring.30 Evident here is the 
patient’s autonomy – the ability to make independent and purposeful choices 
about their behaviour in health care, including care- giving to the clinician.

Patient obligations

Is care- giving morally elective however, rather than morally required or able to 
be prescribed – at best a virtuous act rather than a moral obligation? If so, then 
patients might opt not to care for their clinician, perhaps because of unwellness 
or the clinician has been uncaring toward them or not conspicuously caring. 
One reason for the salience of the last concern is that, at least in large cities, 
patients increasingly interact with clinicians as moral strangers; patients encoun-
ter from a distance, ‘not a known and trusted face, but teams of professionals 
who are neither names nor faces’.31 Nevertheless, from the perspective that 
caring is a collective (public) responsibility, I believe that patients still have a 
moral responsibility to be caring toward clinicians to the extent that patients 
have this moral capability and may already demonstrate it, for example in their 
self- care. Moreover, patients may be the best people to care for clinicians at 
times when clinicians most need care. Consider, for example, an online photo of 
an Emergency room physician in tears, minutes after losing his young patient.32 
A colleague might help this physician compose himself before he attends other 
patients, but those patients would then undermine this support if they complain 
about mundane issues such as waiting an unnecessarily long time.
 I acknowledge that for patients to care for others can take energy that these 
patients may need to conserve when very unwell. Caring is not necessarily a 
finite resource but limitations of health, time and other resources prevent 
patients from giving everyone equal care. In general therefore, capable patients 
choose how to care rather than whether to care. For them to be caring is their 
natural impulse; their personhood calls on them to exercise it in everyday life. 
Even at the end of life, they may discover personal strength. Signs of social with-
drawal may be balanced by a final surge of energy – empowering the empathic 
bond of a light touch or a compassionate look. As Edvard Munch wrote, ‘I felt 
as if invisible threads led from your eyes into my eyes and tied our hearts 
together.’33 Expenditure of this energy may be constructed less as emotional 
labour than as a salutary form of flow, and for most patients death is not near, 
increasing their obligation to care and self- care.
 From care- giving to clinicians, patients too may benefit, as noted above. 
However, regardless of any instrumental gain, patients derive an obligation for 
care- giving from their character, emotion and rationality as self- legislating 
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persons,34 since ‘autonomy without responsibility is not autonomy’.35 Virtues 
such as justice may also call them to this responsibility. Consistent with recipro-
city theory,36 they cannot pass to others an obligation ‘to give back the good 
that is given to them’37 without denying their own personhood. Put simply, 
patients are morally obligated to accept and act, within the scope of their cap-
abilities, on the mutual need to provide care to others, including clinicians, and 
accept from them their caring and concern. This perspective argues against 
Talcott Parsons’ functionalist notion that the ‘sick role’ of ‘sanctioned deviance’ 
exempts patients from obligations to perform usual ‘well roles’ beyond 
cooperating with the clinician to improve their health. Yet, cooperation itself 
implies caring, unless patients’ weakness empowers them to become exempt. At 
the same time I ask less of patients than Edmund Pellegrino and David Tho-
masma imply, in stating that, ‘The patient, like the physician, has all the obliga-
tions of any human being in a moral relationship with others.’38

 For such reasons, patients in reality are not completely exempted by society 
from being caring toward others. Some patient charters, such as Scotland’s 
National Health Service Charter of Patient Rights and Responsibilities, have 
specified patient responsibilities, but these responsibilities have in the main been 
‘specified weakly in terms of how patients should not act’.39 For example, 
patients should not act in a violent or aggressive manner toward others. The few 
positive acts expected explicitly of patients include attendance for appointments 
on time or giving timely notice to the clinic if they know they will be late; 
sharing honestly all potentially relevant information with the clinic; paying bills 
on time (in the absence of a special arrangement); and treating clinic staff (and 
other patients) with due dignity and respect. The last expectation relates to 
respect for the personhood and expertise of clinicians, for example by having 
realistic expectations of them.
 Patients are generally obligated therefore to avoid choosing to behave indeli-
cately, and to try to take positive actions toward clinicians. Despite the paucity 
of explicit guidance from the health professions on the scope and importance of 
patient responsibilities for care- giving to clinicians, patients are socialized to act 
in ways that affirm moral and social values that belong to them or at least their 
communities. Consistent with Erving Goffman’s theory of ceremony, and the 
model of patient- centred health care, the minimum action typically required of 
patients is situated adherence to the ritual order of tacit rules of clinician–patient 
interactions. Adherence to these rules – including conventional greetings and 
other ‘minor courtesies, civilities and signs of deference’ – satisfies basic social 
requirements for the interactions40 to function cooperatively as a social and 
micro- political performance.41 Halley Faust42 exemplifies this perspective by 
defining kindness as a way of helping others without necessarily feeling empathy 
or compassion. Such kindness may be construed as behaviour as simple as good 
manners that, whether genuine or strategic, are ‘ethically equalizing’.43 Martin 
Seligman and colleagues44 add that lack of sincerity is unimportant because 
imagining and acting ‘as if ’ sincerity were momentarily present create a social 
space within which people can interact respectfully. However, while believing 
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that patient care- giving can help to stabilize the ethics of moral encounters45 
beyond charters and codes of conduct, I am inclined to resist attempts to make 
allowances for inauthentic behaviour.
 From my perspective, constraining patients’ care- giving obligations to the 
ceremonial order of social etiquette is much too limiting. Most people want 
others to commit to their well- being and be genuine in their expressions of care, 
and they can generally recognize sincerity when they encounter it; for example, 
people can commonly distinguish an authentic Duchenne smile from the 
appearance of a manufactured fake. In turn, clinicians – no less than patients – 
may view surface- level acting as mechanical, disingenuous and undermining of 
the ability to demonstrate benevolence in good faith. Inauthentic patient care- 
giving may also even damage the health of patients; for example, among men 
with coronary disease, so- called non- enjoyment smiles have been reported to be 
positively associated with transient myocardial ischaemia.46 And insincerity is 
often unnecessary to the extent that people can make the effort to change the 
emotions they experience. For example, I view Hans Vaihinger’s ‘as if ’ approach 
as a form of deep acting that can modify emotional experience and produce sin-
cerity.30 Jennifer Scott47 therefore further suggests that, ‘Although authentic 
compassion could be described as heartfelt in nature, it is also our professional 
duty as health care providers.’ My view is that no one can be obligated to feel 
caring emotions like gratitude that some people, in some situations, feel more 
easily than others. However, I do not think that expecting patients to be as 
caring as they can be asks too much of them. Patients, for example, ought to try 
to feel grateful when they express gratitude, or at least refrain from impoliteness. 
All I am asking is that patients, like other people, be faithful to their own values 
and beliefs even though these beliefs may be mistaken, and cultivate and exer-
cise virtues like politeness and honesty.
 I acknowledge that, in practice, ill- health and power asymmetries in clinician–
patient relationships can act against patient candour, and for a ‘sense of place’ in 
relation to others for the sake of rapport- building and conflict avoidance.48 
However, honesty and truthfulness are not tactlessness and recklessness; and for 
that reason, people may be caring by remaining silent, and indeed often must do 
so.49 Role convergence and reduced social distances also characterize clinician–
modern patient relationships. Therefore, whatever people say, they should mean. 
Dissimulation is the last resort, despite Amiens’ assertion, in Shakespeare’s As you 
Like it, that ‘most friendship is feigning’. As idealist as my position may appear, it 
is softer than that espoused by philosophers such as Immanuel Kant, for whom 
veracity is an unconditional duty derived from reason.

Conclusion

Clinicians rob patients of their personhood when they deny patients’ felt or 
expressed need and capability to recognize and care about them as persons. 
Patients should be enabled to show authentic care to clinicians as a form of 
sincere benevolence, which makes possible a mutual experience of joining and a 
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unifying sensation of wholeness. For the same reasons, it is not enough for 
patients to care about clinicians but not communicate this care to the extent 
they can. Thus, the vulnerability of patients cannot necessarily exclude them 
from this qualified, moral obligation. There will always be some patients who 
cannot care in any way about anyone or anything, owing to physical or mental 
incapacity or both. However, when patients can care in some way, and most 
already demonstrate this capability in relation to themselves and others, there is 
no good reason to excuse them – as persons – from a moral obligation to be 
caring toward their clinicians. Clinicians cannot enforce an obligation for patient 
care- giving but they can facilitate its fulfilment. They can model caring 
behaviour and positively reinforce care- giving from patients who have been 
encouraged to act on the basis of their conscience. Such changes nevertheless 
indicate a need to move beyond the model of patient- centred health care.
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6 From patient- centred to  
person- centred health care

Introduction

A 2011 editorial of the British Medical Journal advocated for making the 
twenty- first century the century of the patient.1 This change required moving 
from ‘the century of the doctor, the clinics, and medical industry’ by producing 
a critical mass of informed patients and clinicians, committed to patient care.2 
The observation that ‘most patients report that they are not involved or 
informed in decisions about their care as much as they would like to be’ under-
pinned this vision, which a special panel had articulated to mark the signing of 
the 2010 Salzburg statement in support of shared decision- making.3,4 In 2015 
the British Medical Journal put the spotlight again on patient- centred care, this 
time by commissioning articles to promote increased use of patients’ ‘energy, 
insight and expertise’ to strengthen patient care as ‘central to the mission of 
healthcare’.5

 Part I of this book, however, revealed serious limitations to the ideal of 
patient- centred health care and how this model has evolved and been imple-
mented to meet policy goals for population health care. Patienthood has 
become a vague term detaching and incompletely describing one social role in 
health care. The centricity of the patient obscures the person playing this role 
and the implicit role of the clinician in a welfare relationship of mutual 
dependence. Moving health care forward therefore necessitates making more 
than improvements within the structure of patient- centred health care. The 
clinician–patient relationship itself requires reframing. So, after considering 
whether or not health care even needs a ‘centre’, this chapter explores the lan-
guage of person(hood) and then the model of person- centred health care. It 
discusses how this latter model advances health care by constructing the clini-
cian–patient relationship in ways that go beyond limitations inherent to 
patient- centredness. Person- centred health care has yet to differentiate itself 
clearly from patient- centred health care, but I will address this problem by 
outlining a generic definition of person- centred health care before Chapter 7 
distinguishes person- centred health care in detailed, disaggregated terms from 
patient- centred health care.
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The centre of health care

I have attended academic conferences where some of the delegates have chal-
lenged the need to use centrist language, such as patient- centred health care, to 
identify a centre of health care. The notion of a centre, they have pointed out, is 
ambiguous and invites questions to which answers are not easily given. What 
is the centre? Does it delineate what is all- important or merely most important? 
Is it complete? Is it fixed? Does it not implicitly marginalize moral concerns 
outside the centre? Why not adopt alternatives to centrist terminologies?
 De- centring the concept of health care avoids the binary opposition of a 
centre versus margins or a periphery, and enables people to conceptualize mul-
tiple perspectives simultaneously. However, care that has no centre to cohere 
and stabilize it can implode. Jacques Derrida answered this concern by arguing 
that the centre must exist even though it must be denied and hidden. Non- 
centrist language can meet this need. For example, the concepts of ‘goal- 
oriented patient care’,6 ‘patient- focused care’7 and ‘patient powered healthcare’,8 
‘keep patients at the implicit centre of health care; these concepts displace every-
thing else, including clinicians, non- patients and evidence. Person- focused 
care’9,10 further overcomes any privileging of patients and de- emphasizes social 
roles in health care. Yet none of these alternatives satisfies arguments for health 
care having a named centre.
 The presence of such a centre provides a powerful reminder that health care, 
both metaphorically and literally, has a natural heart – a human, dynamic, 
balanced core. The ordered, muscular force of this heart keeps health care alive 
and vital. Making health care strong and creative, it takes health care beyond 
reason and evidence to what can be felt and experienced as a living, caring 
whole. The heart, as Blaise Pascal explained, ‘has its reasons that reason knows 
nothing of ’. It is the soul of life. Its spiritual energy extends beyond the patient 
to empower clinicians to assure patients (especially when their life is threatened) 
that they are not alone; that, as E.E. Cummings wrote, ‘i carry your heart with 
me(i carry it in my heart)i am never without it.’ For such reasons, recognizing 
the heart of health care appears essential. As the poet, William Butler Yeats 
warned in his poem, The Second Coming, ‘without a heart the centre cannot 
hold; mere anarchy is loosed upon the world’.
 If the heart is taken as a symbol of coherence, the ‘patient’ is an incomplete 
part of the heart – a partial, perceptual role frame, fragmented from other inter-
dependent functions central to participation in health care. Moreover, while the 
patient role can overwhelm expression of the authentic person dwelling beneath 
it, so too is erosion of role differentiation obscuring the patient role. Equality 
has come to mean increasing ‘sameness’ rather than ‘oneness’, yet still the 
concept of patienthood cannot lose its shadow of role dependency. Drawing on 
William Rimmer’s painting, Flight and Pursuit – and mindful of its inscription, 
‘Oh for the Horns of the Altar’ – I see the patient as forced under chase to 
follow its shadow in vain search of a sanctuary. In summary, the patient is not a 
sufficient embodiment of the centre, even if it is necessarily part of the centre.
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 Alternative terms to describe patients include ‘consumer’, ‘client’, ‘customer’, 
‘service user’ and ‘enrolee’. However, besides still excluding non- patients, these 
terms can be more depersonalizing and objectionable to the people they are 
applied to than is the word, ‘patient’.11 The terms tend to commodify health 
care, especially when used in conjunction with other terms like ‘insured lives, 
items on a balance sheet, or centers of profit of life . . . [And likewise, clinicians 
are] not providers, case managers, fund holders, contractors, or mere job 
holders’.12 Meanwhile, terms such as ‘family- and caregiver- centred care’ expand 
the notion of patient- centredness but are just as ambiguous. So I prefer not to 
redefine or completely replace the ‘patient’.
 Instead, I prefer to restrict using the word, patient, to describe a particular 
social role and part of social identity, without this role explicating the centre of 
health care. There is a centre, however, that includes actual and potential service 
users as well as service providers. Shared by patients and clinicians, the humaniz-
ing term, ‘person’ describes this expanded centre. It coheres the roles of dif-
ferent persons as well as the many roles each person plays. It also accommodates 
change in roles like patient and clinician without implicitly losing their constitu-
tive value. Thus, personhood extends beyond the role of the patient to charac-
terize the central dynamic substance of health care – with patients becoming a 
focus rather than the focus of this care. Only through coming to know clinicians 
and patients – first and foremost, as persons – can care of, and by, them respect 
their full moral significance by accounting for all dimensions of their person-
hood and relational interdependence.

Personhood

The meaning of the concept of person is itself vague, prompting ethicists such 
as Tom Beauchamp and James Childress13 in their canonical text on bioethics to 
‘avoid it . . . insofar as possible’. Yet, even though the concept is contested, it is 
no less unclear – and is more openly inclusive – than the concept of patient. As 
philosopher, Michael Loughlin14 points out, ‘in reply to the question: Should 
medicine care for persons or not? Few would answer in the negative’. People 
invoke the ‘everyday meaning’ of person in ordinary language, which equates to 
the concept of a human being. Including all patients and clinicians among 
others, this routine practice makes person- centred health care widely accessible 
as a rhetorical device of common sense. However, the habit also begs the ques-
tion of the justification for equating the person and human being. To add 
content to this discussion of person- centredness in health care, I want to identify 
two conceptualizations of personhood.

1 Existential personhood

The first of these conceptualizations denotes personhood as an existential con-
struct. Sometimes named ontological personalism, this construct signifies a state 
of being that, by its nature, has moral status. An individual, here, is a person not 
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because of what the person as an individual can do or does. Rather, the attribute 
of personhood is evident as a quality of ‘category membership’. Personhood 
derives from membership of a group whose biological or material attributes, 
including species- level capabilities, give the group – and all of its members – 
absolute dignity as valued ends in themselves and mandate their treatment with 
respect. From this perspective, every human being – as a member of the human 
species, homo sapiens – is a person. Being human, as a biological category, suf-
fices as a condition for the individual to have the quality of personhood as a 
moral category. However, being human is probably not a necessary condition of 
personhood since one can imagine non- human beings or hybrid entities having 
properties that count toward personhood.
 Personhood therefore is not an accessory to human existence. All humans 
exist as persons from the start of their life – and the roots of this anthropological 
conception of personhood are humanism. Being human is an embodied, bio-
logic state with essential features amenable to empirical discovery. From a spir-
itual and religious perspective, existential human personhood may also unify the 
human body with a unique essence or soul that transcends physicality and makes 
this life sacred within the realm of the natural order. Critics note that life after 
death, except symbolically, cannot be empirically tested, and that when human 
life begins as well as ends is contentious. However, human life as a basis for per-
sonhood can be objectively defined in terms of the integrated function of the 
human being as an organism – as a form of life acting in a coordinated manner 
to maintain the health of the body as a whole. Medical embryology indicates 
that human life begins at fertilization, from which time the developing embryo 
is a living organism. Science further indicates that physical life ends with brain 
death. Coordinated bodily function ends then, even if cellular life continues for 
a time. Moreover, beyond the contested meaning of human life, international 
law recognizes all humans as persons.
 From their birth in the human community, persons own – and are owed by 
this community – basic, inviolable and inalienable moral rights. For example, 
Article 6 of the United Nations General Assembly’s Universal Declaration of 
Human Rights states that, ‘Everyone has the right to recognition everywhere as 
a person before the law.’15 Subsequent agreements, including the International 
Covenant on Economic, Social and Cultural Rights, reinforce this statement.16 
Although merely conventional, this universal declaration and its covenants on 
human rights, such as health (care), produce a normative impetus for imple-
mentation by signatory states.

2 Relational personhood

Personhood can also be conceived of as an emergent state characterizing the 
moral subjecthood and dignity of individual persons in relation to other persons. 
This state denotes how these persons obtain, grow or lose their own moral stand-
ing as social beings from realizing, or not, their capabilities to make and act on 
moral judgements within their communities. Such capabilities are constructed 
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biologically, socially and historically from properties that describe persons as inde-
pendent and interdependent beings who exhibit freedom and own opportunities 
for intersubjectivity and autonomy. The quality of their personal autonomy 
includes agency and authenticity; and so, personhood cannot be a set of tricks like 
that performed by Red Peter, an ape that decides to become human to escape his 
caged existence in Franz Kafka’s short story, A Report to an Academy. Society 
defines the value of relational personhood and the rights that personhood confers.
 As applied to human beings, this view of personhood draws on a long tradi-
tion. Since at least the sixth century of the Common Era, when Boethius 
defined a person as a subsistent individual possessing a rational nature, person-
hood (or full personhood) has been suggested to depend on the presence of 
range properties or capabilities. Over time, such properties have been mooted to 
include consciousness; self- awareness, incorporating the ability to feel pain; rea-
soning; self- concept and self- directedness; and moral attributes. A recent 
example of a definition of personhood from this perspective comes from Eric 
Cassell,17 for whom a person is an ‘embodied, purposeful, thinking, feeling, 
emotional, reflective, relational, human individual always in action, responsive 
to meaning and whose life in all spheres points both outward and inward’.
 The criterial properties that define the capability to act relationally are uni-
formly arbitrary and difficult to validate and apply. Often they can only be 
inferred from intuitions and reflections on experience. Thus, some individuals, 
who at least sometimes cannot satisfy certain criteria, may be(come) seen as 
persons of a lesser kind than others, or as not persons, and not entitled to some 
recognized rights. A conspicuous example is how the murderer–physician, 
Harold Shipman, through his immoral choices, lost moral standing and some 
basic human freedoms. Society reconstructed his personhood for the sake of 
social justice. Sometimes the recalibration of personhood is based on ascribed 
(rather than acquired) characteristics that may be strongly contested. For 
example, if personhood depends on conscious experience that begins from 20 
weeks gestation, then induced abortions do not violate the rights of persons. 
Anathema to up to 1.2 billion Catholics and 1 billion Hindus, among others 
around the world, this perspective has further implications for other ethical 
dilemmas such as the destruction of human embryonic stem cells for research 
purposes and therapy, and demands on health services.

3 Synthesis

Nevertheless there is scope to maximize insights from the perspectives of exis-
tential personhood and the relational perspective by viewing these dual perspec-
tives not as competing but rather as answers to complementary questions. 
Existential personhood answers the question, ‘What is a person?’ with, ‘(At 
least) every human being.’ This minimum standard of ontological personhood 
assumes that human beings have special significance on the generic basis of their 
distinctive nature. From this perspective, person- centred health care emphasizes 
that all human beings are persons. In agentic terms therefore, the centre is all 
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encompassing. Debate about ‘What is human?’ and ‘What is machine?’ is likely, 
however, to become important as advances in biotechnology make human 
bodies increasingly dispensable and able to be manipulated and enhanced to 
reflect personal desires; that is, persons may ultimately become their minds. I 
also acknowledge that person- centredness privileges personhood above 
attributes such as behaviour, evidence and disease.
 The question, ‘Who is the person?’ reconciles the existential and relational 
perspectives. Having recognized that every living human being is innately a 
person with inherent dignity and value, this question invites differentiation 
among individual persons. These persons can be distinguished on the basis of 
objective and subjective variation in their potential and realized capabilities as 
social beings, and their morally appropriate treatment. The question, ‘Who is 
the person?’ does not challenge their categorical equal moral status as human 
persons, and hence it protects some fundamental rights associated with person-
hood. However, beyond that minimum protection, it recognizes that person-
hood can weaken or strengthen relational bonds. The question allows for 
considering empirical, graded differences between persons, which can inform 
qualitative social judgements of changes in the nature and standing of their 
moral status contextually and developmentally.
 Thus, whereas ‘what’ a person has is a shared, existential identity, ‘who’ the 
person is reflects how this identity continues to change and manifest itself dif-
ferently over time and across persons in accordance with their character and 
capabilities. These changes shape the needs, interests and freedom of oppor-
tunity of persons to: be involved in the world; choose to do or be things they 
have reason to value; respond to demands they and other persons make; and 
flourish as persons by actualizing generic as well as individualized and diverse 
potentialities. This dual construction of personhood opposes actions that 
threaten human life and welfare, such as termination of pregnancy, while rec-
ognizing – from the earliest stages of human development – the need of 
persons to live good lives. Giving symbolic representation to this perspective is 
El Lissitzky’s image, The Constructor. The photographer’s face in the image 
has emerged from the shadows to see, hand- create and realize his capability 
for full personhood at the centre of a circle of care that doubles as a halo. The 
concentricity of this symbol of care reminds the viewer that care has no clear 
beginning or end.

Personalized medicine

While the meaning of personhood remains unresolved, interest has grown in 
developing a health care of the person. Personal care has long characterized 
clinical disciplines such as family medicine, whose practitioners seek to draw on 
personal knowledge of each patient, accumulated over time. They use this 
knowledge to inform assessments of personalized disease risks and care prefer-
ences, for example to guide screening decisions around conditions such as pros-
tate cancer and put flesh on the bones of pre- test and post- test probabilities of 
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serious disease. However, ‘personalized medicine’ goes further in focusing bio-
logically on the person.
 Personalized medicine reduces the person to an individual by individualizing 
prevention and treatment programmes. Advances in molecular medicine, 
genomics and bioinformatics have precipitated this development, which rede-
fines the scientific evidence for medical care, implicitly to tailor this care with 
increasing precision to each patient. Policy initiatives such as the Precision Med-
icine Institute in the United States are now growing the prospect – and for 
some patients the reality – of medicine taking increased account of individual 
variability in clinically managing cancers and ultimately a wide range of health 
conditions. Still uncertain, however, is how much of the risk variance in 
common human diseases can be accounted for, and predicted by, the human 
genome and be managed through gene- based drugs and other direct interven-
tions. The emerging science of epigenetics is adding promise to personalized 
medicine. However, by definition, personalized medicine, as individualized 
medicine, is silent on the need to manage social determinants of population 
health and health inequalities, and reduces the focus on personalizing care in a 
holistic, relational and caring sense.
 An unmet need persists for medicine and health care more generally to redis-
cover patients as persons, for example through ‘personomics’18 or at least the 
integration of biomedical, biopsychosocial and spiritual care. Writing in the New 
England Journal of Medicine over 50 years ago, Herman Blumgart19 warned of 
the risk of molecular biology curdling the milk of human kindness. His warning 
continues to resonate today and must be heeded because, as important as it may 
become, personalized medicine fails to correct for over-reliance on scientific 
evidence for health care decision- making, and the risk of dehumanization objec-
tifying patients and subordinating clinicians’ moral interests. Personalized medi-
cine therefore requires an interdisciplinary and translational ‘framework for 
science, care and management’.20 The Evidence- Based Medicine Renaissance 
Group has similarly asked for evidence- based medicine to ‘individualize evid-
ence and share decisions through meaningful conversations in the context of a 
humanistic and professional clinician–patient relationship’.21 Other leaders of 
evidence- based medicine answer that their model ‘is fully consistent with 
humanistic medicine’.22 Yet, beyond disagreement on the ability of evidence- 
based medicine to integrate science and humanism is the challenge that person-
alized medicine poses to using epidemiologically assessed interventions, and 
hierarchies of evidence that privilege population data despite difficulties in gen-
eralizing from them to individuals.

Humanism

It is gratifying at least to see the importance of humanistic medicine acknow-
ledged. All human beings are persons. Their health care is best grounded in the 
human realm and more specifically in the generic origins of humanism – although 
not necessarily in an anthropocentrist humanism, since I have suggested that 
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being human is merely a sufficient condition of personhood. Before reconnecting 
humanism to personhood in health care, I want to consider humanism itself. 
Humanism is a philosophical attitude or outlook, as well as a practice, ethically 
committed to human experience, critical thought and liberating people to find 
worth in their human lives. This commitment is based on moral respect for the 
inviolable dignity of human beings. Their value has been variously related over 
time to their human nature, to a divine presence in whose image humans are said 
to be created, to human reason and to social acceptability. The meaning of 
humanism today has a long history.
 Traceable to ancient civilizations across the world, humanism becomes espe-
cially evident in the cosmo- centric framework of Cicero. During the High 
Middle Ages, humanism began to be expressed in religious terms, for example 
by Abu Hamid al- Ghazālī, Moses Maimonides and Thomas Aquinas. However, 
humanism proper emerged as a major theme during the European Renaissance, 
fathered by Francesco Petraca. Rediscovering classical texts, Renaissance human-
ism espoused the freedom of all human beings to infuse their lives actively and 
responsibly with humanitas – the ideal development of a balance of action and 
contemplation to achieve meaning, value, virtue and fulfilment. From about 
1650 to 1800 the Enlightenment revived humanism, including a secular orien-
tation to the natural world in the here and now, as a reaction to what was per-
ceived as religious dogmatism. During this period the concept of relational 
personhood took hold through the accounts of philosophers like John Locke 
and Immanuel Kant. Concepts of reason, personal autonomy and moral equality 
established firm foundations as bases of human existence, personhood and flour-
ishing within human communities and the non- human world. Yet it was in the 
mid- nineteenth and twentieth centuries that people began to identify as human-
ists of various types across a wide range of religious and secular contexts in and 
beyond Western sociologies. Resulting humanisms have included pragmatic 
humanism; existential humanism; and personalism, including a theistic human-
ism, which views persons in the relational context of a divine dynamic, and a 
civic and political humanism that underpins human rights law. In health care, 
humanistic models have been developed to emphasize the whole human experi-
ence in the clinician–patient relationship.

Humanistic models

Characteristic of humanistic models is their commitment to human caring. The 
concepts of care and caring are different but ambiguous and contested, as indi-
cated in previous chapters. I view caring as a moral value and an ethical practice 
defining a connectedness with, and respectful and concerned attention to, con-
crete needs of others and oneself. As a value, caring is morally important in 
motivating from emotion – as well as reason – relational attendance to the needs 
of someone. As such, caring is both a personal disposition and a social relation 
that builds trust and responsiveness between persons, while carrying standards 
by which to evaluate its ability to meet needs. An ethics of caring relations 
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accounts for caring experiences of the recipient of care and its provider. Health 
care has modelled mutuality in the caring that can take place in patient–clinician 
relationships.
 Edmund Pellegrino and David Thomasma moved toward this position 
almost 30 years ago. They wrote a book that described their model of 
beneficence- in-trust, which mediates between paternalism and autonomy 
through the clinician and patient holding in trust, ‘the goal of acting in the best 
interests of one another in the relationship’.23 The title of the book, however, 
exposes that this goal is ultimately for ‘The patient’s good.’ The same goal was 
implicit in the emerging concept of shared decision- making,25 and in the Pew–
Fetzer Taskforce24 explicating the centrality of interpersonal relationships as a 
professional practice in health care and health professions education. However, 
in 2006, Mary Catherine Beach and Thomas Inui26 reconstructed relationship- 
centred care27 to increase attention to persons’ reciprocal and morally valuable 
relationships, in which affect and emotion are key components. One argument 
for prioritizing the person over relationships, as Christian Smith28 explains, is 
that persons are the more basic unit in ontological reality. Constitutionally they 
are social beings that by nature drive and depend on social relationships to live 
and develop; to be a person is to live relationally with others, which avoids the 
potential opposition between the individual and socio- relational self.
 Glyn Elwyn and I29 conceptualized health care as a ‘window mirror’ in the 
year that Beach and Inui published their paper on relationship- centred care. 
Similar to their model, our prototype of person- centred health care illuminates 
an ideal relational vision of symmetrical balance between the clinician and 
patient. In their interactions, these two parties can each see one another and 
themselves in the window mirror, a window through which they are able to view 
the other person opposite them but also their reflected self at the same time. 
This experience is like being by a window in a room in which the light on each 
side of the window is equally intense. Under this condition of equal lumines-
cence, the pane of glass acts as a window and a mirror. Rendering sight as a 
visual metaphor for care, the model thus describes conditions under which each 
person can see – and care for – themselves and the other. Respecting the moral 
principle of equal consideration of equal moral interests, such as dignity and 
respect, this model effectively removes the need to choose between putting first 
the welfare of either the patient or the clinician in health care. Both the patient 
and clinician come first as persons. Hence, rather than weaken the light on the 
patient, the model widens the area of illumination to reveal the patient and cli-
nician as moral equals. While relationship- centred care has developed through 
clinical education and population health management,30 the metaphor of care as 
a window mirror has found support in disciplines such as palliative care.31 Yet, 
neither of the two models has gained as much traction as its authors might have 
hoped.
 Other, near synonyms of person- centred health care include health care that 
is client- centred, family- centred and woman- centred, respectively. Related 
models of health care that take account of the humanness of people include 
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values- based health care;32 narrative health care;33 health care committed to cul-
tural competence;34 a casuistic approach to health care decision- making in which 
particulars of the case at hand guide the relative weights that clinicians assign to 
potential warrants for action;45 and a phenomenological model that emphasizes 
everyday human experience as a practical source of the lived understanding that 
is needed to create personal value and meaning. Scientific understanding that 
evidence informs can expand this understanding in health care.35 Similarly, 
whole person health care36 focuses on humanistic care of the person as an integ-
rated, embodied whole being who experiences their own life world. Another 
influential model is systems health care. It uses systems theory and informatics 
tools to integrate lay experts with health care professionals to answer clinically 
relevant questions, for example about the genome and whole human organism. 
To improve health outcomes, it responds to complexity and biological variabil-
ity at the individual and population levels.37 Critics of this model nevertheless 
question its current ability ‘to conceptualize living wholes, and . . . account for 
meaning, value and symbolic interaction’.38 Whole person health care, by con-
trast, is committed to Hippocratic curing and Asklepian healing by at least one 
whole person in relation to another whole person.39

Person- centred health care

The most promising approach, given the scale and recent momentum of interest 
from health professionals, is person- centred health care – a model that resembles 
relationship- centred health care and health care as a window mirror. For a 
decade the World Health Organization has been championing a version of 
person- centred health care that it calls ‘people- centred’ health care, as a policy 
framework for reforming health care and health systems. Policies have been up- 
scaling people- centred care in low- income and middle- income countries.40,41 
Many high- income health systems have been similarly putting people or the 
person at the centre of health care; for example, England’s National Health 
Service explicitly envisioned a ‘people- centred health system’ in its 2010–2015 
five- year plan.42 In turn, a person- centred ethos for health care describes the 
activities of professional groups such as the European Society for Person- 
Centred Health Care. Meanwhile the International College for Person- Centered 
Medicine enjoys links with professional and patient organizations like the World 
Medical Association, World Psychiatry Association, World Congress of Family 
Doctors and International Alliance of Patients’ Organizations.
 As noted above, most health professionals can be expected to find the term, 
‘person- centred health care’ unobjectionable without giving much thought to its 
different, abstract meanings or those of the term, ‘person’. These professionals, 
among others, are likely to apply everyday rather than theoretical understandings 
of person- centred health care, but they may also hold a particular view of person- 
centred health care or at least of what person- centred health care is not. They may 
sense that person- centred health care opposes the reductionism and scientism that 
critics of evidence- based medicine, in particular, have perceived to threaten clinical 
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practice in the modern health care environment. By default, person- centred health 
care implies holism and practical wisdom in clinical thinking and practice. Appar-
ent in this context is a tendency to conflate the terms ‘person’ and ‘patient’. Other 
commentators distinguish between these concepts but emphasize the patient as a 
person, for example through personalized care planning for patients with long- 
term health conditions. I want to consider both of these fundamentally patient- 
centric approaches, beginning with the first one.
 The National Health Service exemplifies the tendency to treat the person and 
the patient as semantically identical. Despite committing itself to moving toward 
a ‘more people-centred’ health system, it has implied through its commitment 
to ‘putting patients first’ that people are synonymous with patients.43 In the 
United States, the Patient- Centered Outcomes Research Institute has likewise 
claimed to focus on people rather than patients, yet has suggested that ‘deci-
sions are made by patients (“people”), not by the physician’.44 Similarly, the 
National Quality Forum recently acknowledged that, in its final report on meas-
uring person- centred care, the terms ‘individuals, persons and patients are used 
interchangeably’.45 Such imprecise use of language is common and widely toler-
ated for other concepts in health care. An example is how the Choosing Wisely 
initiative continues in a growing number of health systems to focus on avoiding 
‘unnecessary’ care when it really means ‘inappropriate’ care, since unnecessary 
care can still be appropriate and not constitute overuse.
 The second body of work focuses on the patient as a person despite acknow-
ledging the patient and clinician as persons. It defines person- centred medicine 
inclusively, often generically defining person- centred medicine as:

a medicine of the person (of the totality of the person’s health, including 
its ill and positive aspects), for the person (promoting the fulfilment of 
the person’s life project), by the person (with clinicians extending them-
selves as full human beings, well grounded in science and with high 
ethical aspirations) and with the person (working respectfully, in collabo-
ration and in an empowering manner through a partnership of patient, 
family and clinicians).46

This definition distinguishes the person from social roles in health care such as 
patient and clinician. It highlights how these different roles share the unifying 
attribute of the personhood of the diverse participants giving and receiving 
health care. Person- centred health care respects this diversity by recognizing 
‘the autonomy, responsibility and dignity of every person involved’.47 Earlier in 
this chapter I suggested that all human beings are persons who vary in their cap-
abilities and expression of those capabilities. It is a short step then to view 
person- centred health care as ‘care that [for at least good human lives] recog-
nizes and cultivates the capabilities associated with the concept of persons’.48 In 
recognizing the freedom of persons to develop their capabilities in different 
ways, this perspective of person- centred health care makes space to recognize 
clinicians as persons too, and not view the ‘epicentre’ of health care as ‘the 
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person of the patient’. However, with a small number of exceptions,49 authors 
embracing this theoretical perspective continue to focus in practice on the 
person of the patient and attend parenthetically to the person of the clinician, 
without explaining this disjuncture. By their own standards, they reduce person- 
centred health care to patient- centred health care.
 Since patient- centred health care already recognizes the care of the patient as 
a whole person, the latter feature effectively locates person- centred health care 
within patient- centred health care.50,51 The Gothenburg Centre for Person- 
Centred Care exemplifies this perspective. Work by this interdisciplinary research 
centre emphasizes the patient as an equal partner whose narratives contribute to 
a personal care plan that is developed with health care professionals, docu-
mented in the patient’s record and integrated in the care process.52 This model 
therefore re- dresses patient- centred health care in new linguistic clothes. It 
brings the personhood of the patient to the fore without distinguishing how, 
compared with patient- centred health care, person- centred health care signifies 
what the World Health Organization recognizes as a ‘paradigm shift’ or ‘major 
shift in thinking’.53 In reducing the person to the person of the patient, this 
practice further disregards the warning of the World Health Organization 
against confusing people-centred care with patient- centred care that ‘comprises 
an important part, but not the totality, of a people- centred approach’.54 Yet the 
World Health Organization itself stops short of explaining what makes the shift 
‘major’. Andrew Miles55 has suggested that person- centred health care fixes the 
problem that patient- centred health care is fundamentally a ‘patient- directed, 
consumerist form of care’.
 Is this correct? Certainly, with the development of patient- centred health 
care, ‘recent discourse on respect for autonomy is more explicit about promot-
ing, supporting and being responsive to patients’ autonomous choices’.56 
Patients are more involved than ever in sharing and making health care deci-
sions, especially for highly value- laden and preference- sensitive interventions 
under conditions of genuine uncertainty over benefits versus harms. Also, Rule 
3 of the Institute of Medicine’s report, ‘Crossing the Quality Chasm’,57 identi-
fies ‘the patient as the source of control.’ And some commentators have advoc-
ated for the strongest form of patient autonomy in health care,58–60 including 
informative61 and patient choice models in which ‘the patient makes the final 
choice among existing alternatives’.62 However, besides uncertainty over who 
decides when there is equipoise,63 authoritative proponents of patient- centred 
health care have consistently stated that patients ‘are known as persons . . . and 
their wishes are honored (but not mindlessly enacted)’.64

 In this context, autonomous patients can accept or not the treatments offered 
to them by a clinician but typically, at most, patients can suggest rather than 
determine those treatments. Moreover, patient- centred health care, despite 
varied usage of this term, tends not to isolate the patient in making such deci-
sions. It emphasizes the relational autonomy of patients, whose decisions are 
shared within, and because of, their care relationships with others, including cli-
nicians. Patient autonomy is realized therefore in social circumstances in which 
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that principle does not override other moral considerations; for example, 
patient- centred health care still speaks to the beneficent ‘clinician-as-person’ 
beneath the mellifluous tones of patient autonomy. For these reasons, propo-
nents of person- centred health care need to be careful not to misrepresent 
patient- centred health care or equate person- centred health care with patient- 
centred health care. For the reasons presented in Chapter 7, patient- centred 
health care – even when it focuses on the ‘patient- as-person’ – differs from 
person- centred health care; and the construct of patient- as-person is insufficient 
to distinguish health care as person- centred.
 This perspective resists the continuing focus of person- centred health care on 
the personhood of the patient, a focus that draws historical support from the 
Swiss physician, Paul Tournier65 and other physician pioneers such as Francis 
Peabody.66 Their focus on the patient as a person better describes them as pro-
genitors of patient- centred health care than person- centred health care. The 
same holds true for the person- centred therapy of humanistic psychologist, Carl 
Rogers.67 Closer than these models to emphasizing the personhood of the clini-
cian and patient are: writings by the Balints, who initially described patient- 
centred medicine as ‘whole person medicine’ before deciding that it ‘is rather a 
mouthful and much too ambitious’;68 the model of relationship- centred care;23 
work by Tom Kitwood,69 in particular on person- centred approaches to caring 
for people living with dementia, and palliative care; and person- centred nursing 
frameworks for older people.70–72

 The International College of Person- Centered Medicine has identified key 
principles of person- centred medicine,47 but they are broad and vague. Despite 
the above working definition of person- centred health care, this model remains 
poorly understood. Thus, it seems premature at this time to implement and test 
models of person- centred health care, contrary to the belief that implementation 
should proceed ‘now that earlier exercises in conceptualization have been under-
taken and advanced’.47 Without an improved understanding of person- centred 
health care, it makes little sense to develop operational methodologies and 
implement and evaluate programmes for this model. These tasks cannot prop-
erly take place until it is clear what person- centred health care signifies and how 
it differs from and improves on patient- centred health care.
 Effectively established in 2009, the International College of Person- Centered 
Medicine has been less concerned with elucidating areas of similarity and differ-
ence between these models than with expressing a need ‘to transform medical 
practice from the current disease- based, management- directed, reductionist 
approach’. Barbara Starfield73 suggested that, as described in the literature, 
patient- centred health care has focused on visit- based care for disease manage-
ment whereas person- centred health care emphasizes the accumulation over 
time of relational knowledge to manage patients’ problems. However, this argu-
ment appears to justify a need less for person- centredness than for returning to 
founding principles of patient- centred health care, such as longitudinality of 
care. Rachel Davis and I have suggested that the moral equality of persons is a 
value distinguishing person- centred health care from patient- centred health 



110  Moving forward

care’s basic principle of primacy of patient welfare. Person- centred health care 
meets a need, unmet by patient- centred health care, to explicate how equal 
moral interests of patients and clinicians, as persons, interconnect to balance and 
maximize their joint welfare. Yet, a comprehensive framework is still needed for 
conceptualizing person- centred health care.
 As Leonardo da Vinci pointed out over a half a millennium ago, ‘he who 
loves practice without theory is like the sailor who boards ship without a rudder 
and compass and never knows where he may cast’. And as the philosopher, 
George Santayana reminded the world, in discussing how knowledge is 
acquired, there is a risk of mistakes from history repeating themselves if their 
lessons are not learnt. The multiple reconstitutions of evidence- based medicine74 
exemplify the dangers of waiting nearly two decades to publish a clear explica-
tion of this model’s epistemic assumptions.75 And so, to close this chapter, I 
want to provide a short, generic definition of person- centred health care as a 
value- strong ethic of virtue. The next chapter will disaggregate this definition 
into values of person- centred health care that support the cultivation and exer-
cise of virtue by clinicians and patients. It will compare these values with those 
of patient- centred health care as a duty- based ethic that: puts patient welfare first 
and respects patient autonomy and social justice; does not obligate praiseworthy 
motives of clinicians; and is generally quiet on patient responsibilities and clini-
cian welfare.

Generic model

Person- centred health care puts persons first. Contemporary moral and political 
philosophy generally acknowledges that all persons are moral equals in some 
sense. From this premise of basic equality, patients and clinicians count equally 
as human persons sui generis who share fundamentally equal moral interests 
even within their inherently unequal relationship. The equality of these inter-
ests, such as to treatment with respect, warrants their equal consideration. No 
weakening of patient welfare is implied. To the contrary, adding the person of 
the clinician to the centre of health care illuminates and dignifies the welfare of 
the person of the patient as well as of the clinician, whose welfare is integrally 
connected to the welfare of the patient. No scarcity of welfare is role- distributed 
on a hierarchical basis like need. Each person can be(come) their best self – and 
hence everyone ‘wins’ when clinicians and patients realize their capability to care 
for each other and themselves in mutually beneficial ways responsive to each 
party’s equal and interdependent moral interests.
 Such caring depends less on a set of abstract moral principles for patient 
welfare than on the prior development and exercise of good character by clini-
cians and patients. Good, stable character, or virtue, is needed because it can be 
trusted to produce consistently and situationally good cooperative behaviour 
faithful to the sense that persons have of who they are and want to strive to 
become. Grounded in deeply held values, good character disposes persons to 
put their moral values relationally into practice. The next chapter, as noted 
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above, will discuss these values. They commit clinicians and patients to trust 
each other joyfully to reciprocate care, according to their equal moral interests 
within the limits of their capabilities. The goal here is to try to construct 
balanced win- win decisions that, without requiring compromise on either side, 
fully satisfy each party and enable the patient and clinician to flourish. As such, 
person- centred health synthesizes the sciences and humanities to nourish cap-
abilities of patients and clinicians to thrive in their interdependency and lead 
good lives. Readers may wonder what this model does to altruism, as the 
‘essence of professionalism’.76

 Some disciplines – most notably, evolutionary biology and economics – have 
challenged the notion of altruism. However, altruism can be understood in dif-
ferent ways. Person- centred health care, as I have constructed it, can accom-
modate altruism that is defined as ‘taking the interests of the other as one’s 
own’.77 This definition keeps intact the self and other. In contrast, I have long 
struggled with definitions that dissolve the self through describing altruism as 
selfless giving whose purpose is to promote the interests only of the other. In 
common with Aristotle I prefer to retain but integrate the distinction between 
self and other and recognize how even self- sacrifice can be responsive to self- 
interest and felt duty. For example, the health care workers who manage highly 
infectious outbreaks, such as Ebola, act with safe courage to do what their con-
science tells them must be done. Otherwise they deny their internal morality 
and put themselves and others at risk of harm. Altruism here retains ‘fidelity to 
the self ’, in the words of the philosopher, Michel Terestchenko.78

Conclusion

In response to serious limitations of patient- centred health care, this chapter 
has introduced concepts relating to personhood and the model of person- 
centred health care. I have indicated my preference for using the concept of 
existential personhood to identify all human beings as persons. At the same 
time, insights from relational personhood indicate the social standing, needs 
and opportunities of persons to nurture or squander their capabilities for full 
personhood. Person- centred health care transitions between these com-
plementary concepts of personhood by building capabilities for flourishing and 
leading a good life. For person- centred health care to continue to develop, 
however, writers and practitioners will need explicitly to define – and as far as 
possible reach agreement on – what they mean by personhood and how, in 
health care, this meaning and its implications differ from, and can be preferred 
to, the nomenclature of patienthood. Distinguishing person- centred health 
care from personalized medicine, I have sketched how person- centred health 
care has come to be understood in the context of its historical evolution and 
current usage. But I have also progressed the task of distinguishing it from 
patient- centred health care by suggesting an inclusive generic definition of 
person- centred health care. Chapter 7 details how modest foundational values 
of person- centred health care can sustain a virtue ethic that differs from, and 
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advances, values of patient- centred health. At least implicitly, these values 
nourish the personal care needs that Part I revealed from clinician to patient, 
clinician to self, patient to self, and patient to clinician.
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7 Person- centred health care
Values and virtues

Introduction

Person- centred health care is a values- based ethic of virtue that emphasizes 
developing the good character of the clinician and patient as persons first in order 
to realize their interdependent capabilities to flourish. This chapter discusses 
how the clinician and patient can cultivate and exercise good character and 
virtues from identifying with fundamental values of person- centred health care. 
To this end, the chapter distinguishes these values individually from correspond-
ing values of patient- centred health care and compares the values where they 
differ. The rationale for this analysis is to describe and understand each of the 
two model’s value structure, and how it is organized and functions, in order to 
facilitate differentiation between them. Complementing the generic definitions 
suggested for each model in previous chapters, this disaggregated approach 
anatomizes patient- centred health care and person- centred health care. Just as 
deconstructed food dishes have separately arranged components, these models 
are shown to be overlapping but distinctive entities whose multiple discrete 
dimensions fit together. Although these individual dimensions provide only a 
partial view, jointly they compose a comprehensive portrait of health care that is 
more vivid and detailed than generic descriptions can create.

From values to virtues

All health care is laden with values, which describe what people freely and 
fundamentally care about. More specifically, values are defined here as preferred 
endpoints of questions asking people to justify what they care about – to explain 
what makes them confident in their caring.1 As Miles Little has explained, there 
is a ‘need to ask more questions, to repeat the “Why?” until there is no further 
answer, because we have reached the level beyond which we cannot reason. 
That level is the level of our values’.2 It follows that reasoned values yield beliefs 
about how things are. People, regardless of what they want, may value giving 
service, for example, because that is how their society functions. Their values 
may be assumed or spelt out in such general terms that no one questions them. 
Making values explicit can help people to understand why they hold particular 
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preferences, but values are not preferences and are morally neutral beyond their 
social recognition as ‘irreducible goods that humans universally accept as com-
ponents of an acceptable life’.3 Values in these terms are descriptive rather than 
prescriptive. They signify beliefs that may be moral. Virtues are the values 
selected and refined as necessary for moral living, for example on the basis of 
religious beliefs or social consensus.
 Virtues are needed because, contrary to scholars like Kenneth Fulford,4 
values cannot suffice as analytical constructs whose balancing can help to make 
directly action- guiding moral judgements from facts. Virtues of moral agents 
add the guidance required to understand and evaluate the relative moral stand-
ing of different values in particular situations, and then make and enact moral 
decisions that bridge the gap between these values and real life. Contemporary 
physician groups illustrate this unmet need for virtue. The American College of 
Physicians5 has identified and responded to threatened core values, such as pro-
fessionalism and respect, by (re)stating moral principles and commitments for 
professional behaviour. Yet this leap from values to principles discounts how 
physicians interpret the meaning of values and move from this meaning to 
realize moral norms.
 For example, the principle of primacy of patient welfare contradicts and 
trumps the value that the American College of Physicians has attached to respect 
for ‘every human being’.5 This disjuncture may be avoided or at least given 
increased transparency by constructing a virtue such as justice from its root value 
of equal respect. Note how the virtue of justice adds moral information. It elu-
cidates how well or not the moral principle of primacy of patient welfare fits the 
value of equal respect. Here the fit feels strained because privileging patients is a 
form of positive discrimination, which is still discrimination and, I have been 
suggesting, non- functional and unjust. Person- centred health care highlights 
the need and opportunity to derive virtues from values to create a moral lan-
guage that mediates the move from values to principled action. In this context, 
values remain necessary despite their insufficiency, for example in evaluating 
facts to support moral decision- making.
 In models such as person- centred health care, persons share values that are 
modestly foundational in nature and importance because, ‘without some foun-
dational values to underpin the status claimed by personhood, the arguments 
for person- centred medicine are incomplete’.6 Following Little, the values give 
basic coherence to social practices. Some writers7 contend that person- centred 
health care requires no such epistemic base to support it and ‘can operate well 
within a dynamic emergent framework’. However, a base or centre does not 
preclude such a framework. The values in which health care is rooted – and 
which frequently are hidden – give form to what grows from them. External 
forces can disrupt this natural growth and sprout new growth. Yet, needing only 
to be justifiable, values embedded as modest foundations allow subsequent 
regeneration to take place. Deep roots insulate the values from challenge even 
though future knowledge may eventually strengthen them. Even if particular 
values, such as personalism, are immutable, their meaning and significance may 
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vary within and between persons over time and place. Little and his colleagues3 
have identified three foundational values of health care: survival, security and 
flourishing. The International Charter for Human Values in Healthcare has sim-
ilarly identified core values for physicians and educators.8 However, the values I 
wish to identify and discuss are those distinguishing person- centred health care 
from patient- centred health care.
 Table 7.1 contrasts values associated respectively with each of these two 
models. Constructed for heuristic purposes, the value binaries are less rigid and 
clearly demarcated than they may appear. My seven values of person- centred 
health care are: flourishing, virtue, personalism, equality, pæanism, authenticity 
and consilience. Corresponding values are noted for patient- centred health care. 
Clinicians and patients share the values of the care model within which they 
operate even though, within their own moral space, clinicians and patients may 
apply the values in role- specific ways. As a value- based virtue ethic, person- 
centred health care moves from values to virtues to show how moral agents 
put moral flesh on the bones of their values. The virtues, as noted above, are 
always moral, derive their value from this morality, and use that value to provide 
a moral check on how persons apply their own values. One of these values is, 
itself, virtue, which supports prudence. There is no intention in the table to 
limit the individual virtues to their illustrative, ancestral values.
 As selected moral values, the virtues describe context- sensitive strengths and 
practices of good character, which are expressed in response to, and are robust 
within, everyday situations. By character I mean stable, patterned traits of 
personality acquired through practice. Good traits characterize moral persons, 
who are disposed and energized to live fully. Thus, the virtues go beyond the 
strength of will that persons may have in order to act from a motive of duty, 
since ‘Duties and obligations make sense not in themselves, but in relation to 
the idea of living most fully . . . they are not to be seen as definitive of virtue.’9 
The virtues dispose persons to do what a person with the relevant virtues and 
capabilities would do in the circumstances at hand, and why, which acts against 
the possibility of circumstances per se determining their behaviour. In turn, the 
virtues progressively enable persons to realize their capabilities to flourish every 
day and live moral lives of excellence.
 I need here to explain both what I do not mean by moral excellence and 
what I do mean. What I do not mean is moral saintliness or even righteousness 
that restricts rather than enables personal behaviour – although there cannot be 
an excess of virtue. The clinician and patient of virtue need not, therefore, be 
extraordinary persons. Nor must they be inspirational, heroic or ideal embodi-
ments of others like them, or even evince moral excellence by being ‘persons 
with a limited repertoire of exceptional virtues’.10 Nevertheless, such special 
persons exist and virtue is not mundane. It describes persons whose prospering 
vocation is to be(come) the best they can be in any given place and time in 
order to live fully as moral beings. Returning to their deep values, they strive to 
know and appreciate with faith, humility and compassion the power and limita-
tions of themselves and others as authentic beings who celebrate and honour 
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human life. They also have vices they manage prudently, because still relevant 
today is Abraham Lincoln’s observation that, ‘It has been my experience that 
folks who have no vices have very few virtues.’ Thus, despite the moral giants 
whose actions may indicate the power of moral choice,11 most people have 
mixed character traits – without which their virtues lack meaning. Only by 
knowing how these people manage their vices can their true measure as persons 
be properly assessed.
 As conceptualized by Aristotle’s Doctrine of the Golden Mean, persons exer-
cise virtues that signify a desirable and feasible middle path between excess and 
deficiency, whose discernment through careful judgement is relative to the par-
ticulars of the situation at hand and the person. For example, straddling cow-
ardice and recklessness is courage which, by nature, is a virtue and operates as a 
virtue when exercised in good pursuits. Courage enables the person to over-
come their fear without going too far or not far enough. This truth is universal. 
The same moderation and balance that allow the person to master their circum-
stances, for example, infuse the Hindu text, Bhagavad Gita and the Confucian 
Doctrine of the Mean. Similarly, the Taoist perspective is that the person of true 
virtue has virtue- relevant and accessible goals that, forming a stable part of their 
character, motivate them to behave in a manner that is unselfconsciously, unob-
trusively and unaffectedly virtuous. This person lives in harmony with life for its 
own sake; that is, as its own intrinsic reward. Knowing the limits of their place 
in the world, they eschew hubris, for example in relation to scientific prowess. 
They act not for approval from others but from the natural energy of humble 
self- appreciation that nurtures their learnt sense of what is good and lends itself 
to harmony. This perspective puts the virtues within reach, as moderately 
demanding goals.
 Under material and social–structural conditions conducive to personal flour-
ishing, persons acquire virtues by practising them frequently, and for the right 
reasons across different types of familiar situations, so that they become auto-
matic and routine. Skilled in the natural art of living acquired through experi-
ence of different situations and from practice, virtuous persons therefore strive 
to move for the most part beyond controlled and intentional cognitive pro-
cesses, such as deliberation through rational thinking. They learn to apply heu-
ristics habitually to patterns they have recognized from memory in relevant 
situations, and flourish. Yet, ‘Until recently, the language of virtue and the 
importance of virtue- based behaviour have been neglected.’12

 Current (re)vitalization of person- centred health care coincides with the 
recent development of an extensive and growing literature on the virtues. This 
chapter will draw on literature that tends to focus on the ‘virtuous clinician’13–15 
for the sake of clinician self- care and because, as the Renaissance physician, Para-
celsus observed, ‘The character of the physician may act more powerfully upon 
the patient than the drugs employed.’ However, a focus on virtue and good 
character applies also to patients. The ‘virtuous patient’16 complements the 
‘expert’ patient, the patient who has become ‘expert’ at living with, and self- 
managing, their long- term condition(s). From developing virtue, clinicians and 
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patients can care for themselves and each other, specifically through the care 
that can take place from clinician to patient, patient to self, clinician to self and 
patient to clinician. In this context I will focus on the shared nature of the 
virtues to which clinicians and patients, as persons, may strive.
 In recognizing the virtues as universally necessary for clinicians and patients 
to unify their good character and social roles, this approach resists the notion of 
role- constituted virtues.17 It is the form or practical exercise of role- independent 
virtues that varies for each person in response to social roles, other circum-
stances and critique from outside the roles. Alasdair MacIntyre18 pointed out 
that some of the virtues differ between societies and, over time, generate what 
Robert Veatch19 described as ‘the chaos of lists of virtues’ for moral living and 
health care. However, empirical research suggests a generally more settled 
picture20 and, beyond my example of courage, moral rules are no more immune 
than the virtues to philosophical objections. In this context, the core virtues 
appear to include prudence and courage among clinicians and patients,13,21 as 
well as justice, temperance and humanity.20 These virtues yield an ethical system 
that, in contrast to codes like the Physician Charter, clinicians and patients may 
endorse from reason, experience and secular and religious perspectives.
 Overall then, my discussion constructs person- centred health care on the 
basis of deep values as modest foundations that resource persons to develop 
virtues and live fully. I will discuss, in turn, each of the seven values of person- 
centred health care shown in Table 7.1. This approach will reflect my personal 
perspective, informed by experience and literature drawn from diverse discip-
lines. I will compare each value to a corresponding value of patient- centred 
health care, and link each identified value of person- centred health care to one 
or more virtues of clinicians and patients. Intended to be comprehensive, the 
table subsumes under these different values the values common to both models. 
This positioning of person- centred health care, as a value- based ethic of virtue, 
is overdue. However, before comparing person- centred health care and patient- 
centred health care, I should reiterate that the latter model – in common with 
evidence- based medicine until quite recently22,23 and in contrast to relationship- 
centred health care24 – has weakly explicated its own assumptions.
 Proponents of patient- centred health care have explained why they prefer 
their model to clinician- centred health care but their model has never been con-
sistently conceptualized. They have largely taken for granted that the primacy of 
patient welfare is a fundamentally important moral principle guiding the care 
that health professionals provide. Ronald Epstein25 has suggested that patient- 
centred health care reflects ‘deep respect for patients as unique living beings, 
and the obligation to care for them on their terms’ – but why, exclusively, 
patients? What gives patient- centred health care epistemological and moral pri-
ority as a model of health care? Underlying confusion about the meaning of 
patient- centred care requires my discussion of the values of this model, like 
those of person- centred health care, to draw on my personal reading of each 
model.
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Joint flourishing

Patient- centred health care and person- centred health care appear similar in 
their commitment to strengthen health care delivery. However, the purpose of 
each model differs subtly in its outcomes focus. In emphasizing benevolence, 
patient- centred health care commits to buttressing patient health and welfare. 
Welfare is larger than health, which patient- centred health care tends to con-
struct as an objective state of being well, as exemplified by an absence of disease; 
as an evaluative state, describing, for example, persons who perceive themselves 
as ill; or both, as in the World Health Organization’s 1948 definition of human 
health as ‘a state of complete physical, mental and social well- being and not 
merely the absence of disease or infirmity’. Most criticism of this last definition 
has centred on the word ‘complete’ but the meaning of ‘well- being’ is also con-
tested. I want to suggest that health and welfare are less states of being than sig-
nifiers of becoming.
 Health and welfare signify this temporal potential to ‘become other’ than 
one is – for persons to understand and redefine who they are by projecting 
forward into possibilities for themselves, while bringing their past with them. 
Redolent of the concept of the process of ‘arche- health,’26 this personal reality 
of, and commitment to, continuing transformation and growth resists con-
structing health as a stable, unifying identity. Person- centred health care further 
echoes this resistance by accounting for the shifting welfare of patients and clini-
cians in terms of striving for a positive becoming or flourishing within inter-
related and complex life projects.
 In these dynamic, overlapping projects, patients and clinicians can cooperate 
to grow and form as persons. Through cooperating they can learn not only to 
know things but also inwardly to become persons capable of producing integ-
rative ‘win- win’ agreements. Bridging their respective positions, such agree-
ments help them to realize their shared moral values and relational capabilities 
to live a good life. This life is a mutually dependent and balanced life of virtue, 
disposing them to live in the present but continuously learn from the past. From 
a Māori perspective, the past is not behind them, as in the Western sequencing 
of time. Rather, they can look forward through the filter of past experience and 
knowledge towards the future. Their commitment is to learn to experience their 
personhood fully. Thus, despite a rising number of studies associating health 
with desirable personal characteristics and a moral lifestyle, this vision of welfare 
in terms of becoming and self- actualization goes beyond living healthily in the 
now. It signifies a life in which patients and clinicians develop and exercise their 
joint capabilities to care richly for themselves and each other. Clinicians and 
patients flourish when patients care about themselves and their clinician, and cli-
nicians self- care and care for patients. In contrast to Christian Smith, however, I 
do not view flourishing as a project necessarily requiring a lifetime to express 
personhood fully.
 Flourishing may be evident episodically at particular moments in time even if 
not also as a way of life and over the course of a lifetime. Flourishing has more 
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to do with the journey to become virtuous27 and with the person making valued, 
dispositional progress toward realizing this aspirational state than in necessarily 
fully reaching it as an ultimate destination. For Smith, existential experience of 
personal flourishing progressively develops and actualizes the basic human 
goods and interests collectively required for flourishing. However, I contend 
that together these goods are not always necessary for flourishing. Individually, 
they energize and facilitate flourishing, but flourishing does not hinge on well- 
being as a condition of becoming, and hence can take place in its absence even 
at the end of life. Flourishing then depends on how the person responds to the 
spectre and reality of illness and death. As Smith acknowledges, ontologically 
persons are able to flourish relative to their opportunities to realize their cap-
abilities to learn and practise virtue. These opportunities are shaped by, and 
shape, personal, social–structural and environmental conditions conducive, and 
not harmful, to flourishing.

Virtue

Patient- centred health care is, above all, deontological. It assumes that general 
norms of a common morality find codified and impartial expression in funda-
mental principles, duties and rights. These norms are assumed to transcend situ-
ational variation and differences in values and perspectives across health care 
practice; in respect of how known and unknown limitations of human know-
ledge produce unpredictability and uncertainty.28 This ethic is apparent from 
patient- centric codifications of physician behaviour like the Physician Charter, 
which commits physicians – on the basis of professional duty – to adhere to 
ethical principles like primacy of patient welfare and respect for patient auto-
nomy. Adherence to these principles and to commitments derived from them is 
congruent with rational application of the patient- centred clinical method, 
including elicitation and shared understanding of, and respect for, patients’ 
values, concerns and preferences. Respect for patient autonomy, for example, 
underpins clinicians’ duty to empower patients to participate in health care 
decision- making.
 One implication is that persons cannot be characterized as having virtues, 
such as respectfulness, without adhering consistently to such logically prior 
moral principle(s). It would then follow that the virtues dispose these persons to 
be sensitive to, and act in accord with, these foundational, reasoned principles 
that codify necessary and sufficient conditions of goodness. However, I wish to 
challenge this belief. To assume that virtues derive purposefully from principles 
invites questions about the values and character of the moral agents from whose 
functioning the principles have developed; assumes that a set of principles can 
suffice to capture moral knowledge; restricts the role of virtue and invites the 
belief that, as a motivational framework, virtue lacks the moral force of prin-
ciples and duties.29 Therefore, I wish to suggest that virtues precede principles.
 Moral principles, while necessary to help manage the moral shortcomings 
and behaviour of non- virtuous persons, presuppose values and virtues. The 
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principle of considering equal interests, for example, is not epistemologically 
prior to the virtue of justice. Rather the principle is shaped by, and codifies, the 
value of moral equality and the virtue of justice. Otherwise, principles such as 
patient participation can act against the spirit of virtues like gratitude and foster 
a sense of entitlement that hinders relationship building. General, abstract prin-
ciples, duties and rights can be inadequate without foundational virtues to guide 
their construction and application, and cannot even adequately express some 
virtues such as courage because moral life is frequently complex, ambiguous and 
non- codifiable. ‘Humanity is not [fully] captured in common denominators.’30 
Removed from the milieu of moral choices in everyday health care, abstract 
moral principles lack enough information about the contingencies, particulari-
ties and motivational structures of individual encounters.
 Principles or reasoned arguments that appear incomplete also enlarge the 
need for exceptions and caveats. Of course, most moral norms have exceptions, 
which can be separately managed and are not sufficient cause for rejection.28 
Moreover, exceptions do not refute principles whose key purpose is to change 
the world rather than reflect it. However, this qualification does not rescue prin-
ciples such as primacy of patient welfare, to which many appropriate exceptions 
cast doubt on whether moral judgements need to appeal to such principles. This 
perspective undermines the sufficiency of connecting moral practice and prin-
ciples. The ground of morality is not principles but rather a shared understand-
ing of values and virtues of persons in their particular situation.
 I am constructing person- centred health care therefore as a virtue–ethical 
approach that defines right action from appeal to moral values and, in turn, 
good character in the context of a well- lived life. Within person- centred clinical 
encounters, this approach offers clinicians and patients at least three key sets of 
related benefits. First, it moves care of the person beyond the impersonalism, 
directedness and incompleteness that can otherwise characterize normative prin-
ciples. It also resists the argument that situations rather than character traits 
determine personal behaviour. By taking a middle path between these two poles 
of influence, it allows virtues to interact with situations in ways that take moral 
account of the complex particularity of local factors. This account generates 
context- sensitive reasons for acting from ways of moral being within narrow 
social spaces.
 Second, although the same person may exercise particular virtues in some 
situations but not others, the virtues: are considered universalist to the extent 
that persons may imagine moral reasons for decisions with which they disagree; 
but have a generalist strain since, as noted above, particulars such as social roles 
are not epistemologically prior to values and virtues; and provide a stable struc-
ture motivating persons to live a good life, whatever their circumstances. Only 
certain situations, such as extraordinary ones, tend to weaken the predictability 
of character’s influence. Indeed, loss of virtue can only be inferred from how 
persons act; truly virtuous persons are rare;31 and when exercised freely and pur-
posefully within specific situations, robust virtues act against the schizophrenia 
that can result from making duty the motivation for moral behaviour.
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 Third, a person- centred ethic of virtue remedies the failure of statements like 
the Physician Charter to say much about the interests, values and virtues that 
clinicians need in practice. These needs include their self- care and management 
of both increasingly complex ethical dilemmas – for example around appropriate 
use of medical technologies – and unintended variation in clinical care. Contex-
tualized and particularistic management of this variation facilitates best use of 
the current principles in a free, spontaneous and habitual manner.

Personalism

Recognizing the reality and unique dignity of persons, person- centred health 
care puts persons first, not patients first. From reason, experience or even revela-
tion, it puts persons and their lives and relationships – that is, the moral philo-
sophy of personalism – explicitly at the heart of health care theory and practice. 
Personalism takes many different forms including, since at least the late nine-
teenth century, American personalism and then French personalism. To distil 
from this diversity of approaches a coherent picture of personalism – which 
draws together its strands and is consistent with the conceptualization I have 
provided of personhood – a simple distinction can be made between strict per-
sonalism and broad personalism.32 These forms draw respectively on, and com-
plement, relational and existential constructions of personhood (Chapter 6). 
Both forms explicate respect for the centrality and absolute value of the person. 
My integrated focus here, of course, is on personalism in health care. This per-
sonalism centres on the relationship of the human persons of the clinician and 
patient to each other as human beings who, as emphasized by philosophers such 
as Martin Buber and Emmanuel Levinas, cannot be fully human on their own. 
Only through their interaction can the clinician and patient continue to experi-
ence and grow who they are in order to become and self- realize their shared 
nature as persons. What is real for them is (inter)personal as they interpret the 
world in terms of related personalities and possibilities.
 In these terms, person- centred health care seeks to understand and manage 
issues that, although largely hidden from view, are basic to all persons. These 
issues relate to the meaning, value and dignity of personhood. Hence, in 
depathologizing, normalizing and destigmatizing illness, person- centred health 
care moves from labelling conditions, like insomnia, as things that define people 
to concretely describing persons as having difficulty sleeping. It sheds light on 
how they expect their health and health care to be, so that the content of this 
care, even when it is standardized, feels personalized. Such care respects what it 
means to each person to action their capabilities, move beyond current dif-
ficulties and flourish as whole persons; that is, in everyday behaviour, to organize 
their life around goods that enable them to be(come) the best persons they can 
in a life they live well.
 To these ends, person- centred health care highlights the uniqueness and 
originality, but also the incompleteness and potentiality, of each person – who 
sui generis has a personal identity, including a history – in moral, social and 
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 spiritual life. The shared experience of personhood binds all these persons 
together in celebration of their wholeness and nobility as bearers of ethical–
moral values in everyday life. From these values and for persons to live them, 
person- centred health care expects these persons to develop and manifest their 
capabilities for moral character. These acts, in the situation at hand, motivate 
and enable persons to take the time to stop, think about and appreciate what it 
means to them to live well; to know, actualize and be true to who they are and 
want to become; and to feel a personal sense of wholeness, harmony and unity 
in facing their goals and challenges.
 Personalism thus distinguishes person- centred health care from patient- 
centred health care in two main ways. First, emphasizing the ubiquity of the 
person, rather than patient- centricity, person- centred health care socially valor-
izes the person as being above divisions of role, function and social and health 
status. At the same time, person- centred health care can move between social 
roles like patienthood and clinicianship. I see these roles in the manner of the 
ancient Roman philosopher and political theorist, Cicero. For Cicero, the social 
role was a mask that is not, in itself, inauthentic – a concealment of a true self. 
Rather, the mask forms a proper part of the person. The role, of which the mask is 
constitutive, is a ‘person- al’ category of value and meaning, which represents ‘an 
aspect of being [of the person] rather than an exposition or dissimulation of 
that person’.33 This aspect sanctions the clinical intimacy of the patient–clinician 
relationship. Incomplete however, the role cannot do justice to the full nature 
and authentic development of the person. So, the principal focus of health care 
production shifts from social roles to persons in toto. In these terms, person- 
centred health care underscores persons as whole beings who perform social 
roles, among other things; share the same basic human condition; are funda-
mentally equal and are becoming alike through convergence of their socially 
determined identities.34 They have rights and duties principally as persons who 
happen to occupy particular roles. This perspective indicates a need to scrutinize 
the assumptions underlying those roles and indeed to think beyond the roles.
 In patient- centred health care, by contrast, the roles themselves are primary, 
totalizing and hegemonic relative to other expressions of social life. The role 
reduces the person situationally to an embodied social function of an individual: 
a patient or clinician. The role- part of each individual is absolutized at the 
expense of the whole person within social and service contracts. Put simply, 
therefore, the role defines the person. The person is their role, and only implicitly 
and secondarily, are roles and functions recognized convergently to describe 
persons.35 Roles subordinate personhood to the social order by reducing per-
sonhood to its aspect – the role persona that, presented to the world, defines 
each person’s social identity. This state resembles pre- Christian antiquity when 
the persona of actors carried the double meaning of the social role and the 
person playing it. The roles themselves, moreover, are structured and ordered, 
with patient- centred health care openly privileging the welfare of the patient to 
which the clinician is a means.36 I have attempted to show that for advocates of 
person- centred health care, by contrast, the meanings of the concepts of role 
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and person are not the same – since the role is merely part of the person – and 
nor is the fundamental welfare of patients greater than that of clinician. Both 
sets of participants are valued ends in themselves. From this perspective, over- 
attention to the social mask of the role distracts attention from, and weakens 
respect for, the ability of persons to develop fully and express their unique inner 
selves, which contributes to the impersonalism evident in modern health care. 
Person- centred health care restricts this development, for example to interpret-
ing and negotiating expectations of the social role.
 Second, personalism re- visions role boundaries between patients and clini-
cians, in terms of the inclusive moral space or territory of personhood in health 
care. This space does not reduce personhood to ‘a transaesthetic realm of indif-
ference’37 to the role differences between patients and clinicians. Rather, despite 
the interdependence of these persons whose roles distinguish them as different, 
role convergence is re- scoping these roles and exposing a common humanity 
expressive of moral equality. In clinical encounters this humanity focuses less on 
the illness narrative of the patient than their life narrative. The latter narrative 
reveals the larger history, personhood and human needs of the patient in rela-
tion to the clinician. Self- constructed in storied accounts, the clinician and 
patient therefore create space for communion and relational knowing, which go 
beyond instrumental benefits such as improving a nosological diagnosis and 
enable both parties to flourish.
 They can flourish because their social engagement through shared person-
hood emphasizes the mutuality and reciprocity of their relationship as a clinician 
and patient who, being persons, have intrinsic dignity, experience themselves as 
social beings and yet continue to become more than their roles. In an organic, 
‘double relation’,38 the patient and clinician relate as persons both to each other 
in nature (as well as, in some versions of personalism, with a divine person 
beyond nature) and to health care as a whole. Personalism therefore underpins 
health care as a unified state of contingent relations, elegantly captured in two 
African expressions: ‘batho pele’, meaning ‘people first’, and ‘unmuntu ngu-
muntu ngabantu’, meaning, ‘I am because we are’.39

Moral equality

‘Virtue’, recognized Mary Wollstonecraft, ‘can only flourish among equals.’ 
Person- centred health care has an ethos that values highly the attribution of 
equal respect and concern for the welfare of all persons. On the basis of justice, 
including fairness and inclusiveness, this egalitarian position assumes that all 
persons existentially share the same basic moral status. However, was Josef 
Mengele – the ‘Angel of Death’ – Hippocrates’ moral equal? Answering ‘yes’ 
sounds implausible but pertains only to both men having existed as human 
persons. In respect of this personhood they were at least potential moral agents 
with inherent and hence invariable moral worth. This worth minimally justified 
equal consideration of their moral interests. Here I am suggesting that their 
competing equal interests deserved equally fair hearings in moral and other 
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courts of consideration. However, whilst entitled to participate there on an 
equal moral basis, they might or might not each be found there to have fulfilled 
capabilities for full personhood. Eluding capture and legal trial, Mengele was 
judged at least in the social court of universal morality, if not his inner court of 
conscience, to have perpetrated heinous, immoral acts that disentitled him to 
socially sanctioned rights with which all persons equally begin their lives.
 Beyond role convergence, patients and clinicians therefore exist as persons – 
vulnerable to disease and death. They warrant equal opportunity as moral equals 
to maximize their capabilities to partner freely and reciprocally in health care. 
Contrary to the physician, Thomas Percival – the author of perhaps the first 
modern code of medical ethics – moral equality does not result from the clini-
cian ‘descending’ to the level of the patient. Other things being equal, the clini-
cian and patient are already moral equals. Thus, the welfare of clinicians, like 
that of other professionals such as teachers and police officers, is not necessarily 
less important than that of those they serve. Clinicians may experience less mis-
fortune than patients but the point of equality and the justice it fosters is not to 
compensate for bad luck but rather to recognize that all persons are free to have 
their moral interests count. As an inclusive quality of identity, the concept of 
personhood challenges the assumption – common until the recognition, in the 
eighteenth century, of natural rights – that ‘human beings are unequal by 
nature’. All persons remain ultimately free to give meaning to their life despite 
differences between them.
 Compared with patient- centred health care, this model brings the clinician 
out of the shadow of the principle of primacy of patient welfare to join the 
patient in the light of personhood cast by the principle of moral equality. 
Putting first the welfare and interests of patients uses inequality to promote 
equality, as noted earlier, which violates the commitment to social justice in 
health care provision. It also harms clinicians because it subordinates their inter-
ests and is morally blind to their suffering and its implications for patients. It 
can directly harm patients because paternalistically privileging patients can 
patronize them; put unrealistic expectations on them; and weaken their ability 
to look outside themselves and empathize with, and express care to, clinicians.40

 I noted above that, as a value of person- centred health care, equality under-
pins the virtue of justice. Objectively good, justice is important independently 
of its relation to the (subjective) moral interests of persons. However, justice 
supports the principle of moral equality. Assuming that ‘all who count, count 
equally’, this principle gives equal moral weight to optimizing the moral inter-
ests of all persons, and at minimum ensures no party is worse off in this respect. 
Removing any tendency of clinicians to act against the best interests of vulner-
able patients, its focus on equality of moral interests avoids irrational, antisocial 
and immoral interests. As subjectively rational preferences, moral interests are 
‘prudentially comparable’ or ‘relevantly similar’ in having similar moral value 
and a universal aspect. For example, all persons share equal interests minimally 
in not suffering and maximally in flourishing in their situation. To such ends, I 
will illustrate equality in mutual trust and reciprocated caring.
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Mutual trust

Patient- centred health care emphasizes respect for patient autonomy as a 
bulwark against deception and coercion; as a precondition for patients trusting 
themselves and others, including the clinician; and to enable patients to realize 
their capabilities. However, constructing patient autonomy as agency can con-
flict with patient welfare. One reason is that, potentially opposing the motives 
and preferences of the clinician, this construction can stretch patients’ capabil-
ities and invite abdication of clinician responsibilities. Patients can be empow-
ered to increase decision- making control where they can have expertise, but in 
other areas the clinician’s expertise needs to prevail. In practice therefore, clini-
cians tend to restrict patient autonomy largely to accepting or refusing the care 
that, as clinicians, they are willing to offer. This care includes resources such as 
tests, prescription medications and information. Clinicians select what informa-
tion to give and how to maximize patients’ welfare, where ‘full disclosure of 
information [to patients] is neither definable nor achievable; and even if it could 
be provided, there is little chance of its comprehensive assimilation’.41 When 
non- treatment would harm others, provisos that excuse clinicians from obtain-
ing consent make consent ‘generally rather than invariably necessary’.41 Thus, 
despite respect for patient autonomy, autonomy is vested more in clinicians than 
patients.
 In this context, although most patients trust clinicians to act in their best 
interests, concern is growing that this trust has been declining over recent 
decades,42 especially at an institutional and systems level.43 When clinicians 
become indiscernible from the system in which they work, modern patients may 
perceive them to be untrustworthy, for example in providing services of uncer-
tain clinical benefit and in implementing policy demands to deliver whole popu-
lation health care that may benefit the community more than most patients.44 It 
is not that patients dispute the public interest. Rather, what patients need to 
trust is that clinicians will act prudently, openly and with compassion to provide 
the most accessible and effective personal care, and at least individualize the 
delivery of population health care. In not resisting structural and systemic pres-
sures to share their control over the terms, conditions and content of their 
work, clinicians can look untrustworthy. They can look unreliable in their com-
mitment to personal care amid forces, like fragmentation of care, that increas-
ingly turn them into moral strangers. For such reasons, public trust in the health 
professions appears fragile, potentially reducing the placebo effect, patient dis-
closure and adherence to health care treatment,45 and weakening the trustwor-
thiness of patients themselves to contribute to a trusting patient–clinician 
relationship.
 Person- centred health care recognizes that the current minimal conception 
of patient autonomy is insufficient to meet the need of clinicians and patients to 
depend on each other in relations of trust. Onora O’Neill41 therefore argued for 
developing a right to principled autonomy that, grounded in principles of 
human obligation and guided by practical reason, fosters trustworthiness. 



130  Moving forward

However, from the perspective of person- centred health care, any such right is 
irrelevant. It says nothing about whether the patient or clinician who acts auton-
omously and in a trustworthy manner in particular circumstances has trustwor-
thiness as a motivation – and can be trusted therefore to continue to appear 
trustworthy- like. Similar to the model of beneficence- in-trust, person- centred 
health care emphasizes: trust in persons out of concern and respect for their 
autonomy in terms of agency and authenticity; welfare interests; and other foun-
dational values such as steadfastness. Such values underpin the development of 
virtues including good faith and fidelity, within social relations and structures 
that facilitate taking right actions for the right reasons. Increasing the trustwor-
thiness of clinicians will help patients to trust them46,47 amid the general failure 
of health care interventions to increase patient trust in clinicians.48 Strengthen-
ing this trust may also enhance clinicians’ self- trust, self- esteem and motivation 
to trust patients, boosting trust by patients in clinicians and themselves through 
a virtuous cycle. Exemplified by appropriate decision- making modes like shared 
decision- making, such mutual trust could improve cooperation, reduce the need 
for monitoring49 and construct normativity in terms of the interconnectedness 
of the clinician and patient.

Reciprocated caring

As foundational or ethically basic human values, care and caring lie at the rela-
tional heart of both person- centred health care and patient- centred health care 
as moral enterprises. However, patient- centred health care emphasizes the care 
of the patient – whether through clinician care of the patient or through patient 
self- care. As such, patient- centred health care first fails to acknowledge the 
complex and multifaceted nature of care as an interdependent moral relation 
between persons within clinical encounters. Furthermore, it views care provision 
as a professional activity and caring as a gift. In contrast, person- centred health 
care views caring as an authentic mode of existence by whole persons who 
recognize each other as moral equals and participate in dialogical relation to 
each other – in what Martin Buber described as the ‘I–Thou’ relation – whose 
centre lies in the space between them. For mutual security, caring in this rela-
tion is personal and reciprocal, which widens the one- sided focus of patient- 
centred health care. Affirming the importance of giving as well as receiving care 
can take place from clinician to patient, patient to self, clinician to self and 
patient to clinician. By respecting the interdependence of care for, and by, 
patients and clinicians – and by dignifying the freedom of both parties to choose 
to participate or not in caring behaviour – reciprocated caring makes these 
persons important.
 Reciprocated caring also avoids the objection that an ethics of care neglects 
justice, since reciprocated care unites the virtues of justice and humanity. 
Beyond these virtues, mutuality of care further indicates and maximizes the 
reach of other virtues to which clinicians and patients can aspire. These virtues 
include: kindness and compassion – as constructed in the form of empathy for 
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others through participation in their difficulties; the courage to give and receive 
care, despite the knowledge that care can produce the opposite effect to that 
intended; gratitude as a reason for the norm of reciprocity or mutual benevo-
lence; and perhaps even friendship. The notion that the physician and patient 
can be friends has attracted support but also criticism, for example from Kathryn 
Montgomery who prefers a medicine of neighbours. However, the clinician and 
patient are often more intimate than neighbours, though their relationship as 
moral equals is one in which they can care about and, within their capabilities, 
take care of each other and themselves through giving as well as receiving care. 
It follows that reciprocated caring and the virtues it tends to promote, and be 
reproduced by, draw on an ethic of care that resembles and may be subsumed 
under the more comprehensive theory of an ethic of virtue.
 Seldom drawing on care literature from political and feminist theory and 
philosophy, patient- centred health care lacks person- centred health care’s clear 
connection with care ethics or virtue ethics. Indeed, care ethics was developed 
because other ethical theories, which better describe patient- centred health care 
– for example in emphasizing the duty of persons to follow rules – tend to 
neglect the importance of care in moral life. They have taken for granted the 
fact that persons ‘are not abstract individuals who morally relate to each other 
[by] following principles such as justice and nonviolation of autonomy’.50 This 
implicit consideration of care, and its regulative potential to support the flour-
ishing of persons by balancing their emotions and reasoning, may help to 
explain why patient- centred health care has been an ineffective bulwark against 
forces pulling in other directions. These forces include the depersonalizing high 
tide of evidence- based medicine and the perspective that caring is commonly a 
vice, naively condoning favouritism and injustice, which may promote a slave 
morality – an attack motivated by resentment toward the ‘medical–scientific 
model’ among groups such as nurses. 51

Pæanism

Echoing Francis Peabody’s52,53 end- of-life expositions on caring for the patient, 
proponents of person- centred health care ask, ‘Where lies the soul of the clinic?’ 
The spiritual desert that health care is becoming drains the vital spirit of persons 
whereas, explained the Islamic scholar, Rumi, ‘When you do things from your 
soul, you feel a river moving in you, a joy.’ Health care can enable clinicians and 
patients to rediscover the joy that celebrates being alive and with others. Whilst 
experiencing life as meaningful, clinicians and patients need this joy – including 
attributes of vitality such as engagement, sense of purpose, humour, self- esteem 
and resilience.
 With such joy they can flourish by setting and realizing situationally mean-
ingful goals, even and perhaps especially in the face of adversity and disability. 
As an integrated system of total care, person- centred health care welcomes this 
challenge of rediscovering the soul of health care. Besides involving care ‘of the 
person, for the person, by the person, and with the person’, it moves care beyond 
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the person in their circumstances. It reclaims health care’s spiritual roots in 
ethical values that underpin virtues like gratitude, courage and humour.50 Such 
virtues lose force without the energy of joy from within, which empowers the 
person to live optimally.
 This interrelationship of virtue and joy makes person- centred health care a 
pæan to an ethics that praises and celebrates human life and the virtues. Person- 
centred health care delights, for example, in personal caring – through the art of 
joyful caring and self- transcendence. No such acclamation of life characterizes 
patient- centred health care, which lacks an explicit emphasis on virtue and the 
vitality of morality even, and perhaps especially, in the midst of human pain and 
suffering. Instead, it mundanely and ambiguously focuses on putting first the 
welfare of patients. Definitions of patient- centred health care further understate 
the joy of recognizing and responding to basic spiritual needs of persons for 
hope, meaning, purpose and connectedness in their lives.
 I want to say more here about the virtue of joyful caring because it speaks 
most directly to how person- centred health care enlightens human life as a pro-
found gift whose virtuous use can transcend distress and suffering. Person- 
centred health care enables clinicians as well as patients to cultivate and 
exemplify the attitude and practice of joyful caring for, and about, life and 
persons. For health workers, the National Patient Safety Foundation’s Lucian 
Leape Institute has defined joy as ‘the emotion of pleasure, feeling of success, 
and satisfaction [resulting from] meaningful work in health care’.54 The Insti-
tute supports a patient- centred health system but does not explicitly relate joy in 
health workers to this system; yet recognizing their need, no less than that of 
patients, to find meaning in experiencing joy appears tacitly to advocate for 
person- centred health care.
 Reasons for joyful caring include the belief that in joy is also courage and 
nobility,55 which may directly and indirectly benefit patients in areas like pain, 
cardiovascular function and immunity.56 At minimum, joyful caring – including 
humour, which, unlike irony, is never cruel – can defuse suffering and anger as 
totalizing experiences and enhance quality of life; since, even when we ‘are at 
sea, and our ship is going down: better to laugh about it than cry’.55 Even, and 
indeed especially at the end of life, good palliative care aims to respect person-
hood by assessing and maximizing daily sources of pleasure for the patient, such 
as massage.57

 For the philosopher and Jesuit priest, Pierre Teilhard de Chardin, nobility 
comes from joy being ‘the infallible sign of the presence of God’. Independent 
of religious faith, however, ‘because there is always a hidden pain in humour, 
there is also sympathy’.58 And the joyfully compassionate person benefits too. In 
humour they avoid taking themselves too seriously; relieve themselves from 
unreasonable self- expectation; and forgive themselves in social realms that can 
expect perfectionism.59 Thus, integral to wisdom, humour can help to liberate 
patients and clinicians from, or at least reduce, their sorrow by making bearable 
what might otherwise seem unbearable, and equalize and enliven them as 
persons. As shown by the physician–social activist, Patch Adams, with humour 
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the pain of clinical practice ‘mostly doesn’t sit as pain because that takes your 
energy: It is stimulus. Feel the pain; it’s horrible. Don’t hold the pain. Though 
it is painful, let’s get to work. Let’s get to work joyfully’.60

 Other forms of joyful caring include the socio- psychological states of con-
nectedness and flow. Persons can connect with activities, themselves and others. 
One form of connection with others is empathy. The virtuous clinician cares 
joyfully on the basis of natural or sincere empathy61 rather than duty. Including 
‘congruence’ between feeling and action,62 empathic engagement can joyfully 
self- reward persons through energizing their focus on, and immersion in, fully 
absorbing, meaningful activities.63 Examples of activities producing this flow can 
include listening with complete attention, and group singing that produces a 
self- transcendent state of fulfilment, even among persons with debilitating con-
ditions like Parkinson’s disease;64 and Chapters 3 and 4 discussed transcendence 
as a psychospiritual practice for self- care by patients and clinicians respectively.65

Authenticity

The authentic self – the person that one really is when no one else is looking – 
may be a fundamentally pure and moral being or instead be an immoral brute; 
for a despot who acts in good faith is still a despot. However, whilst insufficient 
therefore as a virtue, authenticity is necessary for virtue. Virtue, without authen-
ticity, ceases to be virtue. Accordingly, person- centred health care values authen-
ticity highly, specifically as a dimension of autonomy. Authenticity enables 
clinicians and patients, in conscientious accordance with what they hold true, to 
choose to care and self- care in ways faithful to who they are and want morally to 
become. They authenticate themselves moreover by acting against the feigned 
virtue sometimes recommended to clinicians,66,67 and to patients who, as Oscar 
Wilde warned, can be found ‘pretending to be wicked and being good all the 
time’.
 Patient centred health care emphasizes agency rather than authenticity as 
dimensions of autonomy. Yet, inauthenticity is pervasive in social life and has 
implications for health care practice. Inauthenticity includes deception through 
illusion and selective information exchange. Sceptics assert that arguments for 
authenticity are naive because inauthenticity lubricates the wheels of social inter-
course. Inauthenticity can facilitate communication about difficult topics; limit 
harm to others and self; and be consensual, among persons who need and 
expect it for self- maintenance. Entangled with self- deception, it can be unavoid-
able. However, deception interferes with understanding the world and its dis-
honesty can be morally suspect. For example, consider lying, as a statement 
intended to mislead another person regarding what the liar believes is true.
 Patient- centred health care does not endorse lying, of course, or condone cli-
nicians withholding information that patients need to exercise autonomy – 
unless the clinician believes that the patient does not want to learn the truth; 
would be harmed by doing so; or would recognize the lie as a lie but believe it 
anyway in order to palliate the strain of accepting the truth. However, these 
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exceptions reveal how patient- centred health care tolerates some deception by 
clinicians on the basis of a professional duty of patient care. This duty trumps 
deep values and conscientious objection by these clinicians. It reduces their 
authenticity to role obligations that restrict their behaviour and weaken their 
freedom to recognize and be true to themselves as individual human persons. In 
denying inner aspects of themselves, these clinicians allow inauthenticity or bad 
faith to emerge.
 Person- centred health care, by contrast, recognizes that role authenticity is 
merely part of the authentic self of this person. It contends not that patient- 
centred health care disallows authenticity but rather that this care model values 
authenticity less, and in a less balanced manner, than does person- centred health 
care – a model that sets a higher, more just bar for deception to jump. Person- 
centred health care does not expect clinicians to lie for the sake of patients or 
deceive them from good intentions, even by faking empathy. It respects the 
right to stay silent but, in the absence of natural caring, it rejects surface acting 
from duty.68 Instead, person- centred health care emphasizes a virtue ethic that, 
on the basis of moral equality, values double loyalty to moral interests of the 
patient and clinician. They are expected to be true to what they believe and – 
beyond this good faith – to have made transparent and mutually consented to 
any potentially harmful deception. Aesop’s fable, The Scorpion and the Frog, sug-
gests that it can be in the nature of people to deceive, but person- centred health 
care rejects this premise. To facilitate free choice, it fosters conditions and strat-
egies for safe, honest, compassionate communication. To replace reflection of 
feeling that may be empathetic or not, such strategies include listening that is 
inherently empathetic to check perceptions of felt experience within an egalit-
arian climate of mutual trust.
 In an age of growing mistrust by patients of health systems and of moral dis-
engagement by clinicians, such strategies ‘reframe the opposition between 
empathy and genuineness . . . as a generative tension’.69 They enable clinicians 
and patients to grow trust by developing ‘authentic consciousness’ of, and 
respect for, their own values and those of the other person.70 Actions chosen, 
from silence to truth- telling, can then take place conscientiously and with sensit-
ivity through moral practices like authentic caring and authentic compassion.71 
Evident here is fidelity, with temperance, to shared interests such as to minimize 
moral suffering from giving and learning the truth; and enabling the other to 
feel validated and empowered to share decision- making.
 Therefore, regardless of Augustine’s and Immanuel Kant’s belief that persons 
are duty- bound to tell the truth – save no exceptions – good faith and truthful 
disclosure never sanction tactlessness, nor do they condone bad manners or 
carelessness that can be avoided. Person- centred clinicians aim to be as truthful 
as possible without compromising decency. Mindful that emotions can be 
revealed inadvertently, they openly speak to their emotions in ways that can be 
reasonably expected to heal patients, or at least not harm them, while helping 
themselves. Authenticity frees clinicians and patients to admit to each other their 
own frailty and vulnerability within clinical encounters. It frees them to admit to 
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feeling disappointed or frustrated and indeed to cry as a healthy reaction to 
sadness. In contrast, while clinicians expect complete truthfulness from patients, 
patient- centred health care can require clinicians to disguise their own anguish, 
paternalistically to protect patients.

Consilience

Though sometimes cast as a science,72 patient- centred health care has been quiet 
until recently on the importance of science in health care despite the shadow that 
science can cast over providing a caring service to the patient. Evidence- based 
medicine has endured the opposite problem. It has struggled to explain how to 
integrate research evidence situationally with other influences operating on 
medical decision- making, such as patients’ values and preferences. As a construc-
tive alternative to conflict, bridge- building has been suggested to depend on dia-
logue as a collaborative rather than oppositional form of public, social interaction 
to exchange perspectives, facilitate understanding and lessen mistrust. However, 
dialogue has not been apparent between proponents of evidence- based medicine 
and patient- centred health care, who have weakly held one another’s beliefs to 
account. Scholars operating largely without affiliation to either model have there-
fore taken on the roles of critic and conscience for the good of society. These 
commentators (including me) have in particular used annual thematic issues of 
the Journal of Evaluation in Clinical Practice to debate evidence- based medicine.
 Evidence- based medicine has reformulated itself in response but has become 
a misnomer since it no longer requires physicians to base medicine on evidence 
and still retains limited ability to construct medicine as a caring practice. Pro-
gress in modern health care has continued therefore to depend on marrying 
advances in science with equivalent respect for humanistic values like caring and 
the virtues for the sake of the patient and clinician. Integration has been sug-
gested through models such as evidence- based patient choice73 and evidence- 
based individualized care.74 However, keeping the misleading ‘evidence- based’ 
prefix, these models are no more appropriate than the temporally limited, 
chronic care model.75 In contrast, as argued above, person- centred health care 
synthesizes the sciences, represented by evidence- based health care; incorporates 
the ethos of care exemplified by patient- centred health care;7,76 and adds the 
development of virtue that clinicians and patients need to live well for good 
reasons. Remedying the ‘anti- professional agenda’ that has tended to character-
ize evidence- based medicine and patient- centred health care,76 person- centred 
health care humanizes personal health care, including precision medicine, by 
attending to beliefs, values and virtues of the clinician and patient.
 What makes this synthesis possible is consilience, a model rejuvenated by 
Edward Wilson77 and supported for use in health care practice.78 A consilient 
model embraces integration and unity. It values and signifies a patchwork of 
explanation produced by weaving together potentially wide sets of knowledge 
like scientific empiricism and transcendentalism. Without necessarily agreeing 
with each other, these different sets meet or coincide where they can help to 
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account for common outcomes such as welfare. I associate person- centred 
health care with a form of consilience that links independent yet also related 
perspectives into a web of strong personal beliefs.79 In clinician–patient encoun-
ters, the intersection of these personal and subjectively rational beliefs may indi-
cate a shared ability of persons, despite their potentially different world views, to 
function together within a common moral project in order to identify and 
address their common goals.
 The beliefs may also converge with respect to perceived outcomes of shared 
interest and benefit. Pragmatic rewards of working together, therefore, may 
motivate persons to strive for joint excellence through bridging elucidated per-
sonal interests across borders, including science and humanism; science, faith- 
based traditions and virtue; and personal care and population care. As a 
consequence, consilience gives scope to rehumanize health care as a science- using 
practice, art, philosophy and moral enterprise. Responsive to diverse warrants for 
effective and ethical action, it offers scope to integrate knowledge fragmented by 
scholarship from potentially conflicting perspectives; frees health care to respect 
beliefs that cohere to satisfy moral interests, regardless of whether these beliefs are 
true or real; and avoids the polarizing premise that science constitutes a superior 
form of knowledge and privileged method for testing consilience. Virtues such as 
resourcefulness and tolerance of difference and uncertainty facilitate this synthesis, 
as evident in the biopsychosocial–spiritual model of care.80

 Much discussion about this model relates to end- of-life issues. However, in 
contrast to its author I wish to recommend its relevance to all patients, not only 
those who are sick or at the end of their lives, as well as to others including cli-
nicians. The model assumes that all persons are intrinsically spiritual, and spirit-
uality is health care. Persons are spiritual because they are capable of first- person 
transcendental experience – independent of second- order religious revelation – 
and of having faith that this world makes sense, regardless of how it appears. 
They seek healing through health care to maintain and restore right relation-
ships inside and outside the body and understand not only what medical afflic-
tions take place and how, but also why. To be whole persons they can choose 
how science and spirituality can help to meet their existential and relational 
needs in different spheres of action. Insights of science and spirituality thus 
interpercolate as porous rather than impermeable social discourses that support 
interests of the whole person of the patient and clinician.
 Compared with patient- centred health care, my version of consilience makes 
explicit how beliefs drawn from domains including science, spirituality and reli-
gion can come together to inform the development and practice of person- 
centred health care. It would be naive however, at least in the short term, to 
believe that patient- centred health care and evidence- based medicine will dis-
appear. They can be expected to continue to grow their distinctive identities in 
order to survive external pressure for change and resolve implicit, value- based 
and epistemological differences between their conceptualizations of health care 
– which cannot be easily adjudicated. Preferring to speak largely in parallel 
mono logues, they will continue to choose to lose potential benefits of recognizing 
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and engaging publicly in a conversational pluralogue with person- centred 
health care.

Conclusion

This chapter has recommended a framework for conceptualizing person- centred 
health care. Suggested sets of core abstract values of person- centred health care 
were identified and examined for their ability to help define this framework and 
distinguish it clearly from patient- centred health care. At the same time, I have 
linked values of person- centred health care to the development of virtues charac-
teristic of person- centred clinicians and their patients, whose commitment to 
welfare finds expression in becoming relationally the best persons they can in 
their everyday life. This personal flourishing for self- actualization emphasizes 
their recourse to the virtues, led by prudence, ahead of duty. Key virtues include 
justice and caring – in order to respect through joyful, reciprocated caring the 
value of the moral equality of all persons – in good faith and interdependently. I 
hope this discussion of person- centred health care as a virtue ethic grounded in 
a values- based framework will stimulate and guide serious debate, in particular 
about what person- centred health care is and what it asks of its practitioners, 
including patients. At the same time it provides a platform for considering what 
conditions are needed to implement and test its ability to satisfy its raison d’être. 
Such is the purpose of the next chapter.
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8 Implementing person- centred 
health care

Introduction

Over a century ago, Francis Peabody told the Boston Medical Society, ‘We must 
not forget in treating diabetes that we are treating a man [sic] and not a disease.’ 
Candy’s patient- centred primary care physician understood this message in 
caring for Candy, a 63-year- old woman who had lived with Type 2 diabetes for 
six years. Candy had continued to visit him, commonly complaining of feeling 
tired and a little down. Lacking support from family and friends for self- care, 
she had been unable to stop smoking and follow her prescribed diet, exercise 
and oral agents for her poorly controlled diabetes. At her last visit, Candy had 
requested a care plan to help her feel better without stopping smoking and 
aiming for the strict blood sugar control that her physician favoured. He recog-
nized that Candy, being still relatively healthy, occupied a ‘grey zone’ in which 
the appropriate intensity of glycaemic control to aim for was uncertain. He 
respected her autonomy by undertaking to explore with her the changes she was 
willing to make and how they might benefit her. He did not recognize that his 
remit was less to give Candy control over her condition than to help align their 
shared interests to optimize joint benefit.
 Today a person- centred physician is covering for Candy’s usual physician 
when she visits for care of the same problems associated with her living with dia-
betes. After listening to Candy’s story, the locum suggests that they aim to 
achieve what she and her regular physician both want – an approach tailored to 
suit Candy, yet also comprising ways that each party endorses for its potential 
to help Candy feel better and assist her physician to satisfy his moral interests in 
their mutual care. The locum physician and Candy agree to try to create such an 
integrated ‘win- win’ plan for caring for her diabetes. Faithful to their joint inter-
ests it will focus on activities that Candy can enjoy and conduct on her own and 
with others to improve her life, reduce her need for health care from her usual 
physician and optimize his ability to help both of them. The locum asks Candy 
what activities are fun and not fun respectively for her. He learns that walking 
hurts her knees but she likes watching tennis. Candy finds cooking and exercise 
boring but enjoys ‘surfing’ the Web. They identify Candy’s interest in digital 
media as a resource for her self- care. The locum encourages Candy to join an 
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online social support network of people with similar experience of living with 
diabetes. She can connect anytime with this group to feel less isolated and, with 
compassion, assist others who are like her. The network may also help her to 
learn about active video games she can play, standing or seated, at home or out-
doors using her smartphone. Playing such games will add a physical activity 
component to her lifestyle and provide unobtrusive feedback to help monitor 
her health. The locum also mentions online sites and management apps, for 
example offering fun meal ideas using her favourite foods to help manage her 
diabetes. All these plans for Candy’s self- care will assist her usual physician, who 
will revisit her smoking after she has implemented healthy but pleasurable habits 
for eating and physical activity.
 A second story further illustrates how person- centred health care can differ 
from patient- centred health care. Rudy is the type of patient that many 
physicians would describe as a ‘problem patient’. He always seems to present for 
care in a state of crisis, make clinically inappropriate demands and then react 
with anger and other negative emotions to the inability of his physician to meet 
these demands. His physician recognizes Rudy’s anger as pain and strives to 
understand and manage it with him. The pain they recognize is Rudy’s pain and 
the care they produce is for Rudy. However, the physician feels lonely, emotion-
ally exhausted and frustrated as Rudy’s behaviour continues to challenge her. 
To break herself free – and help Rudy – she makes her care person-centred by 
being courageously true to who she is as a person and gaining Rudy’s permis-
sion to tell him how their relationship makes her feel. She gently confesses to 
Rudy that it hurts her to feel some of his pain and to know that her feeling hurt 
weakens her care for him. Her emotional nakedness helps to establish with Rudy 
the credibility she needs in order to grow mutual trust between them and co- 
produce care for their shared benefit.
 These stories illustrate how my conceptualization of person- centred health 
care could look in practice. For such care to come fully to light, there is a need 
to focus on and foster preconditions for implementing it. Cultural and struc-
tural arrangements are needed to organize social development and social life in 
ways that cultivate and facilitate virtues that clinicians and patients require for 
this care. Obstacles to meeting this need include the difficulties of enhancing 
deep values, character and intrinsic motivation within existing social structures, 
including families and the education and health sectors.
 Regulatory and bureaucratic health systems, for example, retrofit concern for 
character and motivation into structures that limit clinical and patient freedom 
and moral action by standardizing social roles. For example, more than one fifth 
of experienced physicians in the United Kingdom have recently reported that 
workplace arrangements ‘sometimes’ or ‘often’ make it difficult for them to live 
up to their standards of good character.1 Intended to protect the public, struc-
tures including clinical practice guidelines, pay- for-performance programmes, 
and documentation and public reporting requirements can sometimes perversely 
influence clinical practice. Such arrangements can incentivize measurement fixa-
tion and ‘gaming’; increase administrative costs; restrict the time that clinicians, 
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struggling to protect their professional authority, can spend with patients;2 and 
limit patients’ opportunities for moral action. Without losing the need for exter-
nal accountability in health care, humanizing health care will require creating 
social structures and institutions that intrinsically motivate health care teams, 
including patients, to make moral decisions – for systems are only as good as the 
people using them.
 Accordingly, it is necessary to empower people to share control over, and 
responsibility for, their choices, which can be more complex than rules and prin-
ciples can codify. This need will require a cultural shift in society to redefine 
social roles and relationships and develop dimensions of personhood within 
social institutions associated with health care, families, education and techno-
logy. Such change is key to clinicians and patients developing good character as 
a public and private concern.
 As relational beings, persons can best address this concern through partici-
pating in communities to create ‘social and political arrangements that cultivate 
in citizens certain habits and dispositions, or civic virtues’.3 Progress toward 
these virtues will enable persons to progress toward actualizing their moral cap-
abilities and promoting civic life and the common good. Implemented across 
public–private spaces, person- centred health care ceases then to overwhelm, 
since it legitimates moral governing by people as a collective responsibility in the 
realm of citizenship. This perspective resonates with Paul Ricoeur’s unwilling-
ness to countenance people’s withdrawal from political and social engagement. 
Collective engagement by persons requires their participating in partnerships for 
social change.
 Such partnerships can connect service users and clinicians, for example 
through collaborative research approaches like Experience- based Co- design of 
services and care pathways. This approach involves staff, patients and even their 
carers in sharing their care experiences and working together to design, imple-
ment and reflect on public service improvements responsive to these experi-
ences.4 Values clarification and values development enhance these processes by 
enabling participants to restructure systems that attend to what people care 
most about; for values are inculcated in people, not directly in systems. Every-
thing flows from the person who, as Christian Smith notes, is ‘constitutionally 
social by nature’.5 For the common good of rehumanizing social life, people can 
be enabled to develop, recognize and draw on deep moral values to grow as 
persons and promote civic freedom through, and within, change to social 
systems. To imbue people with moral values and form their identity and ‘social 
character’, systems and institutions need to help them to develop their indi-
vidual character.
 This chapter will discuss potential strategies for implementing this conceptu-
alization. I will suggest ways to create a subculture- environment of social struc-
tures and processes for developing the character of clinicians and patients to 
advance social relations for person- centred health care. Specifically, I will discuss 
areas of social life that present opportunities to develop these conditions. I will 
begin with infants’ early character development through child- rearing, including 
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potential benefit from religious upbringing. Building on this foundation are dis-
courses and partnerships that can take place between families, schools and reli-
gious institutions to educate children in moral values and develop virtues. In 
health care, character education can further take place at young adult ages and 
through lifelong learning by health professionals and patients. Complementing 
character education and social reform is the potential for technology to mediate 
change, for example through informational media and the scope for moral 
bioenhancement and related advances to optimize moral being. I will discuss 
these openings for change before looking at how to review progress toward, and 
the impact of, implementing person- centred health care, and balance the welfare 
of patients and clinicians when their deep values differ.

Early character development

The genesis of moral character development is complex but may be evident 
from the time of birth, if not before. Evolutionary theory indicates that human 
beings have evolved to need responsive parenting.6 Attachment theory and 
ethics of care similarly relate moral development early in life to infants’ affective 
experience of protective social interactions with caregivers.7 Research in devel-
opmental psychology suggests that in the first year of infancy, receipt of love 
and care stimulate the uncensored development of an early pre- moral sensibil-
ity.8 As a psychological foundation for moral growth, this intuitive moral sense 
of how to act establishes in infants as they learn emotional and conceptual skills. 
Constitutive of a nascent understanding that other people have feelings, needs 
and intentions that can account for their actions, these skills support infants’ 
prosocial behaviour. The skills can form part of a moral value system before five 
years of age, by which time children can perceive caregiver expectations to try to 
meet in order to be ‘good’. This system can most easily develop in a stable and 
nurturing environment as reasoning grows during middle childhood and 
adolescence.
 Children need to be able to access these conditions for their early moral devel-
opment. Modern society invites concern that, through overprotection and under-
protection of children, social changes threaten this ability.9 These changes include 
increases in female participation in paid and unpaid work and a shift toward 
complex and varied family structures, associated for example with single parent-
hood and blended family households. Characteristic of these developments is the 
emergence of less clearly demarcated social roles, which reframe everyday tasks of 
caregiving and maintaining a home. Put simply, changing work demands, fluid 
family structures, and caregiving responsibilities risk colliding – and marginalizing 
children. In combining their work and caregiving, women in particular need to be 
able to access policy- supported social structures to help them care for themselves 
and others, including nurturance of the character of their children from an early 
age. Social policies to advance these goals could include flexible work arrange-
ments; expansion of non- parental childcare; father involvement in caregiving; and 
home–school partnerships for character education.
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 In terms of childhood schooling, most parents see character education as a 
central role,10 a role that also pleases children.11 Even if families do not want 
character formally taught in schools – for example because character education 
is believed to be outside the purview of schools, to manipulate moral choices, 
to be anti- educational and to risk mistaking good behaviour for good charac-
ter – character is ineluctably infused there through the ethos of the school and 
how its members interact with each other every day. The values and character 
that children develop link in turn to their cognitive development. For such 
reasons, as shown by a recent study of 68 United Kingdom secondary schools, 
children benefit educationally from training teachers to model good character 
in a school culture committed to whole character development.12 Involving 
255 teachers and over 10,000 14–15 year- olds, the study found that, with the 
right approach, ‘any kind of school can nurture good character’. To prioritize 
moral education in British schools, changes recommended by the report may 
yield concrete political action; for example, a 2012 report by the All- party 
Parliamentary Group on social morbidity concurs that ‘character and resili-
ence’ are essential roles of schools in enabling students to learn the meaning 
of a good life.
 Religious education through schools and religious groups can also connect 
with the religious background of the home to support character education from 
young ages. Religious upbringing and religious education can deepen moral 
character development. It is no coincidence that Catholic education is a leader 
of person- centred education in Europe and the United States. Its authority 
reflects the concern of the Catholic Church for profound aspects of human 
nature and personhood, including the quest for transcendentalism through the 
relationship of the person to a divine presence and judge. Jewish people, among 
others, have also been saliently civic- minded and philanthropic in performing 
good deeds from Jewish values acquired through approaches such as person- 
centred values clarification (which balances cognitive and affective components 
of personality development).

Character education

Beyond the cultivation of character and virtue in childhood lie opportunities to 
refine these qualities at young adult ages. I wish to focus on clinical education, 
especially in medicine, and patient education as fields of moral practice that can 
support relationship- building in health care, as well as lifelong moral learning 
and character development. These fields expose role modelling of person- 
centredness by professional and academic disciplines, which social learning 
theory suggests underpins how persons learn most human behaviour. The 
concept of the person has been central to models of nursing practice.13–17 And, 
with strong traditions in care practice, the humanities such as social psychology 
have also led developments in person- centred care, especially in areas like 
dementia.18 In medicine, person- centredness has been conspicuous in family 
practice, psychiatry and palliative medicine.
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 Despite erosion of trust in the family physician as the patient’s moral fiduci-
ary, family practice as an ideal has long been a natural role model for person- 
centred health care. As Ian McWhinney19 explained, ‘Family physicians are 
committed to the person rather than to a particular body of knowledge, group 
of diseases, or special techniques.’ However, despite its specialty focus and 
detractors,20 psychiatry – rather than family medicine – has led internationally 
the revitalization of person- centred medicine. Palliative medicine also stands out 
as understanding how, as persons and moral equals, patients and clinicians can 
care deeply for themselves and each other.21 Palliative care facilitates reciprocal 
caring by epitomizing situational and compassionate insight from experience 
into the meaning to persons of their lived world – insight engaging the emo-
tions and motivating moral learning and action.

Character education in medicine

Medical education has been slow to become patient- centred and even slower to 
become person- centred. Nevertheless, person- centredness is beginning to 
achieve recognition as part of a global resurgence of interest in advancing educa-
tion in medical ethics and professionalism through moral and character educa-
tion. In 2010, a global independent Commission on the Education of Health 
Professionals for the twenty- first century called for ‘nothing less than a remorali-
zation of health professionals’ education’.22 Its report envisaged socializing stu-
dents into professionals as ethical and enlightened change agents.23 This vision 
is consistent with developing virtue in medical students from their time of 
recruitment.
 Medical schools vary in how they select and teach medical students. Increas-
ingly, some schools in a growing number of countries are taking account of aca-
demic and non- academic selection criteria like personal skills; qualities that 
indicate aptitude for well- formed character traits such as empathy; and students’ 
backgrounds, with a view to promoting equality of opportunity as a democratic 
ideal destabilizing social privilege in medical education. Medical schools may 
then build, even at young adult ages, on the moral development of the students 
they recruit, or at least not train them out of their natural moral impulse for 
sensibility. The following discussion explores this educational influence against a 
backdrop of concern that medical schools too often deform rather than reform 
students’ professional development of personal qualities, values and intellectual 
and moral virtues.
 Education and training for medicine typically begin by providing students 
with expert knowledge and facilitating their linear acquisition of cognitive and 
technical competencies to apply rules, principles and codes of clinical and profes-
sional conduct. Two problems have arisen here. First, students have been taught 
what to know rather than to learn how to think when making clinical deci-
sions.24 To address this problem, students are now learning to draw on moral 
principles and good examples in a critical and disciplined manner to solve open- 
ended problems and justify their decision- making. Yet students can remain 
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unclear, for example, how to develop and balance critical thinking against exter-
nal constraints such as professional standards; other forms of medical authoritar-
ianism, including a quest for clinical certainty in the obscured face of ambiguity 
and uncertainty;25 and morally laden financial incentives, such as the promo-
tional gifts that some drug companies may offer even to medical students.26 
Thus, a second problem has been a failure to train students to deal with such 
pressures, which can act against a critical stance, through developing good char-
acter and emotional intelligence.
 Medical education has neglected such problems by not ‘grappling with deep 
issues of value and character formation’,27 and their relevance to students’ 
motives, whose impact cannot be easily assessed. Reasons may include the range 
of approaches to defining and assessing professionalism as a construct under 
threat,28 and the virtues inviting ill- founded, negative connotations. In the 
United States, however, a national survey found that most medical students 
support character education ‘as part of medical training’.29 Despite this support, 
character education tends to be an ‘add- on’ to the students’ training in medi-
cine rather than the substance of, and integral to, their training.
 Exemplifying this problem are siloed learning activities introduced from the 
social sciences, humanities and arts to develop students’ personal and profes-
sional skills. Such activities can reduce morality to a competency informed by 
task- enabling skills dichotomized from, and taking a back seat to, teaching 
about the biomedical and clinical sciences in medicine.30 Informative rather than 
personally transformative, the cognitive activities are insufficient in themselves 
to provide the comprehensive experience needed by students to cultivate a 
‘soul- changing’ way of living. Indeed, socialization processes, including discrim-
ination and teaching students by intimidating and shaming them (processes 
known as pimping), can undermine character education. During clinical rota-
tions, for example, hospital culture can erode developing moral qualities like 
affective empathy as students progress through their medical training into their 
clinical years.31 As a consequence, students can learn to tolerate unprofessional 
behaviour, become cynical, conform and self- care through non- reflective profes-
sionalism – characteristics hindering their wellness and personal and professional 
development. Reversing this experience requires culture change. Moral learning 
necessitates a community of practice that agrees on moral values and then, as 
Jack Coulehan27 explains, lives and breathes them.
 Internationally, a number of medical schools have been developing such a 
community oriented to training in, and practising the values of, person- centred 
medicine. Students learn to manage ethical dilemmas; avoid demoralization in 
dehumanizing learning environments; and flourish relationally, for example 
through reflecting on and discussing everyday interactions with each other, cli-
nicians and patients. Examples of these schools are found at Lima’s Peruana 
Cayetano Heredia University and, within Europe, at Milan’s Ambrosiana Uni-
versity, Brest’s Bretagne Occidentale University, Plovdiv’s Medical University, 
the University of Zagreb and Madrid’s Francisco de Vitoria University. Opening 
in 2010, following implementation of the Bologna process to modernize higher 
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education and training in Europe, the last of these medical schools, for example, 
emphasizes person- centredness from the first undergraduate years. Its curric-
ulum highlights scientific, clinical, human and relational dimensions of medical 
care. Also evident are person- centred learning sites outside medicine, for 
example in health sciences at Buskerud and Vestfold University College in 
southern Norway; in nursing at Edinburgh’s Queen Margaret University; and in 
the domains of Business and Economics, for which the Catholic University of 
America has created a character- based school. Although a focus on character 
development appears commonly fostered in educational institutions with a reli-
gious ethos, the concern to revitalize character education also forms part of a 
larger, post- religious movement.32

 Some other institutional role models in medicine do not explicitly identify 
with person- centred health care or a virtue approach to medical education, but 
exemplify educational practice consistent with both. Noteworthy here are 
opportunities offered nationally by the American Medical Student Association, 
including its Medical Humanities Scholars Program, book discussion webinars 
and Writers’ Institute. Regionally in the United States, the Indiana University 
School of Medicine continues to demonstrate leadership in building a moral 
community for undergraduate medical education. Rather than adopt typical 
culture change interventions, such as the implementation of an organizational 
values statement top- down,33 the School produces – as a curricular issue – trans-
formative, organizational change to the meaning and moral practice of medical 
professionalism. A commitment to moral, professional and humane values pro-
motes the virtues, as basic educational aims, to frame rule- based evaluations of 
actions. Sweeping and impressive changes made since 1999 warrant my further 
discussion of them.
 The School has produced a competency- based formal curriculum that aligns 
with an enhanced, informal curriculum. Aiming to produce personal skills, the 
competencies developed by the formal curriculum link learning experiences 
between the biomedical and clinical sciences to character- building and moral 
action.32 However, the School understands that, without a proper informal cur-
riculum, these developments would lack sufficient cohesion to produce virtuous 
physicians. Thus, as the social space in which unintended learning takes place 
continuously outside the formal curriculum, an informal or hidden curriculum 
has been developed to foster an everyday learning ‘climate of humanism’34 – a 
respectful climate for culturally safe, healthy and caring relationships to reinforce 
the moral values and teaching of the formal curriculum. The result is the seam-
less and transparent integration of the two curricula for medical education. 
Learning activities reinforce this moral learning environment.
 From daily experience of the informal curriculum, students produce inde-
pendent journals in the formal curriculum. The journals provide an opportunity 
for the students to develop personal knowing through reflecting on their experi-
ence of seminal events that express varying degrees of professionalism and ethics. 
Small group discussions enable the students to practise mentor- supervised and 
facilitated discernment of, and reflection on, salient ethical issues, for example 
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from edited and anonymized versions of narratives shared by other students. 
Therefore, rather than be merely instructed in good character, students learn 
about it by participating in activities conducive to its development. Opportun-
ities for creative and arts- informed self- expression add to this experience. They 
grow students’ narrative competence – ‘the ability to acknowledge, absorb, 
interpret, and act on the stories and plights of others’35 – through raising self- 
awareness for self- knowledge, personal growth and knowledge of others.36 Crit-
ical here has been fostering an environment in which students, and teachers, can 
speak freely and openly but politely37 to develop virtues less through studying 
them than practising living them; for, as Aristotle said, ‘Our examination is not 
to know what virtue is, but to become good.’
 So far, I have focused on undergraduate medical education. After medical 
school, physicians working in today’s complex health care environment continue 
to need and benefit from lifelong education including moral and character 
development. They depend for their personal and professional growth on 
working in health care organizations and systems that operate on and exemplify 
person- centred values, and enable them consistently to practise these values. 
Opportunities for such work include collaborating with patients, exposure to 
professional role models and participating in live and online courses and activ-
ities like group discussions. Groups include small groups, such as Balint groups, 
and larger groups comprising 35–200 participants, such as Schwartz rounds of 
interdisciplinary and interactive case- or theme- based discussions of psychosocial 
and emotional aspects of patient care.38 Before I discuss patient education per 
se, I want to elaborate on opportunities for small group learning during and 
after medical school.
 Specifically, Havruta- style learning – a Jewish mode of learning in pairs – has 
been applied for millennia to textual study of the Old Testament and Rabbinical 
commentaries, but in recent times also to learning in non- Jewish settings such 
as the Law classroom.39 After or before teacher- led learning, Havruta entails dis-
cussions in pairs (or small groups) in which each person, who may vary in level 
of knowledge and experience, shares responsibility for their own learning and 
for learning by their partner. In this partnership, Havruta ‘removes dependence 
on a teacher to provide a final or “correct” answer. Serving as a guide and parti-
cipant in the quest for understanding, the teacher becomes another seeker of 
the “truth” ’.39 Accordingly, Havruta answers the concern of Plato – in his 
Socratic dialogue, Meno – that virtue cannot be taught because teachers of 
‘human excellence’ cannot be found, or are not available in sufficient number 
for the traditional Master–apprentice model of education. Beyond the text 
whose meaning is interrogated, Havruta does not depend on the teacher’s con-
stant presence. Discussants learn moral virtue by engaging critically but demo-
cratically and safely in three core sets of behaviour: listening and articulating; 
wondering and focusing; and supporting and constructively challenging. Their 
supervised peer learning enables a kind of cognitive apprenticeship in which stu-
dents can learn from experienced others, besides the teacher. Disavowing a hier-
archy of intellectual and moral capacity, this learning environment puts into 
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action the moral equality of each person, who learns from, and even becomes 
the master for, the other. There is, likewise, scope for educating patients to 
partner with clinicians to clarify, question, develop and act on deep values in co- 
producing care.
 The physical and social environment can interact to support this vision. 
Architecture and design can help to engineer shared moral values within clinics 
and other community spaces.40 Clean, comfortable and welcoming waiting 
rooms facilitate moral–therapeutic goals for patient well- being and learning. 
Further supporting these goals are explanatory tools such as posters; brochures 
that list common questions and prompts for patients to use during clinical visits; 
and character literature, including fiction. Such positive distractions for patients 
can shorten perceived waiting times and support virtues like patience and polite-
ness. Consulting rooms, in turn, offer settings not only for clinical practice but 
also for shared moral learning. For example, corner- to-corner seating with chairs 
of the same height support a non- clinical feel and model social justice by mini-
mizing power differences. This safe arrangement of physical space is conducive 
to clinicians and patients modelling good character; and using verbal strategies 
such as appropriate use of storytelling and technology, and coached care pro-
grammes. Similar ecological principles support group teaching led by clinicians 
or patients in patient participation groups, peer support and advocacy groups, 
and social activity groups. In turn, patients (and clinicians) can create environ-
ments conducive to them acting well rather than badly.

Moral discomfort

Virtue takes time to develop. Repeated affirmation of the good, suggested Aris-
totle, makes it a disposition of personal habit. Critical to the need for practice, 
added Aristotle, is ‘The pleasure or pain that accompanies the acts.’41 According 
to Aristotle, pain ‘moves us to refrain from what is noble’, and indeed I have 
referred above to minimizing patient distress. However, a stimulus to moral 
action can also be pain or discomfort that comes from experience of adversity. I 
am not, of course, advocating for moral discomfort but I am suggesting that, 
when such discomfort presents, it can be potentially constructed as a moral 
resource – a resource that can be important to use because, as Helen Keller 
observed, ‘Character cannot be developed in ease and quiet. Only through 
experience of trial and suffering can the soul be strengthened, ambition inspired 
and success achieved.’ Chapter 2 discussed these issues for patients but they 
apply also to clinicians in training and practice. Clinicians can develop virtues 
like humility within a ‘pedagogy of discomfort’42 that values personal experi-
ence, or at least being reflective and responsive witnesses to experience, rather 
than just learned spectators.43,44

 For people to learn, for example, how to value moral equality and develop 
the virtue of justice, they can draw on experience of having suffered in some 
way, such as from personal experience of inequality. Such experience indicates 
moral sensitivity that can elicit strong emotions, especially those consistently and 
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firmly validated in the social milieu. These emotions can motivate persons to 
feel, reason and act in ways that validate their feelings and intuitions.45,46 The 
more powerfully that people experience inequality as intuitively incompatible 
with a good life – as something repulsive that educates and pricks their con-
science and especially their sense of vulnerability – the less likely they are to turn 
away from inequality. If the felt threat of inequality is strong enough, they will 
be moved not only to value equality strongly but also to practise deliberately 
their learnt skills to achieve it. Reinforcement of this value over time can lead 
them to cultivate the virtue of justice – to become fair persons who resist 
inequality within the constraints of their capabilities. A catalyst for change here 
is a developed conscience that wills persons to do what they deeply sense is 
morally right. Conscience is not infallible but, from an obligation to form one’s 
conscience correctly,47 person- centred health care requires exceptional circum-
stances before compelling people to act against their conscience.48

 At places like medical school, meaningful experience of discomfort is likely to 
require careful exposure to, and reflection on, activities ranging from acquaint-
ance with human cadavers to supervised engagement with ethical issues in 
diverse clinical settings from an early stage in the training. Vicarious experience; 
natural sentiment, including empathy; and the ability to bridge different sym-
bolic spaces may also be developed, for example through reflective engagement 
with truth- telling, fictional narratives from literature, film, poetry and other arts, 
as well as in real sites for social learning; for example, first year medical students 
at Madrid’s private Universidad Francisco de Vitoria visit a former Nazi death 
camp to help sensitize their appreciation of core values like moral equality, 
human dignity and the sanctity of life. The visit also highlights the importance 
of community service, a theme that schools can reinforce, for example through 
experience of volunteer work in places like hospices. However, I want to reiter-
ate the daily need to enculturate moral learning in ordinary social behaviour.

Social character

Personal character development facilitates and is strengthened by the contextual 
development of social character through the solidarity and power of social 
movements. Persons experiencing psychosocial strain can draw strength from 
their values and virtues by mobilizing these broad social alliances. An ‘injustice 
frame’ can develop in this context to challenge powerful institutions and act on 
available opportunities and resources to risk progressive social change to relieve 
the strain. Through the social reorganization of institutions to achieve more 
human ways of living, people can develop the freedom and will to resist strain. 
While this freedom is socially and historically situated, it is also personal.
 This conceptualization is relevant to how person- centred health care is 
reshaping role- person identities and human relationships in health care. The 
movement is promoting social and moral change at all levels of society to 
strengthen its own solidarity as a sociopolitical force for rehumanizing modern 
health care. To achieve this vision, person- centred health care is drawing on its 
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deep values and resources to advocate for, and bring about, social change. Rec-
ognizing the importance but also the insufficiency of political change, it is pro-
moting in health care and society as a whole the bottom- up development of 
conditions that put people first in a more human and virtuous world. Crystalliz-
ing and coordinating recent advocacy for person- centred health care initiatives 
have been change agents.
 These agents have led with passion and skill to motivate and recruit like- 
minded others who have a stake in – and can develop, adapt and implement 
with them – a shared vision for growing person- centred health care. Andrew 
Miles and Juan Mezzich stand out internationally as two such pioneers. From 
inside health care, they have been assembling global groups of professionals with 
the authority and resources to facilitate training, research and scholarship in 
person- centred health care, and promote and accomplish policy decision- making 
to re- personalize modern health care. To advance this mission, Miles and 
Mezzich have established formal structures and processes of good governance; 
forged alliances with leading health care professional and patient organizations; 
established academic journals – respectively the International Journal of Person- 
Centered Medicine and European Journal for Person Centered Healthcare; stimu-
lated the production of other academic and clinical texts; established social 
media activities; and organized international conferences and training courses. 
The conferences underpin plans for international meetings and publications to 
develop person- centred practice for specific health conditions and topic areas. 
Noteworthy also have been institutional leaders for change. Beyond the educa-
tional institutions noted above are pockets of research excellence such as the 
Gothenburg Centre for Person- Centred Care. It has used strategic funding to 
conduct research, produce educational resources and implement joint care pro-
grammes, particularly for persons living with long- term conditions.48 Further 
opportunities for leadership by change agents include promoting collaboration 
among the groups committed to person- centred health care; expanding this 
model into acute health care settings, like intensive care,49,50 and regions south 
of the equator; and integrating health care, the social sciences and the humani-
ties as well as person- centred clinical practice and people- centred public health. 
In turn, developing person- centred health care will require scholarly works, such 
as this one and effective modes of dissemination such as social media. Also 
useful may be natural experiments such as paying patients51 and clinicians to 
participate in approved forms of moral learning and moral reinforcement and to 
exercise virtue until virtue becomes its own reward.52 Yet, even evolutionary 
change can evoke classic psychological reactions. As Arthur Schopenhauer 
observed, before every truth is recognized, it is ridiculed and opposed before 
becoming ultimately self- evident.

Moral bioenhancement and other technologies

Character development and implementing person- centred health care can 
further benefit from advances in biological and psychological understanding. 
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Such advances underpin how new and emerging health technologies are 
developed, assessed and applied. Including medicines, devices, procedures and 
information and communication systems, the technologies respond to the needs 
of individual users for self- directed learning of content of personal relevance. 
Non- personalized technologies complement this development, as when Internet 
users adopt online personas to construct and express themselves and gain insight 
into these processes. Traditional media and social networking are informing 
people of such technologies, which can then acquire autonomy of their own; be 
simultaneously enabling and constraining; and support character development, 
for example through moral bioenhancement.
 Future technologies, particularly in genetics and neurobiology, may over-
come limitations of the fundamental human biology of persons. Biomedical 
moral enhancements are currently possible only to a small extent but pharma-
ceuticals in use may be impacting on moral agency and society. Thus, it seems 
plausible that developments in science may one day enable humankind to 
enhance (biologically based) personal capabilities and dispositions for socially 
sanctioned moral behaviour such as empathy, a sense of justice and spiritual and 
religious experience conducive to virtues like altruism.53 However, the overall 
aim here is ‘not to make persons virtuous but to make them better equipped to 
learn how to be virtuous’.54 Human enhancement technologies may be needed 
to achieve this aim because traditional methods of moral enhancement, such as 
education, have been insufficiently effective.
 This transhumanist vision of morally advanced human beings invites open- 
minded interest for its potential to support and augment the ability of moral 
education, upbringing, socialization and institutional reforms to help persons 
thrive and live well. More specifically, the project of moral bioenhancement could 
protect core liberal values and remodel moral psychologies. It could also remedy 
defective human nature and moral and psychological shortcomings exposed by 
human history; reduce criminality; support personal growth, cultivate wisdom 
through cognitive and moral flourishing; strengthen human dignity and quality of 
life; and avert threats to human extinction from immoral behaviour and major dis-
asters. Nevertheless, moral bioenhancement is a controversial concept.55

 The distinction between treatment and enhancement of ‘normal’ capabilities 
can be unclear. Of particular concern is that interventions identified as major 
enhancements could produce inauthentic persons who, assuming an essential 
self, are not themselves. In these terms, bioenhancement might diminish rather 
than improve human personhood, the meaning of which is constantly evolving. 
Critical post- humanists respond that identity is emergent or they avoid meta-
physical debates about the nature of personhood by treating ‘the “essential” 
attributes of the human being as already imbricated with other life forms’.56 The 
risk remains that bioenhancements could revive an execrable ideology of 
selective, sociobiological rebirthing.57 However, they would not then be moral 
bioenhancements, and the moral superiority of ‘post- persons’ would equip them 
not to threaten ordinary persons. Moral bioenhancements of persons – for 
example through psychopharmaceuticals, genetic modifications, or external 
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devices – could thus be used safely and judiciously to support the human mind 
and learning.
 This project will still need to resist and minimize unintended and undesirable 
side effects of bioenhancements designed to champion progress. To avoid hubris, 
humankind must use technology wisely in striving for moral excellence while rec-
ognizing that moral perfection is unattainable. Before bioenhancements can 
approach their moral potential, it will be necessary to elucidate the complex nature 
and mechanisms of moral thought and moral behaviour, and appraise the scope 
and capacity of bioenhancements to limit vices and cultivate virtues. It will also be 
important: not to misapply bioenhancements whose unregulated moral effects 
could vary in different situations; to minimize risks to personal freedom, moral 
diversity and debate; and to rejuvenate, not extinguish, egalitarian social and polit-
ical ideals that health inequalities threaten from unequal access to technology. 
With these caveats, improvements in moral character, motivation and skills across 
the ethics–technology boundary could help people to function as digital moral 
citizens; that is, use digital sites and other new technologies ethically to manage 
basic problems of daily living and advance the human condition.
 Indeed, users themselves require the new technologies to facilitate ethical 
practice, for example by enhancing morally appropriate virtual realities with a 
high degree of realism. Users’ ability to personalize these realities by custom-
izing online experience adds to this realism. Perceptual and interactive features 
of telemedicine and other virtual reality systems will progressively resemble the 
real world for each person in an expanded range of settings. However, clinicians 
and patients will need to reconsider what it means to ‘see’ and be present with 
each other during virtual visits. If these visits aim to deepen empathic connec-
tion, simulating physical presence may not matter so long as clinical encounters 
maintain professional standards. But what if the distinction between doing 
things and merely experiencing them is important? Then, as simulations begin 
to efface or supersede any original, persons may depend on moral bioenhance-
ment to enable them to stay mindful that the landscapes are simulated realities 
into which they risk withdrawing. Given such precautions, there is potential to 
enhance virtual reality systems in which users interact with computer software 
and expand online connectivity. For example, smartphones and telemedicine 
can facilitate patient access to health care and enable clinicians to return to 
caring for patients – including those with restricted mobility – in their own 
homes and communities. In the future, interactive touch technologies that digi-
tize the sense of touch may even enable users to feel something not physically 
there. Together, bioenhancement and ethical use of ethical technologies hold 
the promise of managing new intimacies and an altered sense of reality in quasi- 
private spaces, where concerns also persist over personal security and privacy.

Assessment of progress

I have discussed preconditions for the operational development of person- 
centred health care, suggesting how values of this practice model and personal 
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virtues and good character can be learnt and given voice. A key next step is to 
assess progress toward making these changes through formative and summative 
assessment of the internalization of core values and the possession of relevant 
virtues. Informal judgements of the goodness of persons take place every day, of 
course, but with varying degrees of success. For purposes such as educational 
review and health care regulation, formal tools have been developed therefore 
to measure character and person- centred health care practice.58

 These assessments are complex. Current tools for measuring person- centred 
health care as a complete practice model, such as the Person- centred Care 
Assessment Tool (P- CAT),59 tend to focus on beliefs, preferences, experiences 
and proxy- based outcomes of this care, often for older persons; yet people fre-
quently cannot provide comprehensive accounts of their thinking. Moreover, 
the assessment tools reflect very different and rarely well- developed understand-
ings of person- centredness, making them difficult to interpret, use and compare 
in health research and practice. Even measurement tools for patient- centred 
health care are evident in recent reviews of the approaches and tools available 
for measuring person- centred care;58,60,61 and I am concerned that the term 
‘measurement’ itself restricts assessment options to quantification, excluding 
potentially rich insights from qualitative evaluation.
 Other evaluation tools focus on components of person- centred health care. 
For the patient–clinician relationship, they include the Person- Centred Com-
munication Coding System,62 and a measure of reciprocated caring between cli-
nicians and patients.63 Additional tools have been developed to indicate 
individual traits of good character, such as trust among clinicians and patients. 
For example, tools measuring trust by patients in their physician include the 
Patient Trust Scale,64 the Patient Trust in their Physician Scale,65 the Interper-
sonal Physician Trust Scale66 and the Wake Forest Physician Trust Scale.67 
Related tools assess patient trust in physicians in particular specialties68 and trust 
in people in general.69 Using these tools in combination with a tool assessing 
physician trust in the patient70 can indicate mutual trust and hence moral equal-
ity, in patient–clinician relationships.
 Tending to rely on self- reports, however, such assessment tools are prone to 
a range of cognitive biases including self- deception and social desirability. Moral 
dilemmas offer an alternative way to assess the presence of virtue, but the evid-
ence they indicate of moral reasoning ability might not equate in turn to moral 
action. The best evidence that clinicians and patients have of personal qualities 
such as trust can be expected to come from triangulating, at different times and 
sites, objective measurements and qualitative data gathered from sources includ-
ing observations, interviews, notes and documents. In this context – and build-
ing on my work with Vikki Entwistle to develop indicators of core virtues in 
clinical practice52 – Table 8.1 suggests sample indicators of the modest founda-
tional values and virtues identified in Chapter 7, which can be assessed relation-
ally for clinicians and patients to meet agreed priorities of these persons in their 
situation. Indicators of the virtues in each party have been developed to 
represent two directions of care in the clinician–patient relationship: self to other 
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and self to self. I have reintroduced this structure from our earlier tool63 and 
from Chapters 2 to 5 to contextualize variation in the influence of virtue across 
social roles in clinical encounters. Use of the indicators requires quantitative and 
qualitative assessments for research and clinical practice.
 Consider, for example, assessments of moral equality through the clinician 
and patient trusting each other and themselves. One indicator of the component 
of clinician trust in patients is the extent to which the clinician trusts them to 
adhere to agreed treatments. Frequent follow- up assessments of patient adher-
ence (vis- à-vis treatment effectiveness) could indicate lack of trust by the clini-
cian. In contrast, from the perspective of the Russian proverb, ‘trust but verify’, 
at least occasional follow- up is expected of good clinicians in order to justify 
their level of trust. Contextualizing the appropriateness of this clinician trust is 
whether patients have a history of keeping appointments and setting and achiev-
ing challenging but feasible goals for their health. These indicators can be 
assessed objectively through medical records, and subjectively through patient 
self- reports, interviews and observation, for example of patients’ body language 
(even though it can be difficult to read). Much more work is needed, however, 
to develop person- centred evaluation methodologies for health care. Progress 
here may benefit from a framework that I published for evaluating the per-
son-centredness of different study designs.71 This 5Cs framework suggested a 
need to consider using designs whose person- centredness is indicated by being 
case- oriented, co- constructed, caring, contextualized and complete.

Balancing

Congruence between patients’ priorities and professional standards is likely 
when patients and clinicians share the same deep moral values.72 Inevitably 
however, multifaceted and complex values and interests sometimes pull patients 
and clinicians in opposing directions, as exemplified by potential tension 
between patient autonomy, clinician beneficence and societal security. Common 
sense then requires balancing the rival interests to relieve moral dissonance and 
tension and promote mutual and interdependent welfare. Evidence of the clini-
cian and ideally the patient developing good character facilitates their shared 
capability to achieve balancing. Indeed, if the colour white symbolizes virtue – 
as in Malcolm’s claim that ‘Black Macbeth will seem as pure as snow’ when 
people compare them – then the kind of assessment described by Table 8.1 
sketches a white prescription for balancing.
 The table indicates virtuous behaviour that the person- centred clinician and 
patient commonly need to exhibit in order to share and assess or weigh opposing 
interests, and cooperate to construct unified preferences. Reconciliation of moral 
interests through balancing as a decision- making heuristic allows the strong inter-
ests of neither the clinician nor the patient to overpower countervailing interests 
of the other party. Unequal interests of the patient and clinician are balanced 
when they consensually inform a solution that satisfies each party’s divergent 
expectations and concerns. Such a solution resolves temporary imbalance, protects 
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the natural order of moral equality inherent to personhood, and provides stability 
and meaning for optimal clinician–patient interaction and mutual flourishing. The 
‘multi- perspective’ approach of values- based health care73–75 similarly emphasizes 
using social processes to facilitate balanced decision- making within clinical 
encounters. These processes respect the values and interests of the clinician and 
patient. However, my approach adds the requirement to develop virtuous persons 
who maximize their joint capabilities to balance competing interests by optimiz-
ing situationally just outcomes. Because these capabilities vary, the balancing tends 
to be asymmetrical.
 In art, asymmetrical balance means that different elements of a composition 
offset each other, carry equal visual weight and produce a sense of harmony 
overall. In content, form and lighting, for example, Johannes Vermeer’s paint-
ing, Woman holding a balance, asymmetrically balances its elements, including 
an empty pair of fine scales at equilibrium. Likewise, person- centred health care 
exemplifies asymmetrical balance. The relationship between clinicians and 
patients remains asymmetrical in its distribution of resources and power in 
favour of the clinician (despite role convergence and reduced social distances 
between them). However, assumed on the basis of their personhood to have 
equal moral interests, the clinician and patient can weigh their different interests 
– even if this means presenting facts on one side and opinion on the other – to 
make balanced treatment decisions. In the absence of intervening obstacles, 
these decisions can be implemented and mutually satisfying. Asymmetrical 
balance is evident to the extent that the clinician and patient trust, apprehend, 
and reconcile or stabilize moral weights for their different interests. In this close 
but unequal relationship, patients can trust the clinician as a confidante who will 
treat private and intimate details of their lives safely and effectively. Each party 
sees the other as another self who pulls their weight in the same direction so 
that the moral force of their movement enables them to flourish or at least be 
no worse off.
 Balancing is a commonplace practice that is familiar and intuitively meaning-
ful to persons. Clinicians and patients already negotiate and self- balance (inter)
personal interests in their personal and work life. However, I envisage that 
asymmetrical balancing of interests in the person- centred clinician–patient rela-
tionship depends for its success on virtuous discourse as a communicative 
process grounded in moral values and good character. Inclusive, democratic and 
relational, this discourse begins with dialogue and may proceed to deliberation. 
Each form of open inquiry goes beyond analytic thinking to include prudential 
reasoning. This reasoning includes, and achieves, epistemic justification through 
maximizing coherence with other relevant moral virtues, as well as emotion and 
moral intuition.
 Dialogue takes place when the clinician and patient (or agent) meet as 
persons who respect each other’s uniqueness but also each other’s moral equal-
ity. Within a relationship of mutual recognition, they work together to explore 
issues that require discussion. The purpose of this exploration is to bring their 
beliefs, values and assumptions out into the open; build joint understanding of 
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them; and freely and safely explore differences and common ground, since inter-
ests cannot be considered until they are expressed and apprehended. Thus, the 
emphasis of the dialogue is on discovery and learning of values, preferences and 
research, not persuasion and judgement. To resolve differences and problem- 
solve when each party is concerned about its own and the other party’s out-
comes, deliberation can follow dialogue.
 Deliberation can both debate the nature and significance of relevant criteria 
for choosing between preferences, and reconcile or integrate them with the best 
available research evidence. Jack Dowie and his colleagues76 have demonstrated 
how, in patient- centred decision- making, online decision support can use prac-
tical and user- friendly software to implement this process to generate the best 
estimates available of how well each preference option performs; and this 
approach could extend to include clinician- specific preferences. However, lim-
itations on the ability to quantify all preferences beg the opportunity to integ-
rate quantitative and qualitative methods. A synthesis matrix, for example, could 
use numbers to tabulate the level of agreement between qualitative and quant-
itative evidence.
 Inherent to dialogue and deliberation are the virtues developed and exercised 
by the clinician and patient. These virtues include these parties developing the 
practical wisdom to listen politely to, question respectfully, reflect fairly on, and 
negotiate in good faith the values and perspectives of the other person(s) along-
side their own position. Such negotiation may be achieved through cooperative 
strategies that include trading, logrolling (or compromise when there is a moral 
imperative to find a solution) and, in particular, bridging – the epitome of 
interest- based negotiation that respects the moral equality of the patient and cli-
nician, and related notions such as reciprocated caring.
 When the positions of the clinician and patient differ significantly, bridging 
creatively crosses the decision gap between them by striving to produce a new 
decision option of high joint benefit. This option is an integrative moral agree-
ment that provides the greatest good overall for both parties. In also strength-
ening the clinician–patient relationship, the agreement is unlikely to be 
repudiated once reached. Bridging requires the clinician and patient to refocus 
on their key common interests to reframe their positions on the most significant 
issues dividing them. Neither party compromises its deep values but mutual 
concessions on low priority matters may be required of the clinician and patient, 
who may also choose to ‘agree to disagree’ on intractable issues. Strategies to 
facilitate and achieve bridging vary with the type of constraint to overcome. For 
example, time constraints on taking preferred options can be overcome by 
implementing options in either an alternate or contingent sequence.77

 In the diabetes example given at the start of the chapter, the clinician and 
Candy drew on their shared interest in protecting Candy’s health without com-
promising her personhood. Consistent with the values and virtues indicated in 
Table 8.1, they separated this unifying interest from their different starting posi-
tions on how tightly they should aim to control her blood sugar. Then they cre-
atively and respectfully explored ways to make healthy lifestyle changes fun and 
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feasible for Candy, resolving her concerns about burden, loss of identity and 
risks to health. The example illustrates how an unmet opportunity exists to 
introduce bridging and other approaches to integrative negotiation into clinical 
practice, as well as education – for example through role- playing. These 
approaches can be developed and implemented as part of a larger focus on 
enabling students to acquire and exercise practical wisdom as an embodied 
process of intellectual and moral judgement, known as prudence or phronesis.
 Rather than adhere to predetermined and prescriptive rules, clinicians and 
other persons need to learn to draw on prudence in particular, concrete circum-
stances. Otherwise they risk making situationally immoral decisions, even for 
ostensibly moral reasons. Prudence can protect against this hazard by guiding 
orchestration of the different virtues in order to assess and bridge moral goals 
and ends. Through prudence therefore, as a meta- virtue, persons exercise ‘the 
capacity or disposition to select the right means and the right balance between 
means and good ends’.78 Without prudence, those who love justice, for example, 
will not necessarily know, in their situation, what is just and how best to balance 
justice against other virtues such as courage and forgiveness. According to Aris-
totle, prudence is taught, guides virtuous reflection and through experience 
eventually becomes a habit.
 Similarly, I see prudence as shaped over time by all moral learning, including 
integrated formal and informal curricula and recourse to moral exemplars in a 
nurturing moral community. Mitigating in this context the unequal distribution 
across clinicians and patients of material prerequisites for reasoned thinking, and 
the presence of uncertainty and risk, the meaning and scope of prudence go 
beyond practical reasoning. As conceptualized using dual process theory from 
cognitive and social psychology, prudence links fast, intuitive thinking, or nous, 
as tacit knowing from associative memory (System 1) and a conscious, control-
lable and reflective process of slow and rational thinking (System 2). Prudence 
further promises an Apollonian–Dionysian balance between the forces of reason 
and emotion, and many other virtues such as justice and good faith.79 This 
inclusive conception of prudence accommodates for clinicians and patients a 
role for both conscious and intuitive unconscious judgements to inform inten-
tions and future action.80 Although prone to producing biased or inaccurate and 
unverifiable judgements,81 intuitions can be personally meaningful and signi-
ficant, and acquire credibility, under certain conditions. These conditions 
include lived experience and the absence of strong research evidence, especially 
of complex, ill- defined and time- limited situations. Values, virtues and reasons 
here may not be fully and easily articulated but may be made mutually under-
standable by imagining oneself in the position of the other person. Based on 
processes of direct and indirect perception, intuition then may insightfully and 
universally mediate the use of reason and emotions as appraisal mechanisms, in 
particular, individual cases of communication. In this context, persons may also 
learn to recognize when System 1 thinking risks leading deliberations astray, 
requiring System 2 thinking that is slow, analytic and effortful. New situations 
with which the person is unfamiliar, or tension between virtues, may also require 
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System 2 thinking. For example, a patient might want to offer a gift to his clini-
cian out of gratitude, but be uncertain the first time whether or how to do so 
out of fear the clinician will question the motivation for, and appropriateness of, 
the gift- giving.

Conclusion

Implementing person- centred health care requires producing social conditions 
conducive to clinicians and patients developing and exercising virtues and good 
character. These conditions include social structures and processes within fam-
ilies, schools and the community as well as new and emergent technologies. 
Virtue is conceived here less as a skill to be learnt in the classroom than as a way 
of being and everyday living into which persons can be socialized and encultur-
ated at all levels of society. Assessment of progress toward meeting these goals 
will require developing and integrating evaluation tools and related approaches 
– quantitative and qualitative – for use in health care practice and research. 
Evaluation then can indicate good character among clinicians and patients, who 
are relationally disposed in their circumstances to practise the virtues and live 
good lives together. Nevertheless, how virtue can best balance the welfare of the 
clinician and patient will now demand empirical attention.
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