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REFLECTION

Looking Within: Intentions of Practice for Person- 
Centered Care

ABSTRACT
In order to integrate the biological, psychological, social, and existential dimen-
sions of care into my day-to-day clinical encounters with patients, I have worked 
to cultivate several intentions of practice. These intentions of practice—habits of 
mind that nurture my resolve to attend to patients as complex human beings—
help me navigate my interactions with patients and families in ways that are 
simultaneously efficacious and therapeutic. When routinely recalled and adeptly 
implemented, they are what distinguish me as a competent and capable prac-
titioner of person-centered care, when I am at my best, from when I am not. I 
present them here in hopes that others may find them useful as they progress 
down their ongoing paths as healing physicians.

Ann Fam Med 2017;15:171-174. https://doi.org/10.1370/afm.2037.

As a young physician, many years ago, I felt frustrated. I felt unful-
filled by the constraints of the strict biomedical model in which I 
had been trained, severely limited by the narrowness of its focus. 

Fortunately, several senior members of my chosen discipline—I am a 
family physician—explained to me the value of connecting with patients 
relationally through the expression of affinity, intimacy, and reciprocity 
in clinical encounters, over time.1 They urged me to see patients as indi-
viduals in context of their families, their communities, and the social and 
built environments in which they lived.2,3 They suggested I investigate 
and make use of the “unclaimed space” between reductionist medicine and 
public health.4, p. 228

Supported in their thinking by the written works of other clinician-
scholars,5-9 they fostered my nascent realization that both situational and 
emotional dimensions of life are crucial determinants of health and heal-
ing. They offered me a blueprint for practicing person-centered care. 

This blueprint has meant reorganizing how I think about the problems  
presented to me in clinical settings.10 It has meant seeing people first as 
relational individuals—members of families, neighborhoods, and commu-
nities, influenced by cultural norms and social forces, and motivated more 
by hope and fear than by statistical probability or rational deliberation—
prior to addressing their physical concerns, as appropriate to the situation 
at hand.11 It has meant conceptualizing family as a metaphor for the many 
dimensions of care that are not strictly biomedical in nature, all in order to 
maximize the therapeutic value of my knowledge and skills.

It is not the simple fact of being a family doctor, however, that has 
sanctioned me to practice person-centered care. When I truly practice 
person-centered care—when I honestly integrate the biological, psycho-
logical, social, and existential dimensions of care into my daily work with 
patients—it is less because of my professional training and more because 
I have worked to cultivate several intentions of practice. In this essay 
I review these intentions, reflect on some challenges they present, and 
invite others to consider putting them to use in their practices.
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INTENTIONS OF PRACTICE
The following 7 intentions of practice—habits of 
mind that nurture my resolve to attend to patients 
as complex human beings–help me navigate clinical 
encounters in ways that are simultaneously clinically 
efficacious and healing for patients. When routinely 
recalled and adeptly implemented, they are what dis-
tinguish me as a competent and capable practitioner 
of person-centered care, when I am at my best, from 
when I am not. 

May I Recognize Patients as Whole People 
First and Foremost 
My patients are not a compilation of the physiologi-
cal pathways, organ systems, and neural connections 
that were the focus of my medical training (and are the 
direct target of the pharmaceutical therapies I have at 
ready in my professional armamentarium). Rather, they 
are human beings, complicated and complex, made 
complete (and occasionally confusing) by a range of 
assorted emotions, histories, and learned behavioral 
patterns, especially when made manifest in the form of 
wants and expectations. I, too, am a human being. It 
is in offering up a human connection—a shared pres-
ence—that I can potentially transform a visit focused 
on curing disease and managing illness into one from 
which might arise the kind of therapeutic milieu that 
leads to healing.12

May I Practice Honestly With Others and Myself
People rarely come to me to tell me all that is going 
well in their lives. The nature of my work is more com-
monly filled with complaints wrought full of frustra-
tions, fears, anger, anxiety, and just plain ignorance. 
My job is not to “sugar coat” the truth for patients; 
neither, however, is it to unveil more than they can 
bear. It is, aware of how people’s capacities to face bad 
news and make difficult choices can be mutually cre-
ated, to balance reality and hope.13 My job is also to 
step up when my skills are needed and, concomitantly, 
to know when situations are beyond my capabilities. 
It is simultaneously to acknowledge both my strengths 
and my limitations.

May I Accept What Emerges in the Clinical 
Encounter 
I am not my patients’ keeper. Although I do make 
recommendations based on relevant understandings 
of risk, my patients lead their own lives. Some of the 
choices they make seem like inevitable responses to 
difficult circumstances, and others like inconceivable 
alternatives in the face of known hazardous outcomes. 
Still others seem like incontrovertible unhealthy 
choices, some occasionally coinciding with unavoid-

able bad luck. My work is to accept and address what-
ever comes up in my encounters with patients, so that 
I might better nudge people along toward health with 
respect, wherever they are on their path, rather than 
condemning them and the way they lead their lives.

May I Share the Responsibility of Care 
I work with others. Even in the hospital, where I typi-
cally desire more control than when I am situated in 
the office, I do not work in isolation. Family mem-
bers and loved ones, receptionists, medical assistants, 
nurses, social workers, psychologists, and medical col-
leagues (both generalists and subspecialists)—they are 
all part of my clinical household, each contributing in 
their own way to the process of attending to patients. 
That I may often take the lead does not mean that I 
cannot also follow and learn from others. In patient 
care, as in dancing, graceful movements are created 
relationally using experience, intuition, and awareness 
as guides to progress from one step to another.14

May I Be Calm in the Face of Uncertainty 
Medicine is often messy work, regardless of where 
it is practiced. We may imagine that the next big 
scientific breakthrough will solve many of the physi-
cal problems from which people suffer. The reality is 
that given what we know about how social determi-
nants, lifestyle choices, and normal aging affect illness 
outcomes,15 a large proportion of us will experience 
setbacks in our health if not outright disability over 
time.16 And, of course, all of us will eventually die. In 
the meantime, we have neither perfected science to a 
point where a normal laboratory result will guarantee 
clinical success, nor have we figured out, even in eco-
nomically wealthy countries like the United States, 
how to provide equitable access to medical care for 
all people. In light of these realities, especially when 
working one-on-one with patients, I strive to hold in 
my consciousness an open awareness of the anxiety 
that comes from confronting suffering with imperfect 
tools and within a deeply flawed system. I try, in turn, 
to project a non-anxious presence and advocate for 
health in spite of the constant muddle in which we 
find ourselves situated.

May I Work to Protect Patients
Knowing that our current health system has signifi-
cant problems, many of which I believe are predicated 
on models of scientific reductionism and corporate 
industrialization, I intentionally seek to safeguard my 
patients. I hope to provide for them a figurative refuge 
from all the advertisements, come-ons, and quick fixes 
that are part and parcel of our contemporary medi-
cal culture. It is not from the inevitability of death 
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that I try to protect them, but from illusions of inap-
propriate expectations and excesses of overtreatment. 
Moderation is my mantra. Education is my instrument. 
Patience is my virtue.

May I Be Authentic 
Early on, regrettably trusting the informal curriculum 
that formed much of my professional identity forma-
tion, I questioned my place and worth—the power of 
medicine, I was convinced to believe, was in science, 
knowledge, and the application of highly technological 
skills. I was wrong. There certainly is power in science, 
knowledge, and advanced technology, and in certain 
critical situations they absolutely can be lifesaving; 
these situations, however, are the exception rather than 
the rule. Vastly more often than not, how I conduct 
my work is as important as what I actually do clinically, 
and I am confident that my interpersonal awareness 
contributes to my therapeutic efficacy. My confidence 
is supported by humility, respect for others, and resil-
iency in the face of failure.17 I believe in the power of 
person-centered care.

FURTHER REFLECTIONS
As obvious to me that I can and do attend to these 
intentions of practice is the reality that there are many 
times I do not. I sometimes find myself sidetracked by 
the very science and technology that I consider fun-
damental to medical practice. I get caught up in the 
minutiae of laboratory results, misjudging their worth 
as a simulacrum for patient well-being. I fail to appro-
priately integrate the desktop computer seamlessly 
into the consultation. I cut corners in order to “get to 
the point” when I am running late (a tactic that invari-
ably seems to fall flat and leaves me dropping further 
behind). I succumb to boredom and fatigue. Not infre-
quently a lack of communication is the biggest culprit 
when things go awry; somewhere along the line I have 
failed to grasp something the patient, a family mem-
ber, a fellow staff member, or a clinical consultant has 
either subtly intimated or directly stated, and my own 
relational capabilities suffer.

Also clear to me is that some reading this will ques-
tion (1) whether intentions can be taught, and (2) can 
their effects be measured? I respond, first, by pointing 
out I know they can be learned, as I have learned them 
and continue to grow my appreciation of their meaning 
and usefulness. I suspect that transformative teaching 
methods are much more likely to help learners explore 
such habits of mind than are ones commonly used in 
traditional settings of medical education.18 Second, 
although the jury is still out, promising evidence exists 
as to the utility of mindfulness and self-awareness train-

ing among medical practitioners.19-20 These innovations, 
as well as much broader attempts to bring cultures of 
compassion to whole institutions,21,22 may help pave the 
way for developing the kind of personal professional 
perception the 7 intentions above promote.

CONCLUSION
The core of being able to provide person-centered care 
lies not “out there” with patients, families, other per-
sons, or even the doctor-patient relationship. Instead, 
this core lies “within”: within the vision of how we 
see the people who come to us as patients, within the 
understanding of our roles in their lives, and within 
our own intentions of practice. “Within” lies the funda-
mental mindset we bring to both reflecting upon and 
nurturing our work in clinical medicine. My own inten-
tions of practice have helped me develop the knowl-
edge, attitudes, and skills needed to become a healing 
physician. They have, for me, been sources of personal 
and professional enrichment. I invite you to consider 
what intentions of practice may help you along your 
professional paths. May they be of service as you learn 
and grow in your work of caring for patients.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/15/2/171.
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