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There is growing interest in patient-centered care, defined by the Institute of Medicine as “care that is
respectful of and responsive to individual patient preferences, needs, and values.” Although generally
accepted as uncontroversial, the notion of “centering” care on our patients is in fact quite revolutionary.
Because medical teaching, research, and practice have traditionally been organized around diseases
and organ systems rather than patients, making care more patient centered would require no less than
a paradigm shift in how we practice medicine. This would call for a frameshift in how we envision our
role as health care providers and fundamental changes to the health care delivery systems in which we
practice. Although individual providers may have limited power to change health systems (at least in
the short term), there are some simple strategies within our reach that can help make our care more
patient centered. These include a willingness to listen, make time, go beyond our job description, re-
imagine what it means to provide “good” care, and see value in relationship building. Although putting
these practices to work in the complex, specialized, and fragmented health systems in which many of
us operate may be challenging, I would argue that this is a “beautiful challenge” with potentially far-
reaching benefits for both patients and providers.

Introduction

There is growing interest in patient-centered care, defined
by the Institute of Medicine as “care that is respectful of
and responsive to individual patient preferences, needs,
and values and [ensures] that patient values guide all
clinical decisions.”1(p 40) Because medical teaching,
research, and practice have traditionally been organized
around diseases and organ systems rather than patients, the
concept of patient-centered care is in fact quite revolu-
tionary. Centering care on our patients would require no
less than a paradigm shift in the way we practice medicine,
a frameshift in how we envision our role as health care
providers, and fundamental changes to the health care
delivery systems in which we practice.2,3

Organization of care delivery around a disease-based
framework can create conflicting treatment priorities,
overlook what is most important to individual patients,
and obscure their emotional experience of illness.4-6 A
large body of work at the intersection of the social
sciences, humanities, and medicine has highlighted the
failure of the biomedical model of health, which underlies
contemporary clinical practice, teaching, and research, to
address the whole person and the existential and emotional
needs of individual patients.7-11 Summarizing this body of
work, the anthropologist Cheryl Mattingly explains,
“Those essential moral questions that plague the sufferer of
serious, disabling illness—‘Why me? Why now? How can
I go on with my life?’ and even ‘who am I now?’—are
precisely the ones biomedicine sidesteps.”10

Patient-centered models offer hope for a more integrated
approach to care that can address concerns of greatest
importance to individual patients. However, the delivery of
patient-centered care is not without its challenges for pro-
viders trained and now practicing in health care systems

grounded in the biomedical model of health. Drawing on
my own experiences as a clinical nephrologist, I outline 5
overlapping and mutually self-reinforcing strategies that I
have found to be useful in centering care on my patients.
Although putting these to work in the complex, specialized,
and fragmented health systems in which many of us operate
can be challenging, I would argue that this is a “beautiful
challenge” with potentially far-reaching benefits for both
patients and providers.

Strategy 1: Listening

An 81-year-old patient of mine who had been receiving
dialysis for only a few months was recently hospitalized for
failure to thrive. While in the hospital, she began to expe-
rience a fixed delusion that the contents of her body were
flowing out of her fingers. Efforts by the inpatient team to
identify and treat the source of her delusion had, to date,
been fruitless. Six days into her hospital stay, she aspirated
after eating dinner and was transferred to the intensive care
unit (ICU). I happened to be visiting with this womanwhen
the ICU team rounded the next morning. The attending
politely introduced herself and asked how the patient was
doing. The patient launched into a detailed description of
the fixed delusion and her worry that her husbandmight not
be able to care for her at home. She was only partway
through this account when the ICU attending gently inter-
rupted her to ask if she felt short of breath and whether it
would be OK to listen to her lungs. Following a brief
physical examination, the attending outlined the plan to
continue empiric antibiotics for hospital-acquired pneu-
monia and the team moved on to the next patient. That
night, the patient became unresponsive while talking with
the nurse and was found to be in cardiac arrest. She received
cardiopulmonary resuscitation and was intubated, but
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became progressively hypotensive and hypoxic overnight.
After a family meeting the next morning, the patient was
transitioned to comfort care.

Under the biomedical model of health, the underlying
disease process and available treatment options often shape
our interactions with patients.12 In the previous example,
the patient was in the ICU because of aspiration pneumonia
and it was the job of the ICU team to manage this, making it
important to prioritize the lung examination and related
treatments. Under a more individualized patient-centered
approach, underlying disease processes and their treat-
ments may still matter, but care focuses on the whole pa-
tient, whose goals, preferences, and values now move to
center stage.5 Listening to what bothers and matters to the
patient and framing our recommendations in this context is
foundational to patient-centered care. Without listening to
patients, it is impossible to understand the totality of their
experience, what they hold most dear, and ultimately how
wemight best help them. Although it is notoriously difficult
to predict the timing of death, onewonderswhether the ICU
team’s narrow focus on managing this woman’s aspiration
pneumonia may have blinded them to the big picture of
how sick she was and how little time might be left for them
to listen or for her to be heard.

At the beginning of the conversation between a patient
and a provider, neither party may know what they do not
know. Implicit to a patient-centered approach to care is a
willingness to learn about the patient’s experience and
what is most important to them. The understanding and
rapport gained from listening can then provide a founda-
tion for an ongoing conversation that leverages the pro-
vider’s expertise about illnesses, treatments, and health
systems and the patient’s expertise about their illness
experience and what is most important to them.

The kind of open-ended approach that this calls for de-
viates from the more scripted approach many of us learned
in medical school that is by and large expected by our
training programs and health care systems. In her article
“Confronting ‘culture’ in medicine’s ‘culture of no cul-
ture,’”13 the anthropologist Janelle Taylor describes how
medicine’s “hidden curriculum” teaches physicians in
training to “see” some things and “un-see” others based on
the needs of the biomedical model.13-15 The ethnographic
work of Kang and Stenfors-Hayes16 in a renal surveillance
clinic in a large Canadian hospital provides a good example
of this. These authors noticed how nephrologists tended to
be receptive to patients’ concerns about disease-related
matters such as dialysis decision making but dismissive of
nonmedical concerns such as aging and loss of function.16

Many aspects of day-to-day nephrology practice serve as
a very real barrier to open-ended listening. It can be
extremely difficult for us as providers to set aside our own
concerns based on the needs of the biomedical model. We
might be thinking of the limited time available, the very
elevated blood pressure or grossly abnormal laboratory
results we need to address, and the information we need

from or about the patient to formulate a care plan,
document our findings, bill for our services, and meet
performance targets, among other things. With so many
concerns intruding on our time with the patient, it is
no wonder that we may find ourselves listening more
carefully to the lungs than to the patient.

Strategy 2: Making Time

How to care for complex patients in the ever-shorter time
permitted for clinic visits and hospital stays is a daily
challenge for most health care professionals. In her book
God’s Hotel: A Doctor, a Hospital, and a Pilgrimage to the Heart of
Medicine, Victoria Sweet describes the transformation of the
hospital where she had worked for more than 20 years
from a small rehabilitation hospital for San Francisco’s
most vulnerable residents into a modern health care
system.17 She talks persuasively about how healing takes
time and how time is at once the most vital and yet most
elusive quantity in modern medicine.

Although a shortage of time is one of the greatest
barriers to the delivery of patient-centered care, it is not an
insurmountable one. As nephrologists, many of us have
the privilege of caring for our patients over years, some-
times decades, in a variety of settings. Although we may
not always have time to address everything of importance
to the patient in a single visit, we can often pick up where
we left off at the next visit. As the primary care physician
Lydia Dugdale explains in her essay “Re-Enchanting
Medicine,” “Because I aim to care for my patients as
people, as friends, the 15 or 20 minutes we spend together
will never be enough. But as we grow in our under-
standing of one another, I can battle the constraints of
modern medical practice knowing that my patients are on
my side. We are in it together.”18

Nevertheless, there will inevitably be instances in which
system-level constraints infringe on the quality or amount
of time we can spend with our patients in very real ways.
In these situations, we may need to intervene at the system
level to bring about change. A 2016 New York Times article,
“Doctors Unionize to Resist the Medical Machine,”19

provides an instructive example. The article describes
how a group of hospitalists at Sacred Heart Medical Center
in Springfield, OR, formed a union to resist the hospital’s
efforts to outsource their services to a private company that
wanted to pay them more money in exchange for seeing
more patients. One physician profiled in the article saw it
as his “personal rebellion…to linger over patients as long
as he thinks it’s necessary, the hell with the performance
metrics that nudge him to see more.”19

Strategy 3: Being Willing to Go Beyond Our Job

Description

We often use the term “scut work” to describe the large
amount of other people’s work that we as providers, espe-
cially those in training, are tasked with. Not only does this
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