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Abstract 

Medicine is faced with a number of intractable modern challenges that can be understood in terms of hyper-intellec-
tualization; a compassion crisis, burnout, dehumanization, and lost meaning. These challenges have roots in medical 
philosophy and indeed general Western philosophy by way of the historic exclusion of human emotion from human 
reason. The resolution of these medical challenges first requires a novel philosophic schema of human knowledge 
and reason that incorporates the balanced interaction of human intellect and human emotion. This schema of neces-
sity requires a novel extension of dual-process theory into epistemology in terms of both intellect and emotion each 
generating a distinct natural kind of knowledge independent of the other as well as how these two forms of mental 
process together construct human reason. Such a novel philosophic schema is here proposed. This scheme is then 
applied to the practice of medicine with examples of practical applications with the goal of reformulating medi-
cal practice in a more knowledgable, balanced, and healthy way. This schema’s expanded epistemology becomes 
the philosophic foundation for more fully incorporating the humanities in medicine.

Keywords Emotion, Intelligence, Knowledge, Reason, Diagnosis, Dual-process, Compassion, Meaning, Burnout, 
Dehumanization

Illness brings ardor
Rationality reserve
Passion compassion

Introduction
Medicine is founded on emotion. To be affected by those 
who suffer and moved by the urge to care is the rai-
son d’êtreof the profession. Empathy, to feel within for 
another, is among the most highly valued mental acumen 
in medical practitioners. There is considerable evidence 
that compassionate care is more efficient and satisfy-
ing [1]. Yet, a formal discourse in professional emotions 
barely exists much less instruction in passionate medical 
engagement. Indeed, the hidden curriculum of medicine 
generally instructs strident emotional suppression [2]. 
Instead, formal medical education and practice focus 

nearly exclusively on cool rational thought regarding 
objective scientific knowledge applied in unbiased intel-
lectual analyses of patients and their illnesses.

Such a strong preference for dispassion in medicine 
inherently marginalizes passion and compassion in the 
profession and expresses a deep philosophic bias toward 
intellect and against emotion with regard to medical rea-
son and practice. It will here be argued that this bias is 
problematic. Medicine is diminished and made unwell 
by hyper-intellectualization; There is now a “compassion 
crisis” in medicine [3, 4]. Through the labor of emotional 
distancing, many a modern medical mind has become 
afflicted with an exhausting occupational mental illness 
[5]. The marginalizing of humanity’s humane feelings 
for each other has led to a dehumanization of medicine 
[6]. By way of its dispassion, medicine is struggling with 
meaning [7]. Such professional problems demand deep 
reflection on medical training and practice that have pro-
found philosophic dimensions. These dimensions extend 
well beyond medicine to general questions regarding 
human knowledge and reason. Modern solutions will 
need to be both medically and philosophically novel.
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Medicine’s current bias toward intellect and against 
emotion in medical reasoning and practice is here con-
sidered not only dysfunctional but philosophically 
unwarranted. In response to this assessment, this work 
will briefly outline a novel philosophic schema for incor-
porating human emotion equally alongside human intel-
lect in human knowledge and reason. This schema will 
then be applied to the practice of medicine with an eye 
toward reformulating medical practice for the better and 
addressing its current hyper-intellectualized problems. 
This undertaking will afford medicine the opportunity 
to not only better itself but also provide leadership in 
enabling Western culture to become more fully compas-
sionate. In the service of such a humane social effort, this 
work will briefly consider hyper-intellectualization in 
Western culture before moving on to that of medicine.

Hyper‑intellectualization in philosophy
To be fair, medicine isn’t entirely to blame for its disaf-
fection. There are social determinants. Modern Western 
medicine is embedded in a modern Western post-enlight-
enment culture that’s become increasingly hyper-intel-
lectualized [8]. For medicine to regard the limitations 
of its dispassion and reengage professional emotions in 
a healthy way, it will not only need to consider hyper-
intellectualization in its own philosophy but contend with 
hyper-intellectualization in the broader culture.

Indeed, the philosophic roots of Western hyper-intellec-
tualization are ancient and deep. Some highlights; Democri-
tus, the pre-Socratic philosopher considered by many to be 
the father of modern science for his atomist theories of mat-
ter, called knowledge generated through sensual experience 
“bastard” knowledge while that through intellectual thought 
“legitimate” knowledge [9]. Zeno, the founder of stoicism, 
elevated the unaffected mind in terms of the classic stoic 
calm thus, “A bad feeling is a commotion of mind repugnant 
to reason.” [10] Descartes’ struggle with knowing led to his 
seminal, “Cogito ergo sum—I think therefore I am,” [11] a 
thought that conspicuously excludes feel from the realm of 
self-evident truth. Spinoza may have been the most strident 
in declaring the primacy of intellect in his Ethics,

Without intelligence there is not rational life: and 
things are only good, in so far as they aid man in his 
enjoyment of the intellectual life, which is defined by 
intelligence. Contrariwise, whatsoever things hin-
der man’s perfecting of his reason, and capability to 
enjoy the rational life, are alone called evil [12].

Modern philosophy has generally continued in this 
hyper-intellectualized vein. Nietzsche’s nihilism dismisses 
morality by employing the standard Western dismissal 
of emotion, stating, “(M)oralities are … merely a sign lan-
guage of the affects.” [13]. Wittgenstein’s Tractatus, which 

heralded the broad arc of 20th-century philosophy, has 
been characterized as a linguistic turn toward analytic phi-
losophy [14], an inherently hyper-intellectualized formula-
tion. Emotionality has been modernly formulated as a kind 
of intelligence rather than as a mental acumen unto itself 
[15]. De Sousa, in his The Rationality of Emotion, excludes 
emotion from cognition by simply stating “emotions are 
not beliefs” [16] and thus can’t be justified and true. Even 
modern dual-process theory, which purports to incorpo-
rate emotionality and intuition into mental assessments, 
subsumes them under an intellectual paradigm, exempli-
fied by Kahneman’s book Thinking Fast and Slow [17]. Yet 
the intuitive/emotional mind doesn’t think; it feels. Further, 
Kahneman’s automatic/emotional/intuitive “system 1” is 
often assigned pejorative descriptors such as primitive and 
sloppy while his controlled/rational/logical “system 2” is 
considered more advanced and accurate.

Hyper‑intellectualization in medicine
Regarding medicine, modern medical hyper-intellec-
tualization is ubiquitous. While emotions are officially 
acknowledged and valued in medicine largely in the 
form of professional empathy, they are generally handled 
superficially and abstractly if not dismissively. Consider 
the following.

At the outset, medicine attracts aspirants who are not 
only intelligent but caring, compassionate, and affected 
by the suffering of others [18]. It then thrusts these 
naturally sensitive individuals into the pitched theater 
of human illness with its unavoidably intense emotion 
and overwhelming affect. It goes on to demand trainees 
don the mantle of cool rationality and be dispassion-
ate in their intellectual analysis of patients and unaf-
fected in their application of medical treatment [19, 20]. 
As if all the repression needed for that intellectualiza-
tion weren’t problematic enough, the profession then 
provides its sensitive practitioners little in the way of 
formal outlets to express medical passions and, worse, 
offers them a hidden curriculum that generally instructs 
strident emotional suppression [2, 21, 22]. Finally, medi-
cine now sends its members out into work environments 
that are increasingly industrialized and technologically 
immersed—monetarily efficient health conveyors that 
employ a multitude of unbiased population-based met-
rics serving myriad institutional agendas. These hyper-
rational transactional environments treat physicians as 
interchangeable parts in standardized health mills and 
expect them to fill generic isolated roles that are, by 
design, insensitive to any individual practitioner’s unique 
tender emotional needs in managing the affective load of 
medical practice. Medicine’s passions and compassions 
have become collateral damage in this process.
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Current professional reflections on medical reasoning 
and diagnosis are nearly exclusively framed in terms of 
intellectual processes such as thought, thinking, analy-
sis, logic, and rationality [23]. Marginalized is the idea of 
incorporating clinical intuition into diagnosis with its feel 
and sense of things much less any contribution of emo-
tions themselves to a thorough evaluation of patients and 
their circumstances [24]. Medical knowledge is currently 
framed largely in terms of evidence-based medicine, with 
evidence in this context referring to rational conclusions 
drawn from objective, quantitative, population-based 
scientific studies. In this paradigm, neither the clinician’s 
own subjective thoughts nor relational feelings are con-
sidered evidential to medical knowing. Current formal 
medical epistemologies, while varied, tend to emphasize 
traditional linguistic-based propositional knowledge and 
intellectually justified true beliefs where justification is a 
function of examined controlled logical thought rather 
than unexamined spontaneous intuitive sense [25]. Fur-
ther, medical judgments have become progressively more 
influenced by standardized population-based guidelines 
handed down from abstracted authoritative bodies [26]. 
This dynamic inherently marginalizes the conscience-
based ethical feelings arising from the practitioner’s own 
immediate body during the course of the relational care 
of unique patients [27].

But is any of this dysfunctional? One need not look 
far to find troubling consequences of the current hyper-
intellectualization in medicine. Some examples; In light 
of the rationally formulated traditional aims of medicine 
or the more recently formulated (managerial) quadruple 
aim [28, 29], inefficiency abounds. The number needed to 
treat (NNT) for many if not most standard medical ther-
apies is easily into the tens if not hundreds [30]. Medi-
cal expenditures on modern medical technology sired 
by scientific inquiry have grown unsupportable and had 
diminishing health benefits [31, 32]. There is a crisis of 
medical meaning. One hears of efforts to “find meaning 
in medicine” [6]. Where was it lost? Many medical pro-
fessionals are suffering from an exhausting occupational 
mental illness that is worsening [33]. While not currently 
formulated as emotional in etiology, burnout is rife with 
symptomatology evincing mental dysfunction born of 
excess dispassion; depersonalization, detachment, loss 
of empathy, emotional exhaustion, emotional distancing, 
and cynicism.

Such hyper-intellectualized professional dysfunction 
entails profound questions for the philosophy of medi-
cine if not Western philosophy in general regarding no 
less than the human mind and what constitutes human 
reason. Not the least of such questions would be; “What 
is intellect?” “What is emotion?” and “What is reason?” In 
the service of advancing the profession, here is proposed 

the beginning of an answer born out of the crucible of 
medical practice.

A novel schema of human reason
It’s presented in the form of a briefly summarized novel 
schema of human knowledge and reason that demands 
an equal balance between emotion and intellect to be 
knowledgeable and reasonable. The schema is novel and 
thus unreferenced. Historically, definitions of human 
intellect, emotion, and cognition have been varied and 
conflicted. Remarkably, no broad consensus exists. 
Indeed, in regard to emotion themselves, neuroscientist 
Joseph LeDoux observed,

“Unfortunately, one of the most significant things 
ever said about emotion may be that everyone knows 
what it is until they are asked to define it.” [34]

This work considers most current schema of human 
cognition inadequate by way of hyper-intellectualization 
with its inherent marginalization of emotion. The fol-
lowing philosophic schema will generally address West-
ern hyper-intellectualization by extending dual-process 
theory [35] to not only provide a definition of intellect 
and emotion in terms of their distinct natural process 
and function but to define each as independently epis-
temic. The schema extends current cognitive theories of 
emotion [36] and affective epistemology theories [37] to 
consider emotions as not only supporting general human 
cognition and knowledge but as being independently 
cognitive and epistemic in their own right apart from 
intellect. The schema also extends dual-process theo-
ries by more fully considering the conflicted interaction 
between these two distinct kinds of cognition. This fills a 
gap in current epistemology regarding emotional knowl-
edge and permits a broader less hyper-intellectualized 
and more mentally balanced discourse in human knowl-
edge and its practical application.

The schema is novel in that it employs a “the means 
condition the ends” argument to propose not only two 
distinct natural kinds of process in the human mind, here 
termed intelligence and emotience, but two distinct natu-
ral kinds of knowledge, intellectual and emotional. The 
schema details the distinct characteristics of these two 
natural kinds of process and knowledge. It also observes 
the distinct phenomena through which each is meta-
cognitively experienced as well as the distinct medium 
through which each is socially communicated.

The schema goes on to outline how the emergent inter-
action of human emotion and intellect together con-
structs general human cognition and reason. This is not 
a blended interaction but rather a yin-yang-like dynamic 
between thoughts and feelings. In this ever-unfolding 
dynamic, feelings and thoughts, while independent, are 
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in constant interaction with each other; feelings lead 
to thoughts that stimulate more thoughts which then 
go on to trigger further feelings that themselves stimu-
late more feelings and thoughts, etc. In this schema, the 
terms “intuitive thinking” and “rational sense” are inco-
herent. Rather intuitive sense and rational thought, while 
independent, work in close relation to form something 
greater than their sum.

In terms of competence, a distinct competence is neces-
sary to interact with each of intellect and emotion. A fur-
ther competence is needed in how they interact together 
to form not just emotional intelligence but intellectual 
emotience and ultimately emergent human reason. The 
goal of this undertaking is to provide an adequate schema 
of human knowledge and reason that is more complete, 
healthy, and functional than current ones.

The following philosophic schema will then be applied 
to medicine to address the issue of medical hyper-intel-
lectualization with an eye toward providing an ade-
quate philosophy for clinical practice. The following 
schema is meant to reformulate medicine by providing 
a philosophic foundation upon which to build a more 
thoroughly knowledgable and mentally healthy prac-
tice through better integrating emotions and intellect 
professionally.

First intellect. The function of human intellect is to 
solve problems. Human intelligence employs a will-
fully driven mental process assessing perceptual input 
that is by nature conscious, controlled, slow, abstract, 
and reductionist (analytic). The intellectual mind is 
designed to produce rationally justified true beliefs that 
represent objective, timeless, mechanistic knowledge (of 
how things work) that enables one to eventually exert 
control over the future (i.e. plan). This process is gener-
ally referred to as thinking. Technology is its byproduct. 
Intellectual beliefs are thought beliefs and phenomenally 
experienced as a thought. They are expressed/commu-
nicated linguistically with the tongue (Latin lingua) in 
terms of reductionist language using spoken/written lit-
eral words. Intellectual knowledge is thus inherently logi-
cal (from Greek logos “word”) and recorded using prosaic 
written words. Such a mental process of necessity consid-
ers invalid its converse.

Emotion. The function of human emotion is to be 
moved by value. Human emotience employs an instinctu-
ally driven mental process assessing perceptual input that 
is by nature subconscious, spontaneous, fast, relative, 
and holistic (synoptic). The emotional mind is designed 
to produce intuitively justified true beliefs that represent 
relational, immediate, precious knowledge (of value, from 
Latin precium “value, price, worth”) that enables one to 
instantly react beneficially in one’s current circumstance. 
This process is generally referred to as feeling. Reflex 

action is its byproduct. Emotional beliefs are felt beliefs 
and phenomenally experienced as a sense. They are 
expressed/communicated corporistically with the entire 
body (Latin corporis) in terms of holistic corporage using 
nonverbal symbolic communication. Emotional knowl-
edge is thus inherently symbolical and recorded most 
purely using sensual representational aesthetics (from 
Greek aísthēsis “feeling”). Additionally, emotional beliefs 
are also recorded less purely using language in terms of 
figurative poetic and circumstantial narrative.

Over both of these informationally encapsulated 
assessment modules (Griffiths) [38] reflecting the func-
tional architecture of the human mind (Pylyshyn) [39] 
resides the global prudential self. This global self employs 
the overarching, emergent, human mental capacity to 
self-perceive intellectual and emotional processing and 
use the products of both to volitionally guide choices 
regarding internal process and external action. This 
global metacognitive capacity is none other than human 
reason. Reason is not equated with rationality. This is a 
constrained and intellectually biased idea. Rather, human 
reason is the dynamic interaction between intellect and 
emotion working together. Each provides what the other 
cannot and both together expand human mental capac-
ity beyond either alone. Further, human reason does not 
arise from merely a part of the mind/body (i.e. brain). 
This is a reductionist formulation. Rather, human reason 
is the whole of the human body/mind working in tandem 
through a unified dynamic between feelings and thoughts 
together [40]. This overarching, holistic, emergent, rea-
sonable human capacity is what enables humanity to be 
prudential and make wise choices. It’s what permits each 
of us to be a philosopher (Greek “lover of wisdom”) and 
all of us together to be Homo sapiens (Latin “wise earth 
dwellers”).

The fact that intellect and emotion employ complemen-
tary and mutually exclusive ways of processing perceptual 
input has consequences. First, it forces the global self to 
consciously attend to either one or the other at any given 
moment, to either analyze or evaluate. Second, because 
intellect and emotion represent different natural kinds 
of mental processing, each produces different natural 
kinds of knowledge. In other words, each independently 
provides knowledge that the other cannot. In particular 
emotions, apart from any thought whatsoever, express 
their own natural kind of knowledge through feelings. 
To use one to try to know the knowledge of the other is 
like trying to use a telescope to smell a flower. It’s simply 
impossible. This is not to dismiss intellectual assessments 
with their inherently objective, reductionist, mechanistic 
beliefs and knowledge, just to consider them alone inad-
equate for a thorough knowing of existence. Third, each 
kind of knowledge is invalid within the frame of the other, 
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and to bring them together there needs to be a transla-
tion of each kind of knowledge into the other’s frame (e.g. 
thought < — > feeling, linguistic < — > aesthetic).

The ability to prudentially guide beneficial action will, 
of necessity, depend on a distinct competence in each 
kind of knowing as well as how they both work together 
to make the self most knowledgeable and mentally capa-
ble in choosing action. This may involve temperance over 
emotionally urged behavior. It may also involve letting go 
of intellectually generated thoughts and plans. Indeed, 
depending on one’s circumstance, the prudence of the 
global self may just as reasonably choose to give oneself 
over to immediate instinctually urged action as to inten-
tionally execute planned willful action.

An additional consequence of the complementarity 
of intellect and emotion is that they conflict. The global 
prudential self must manage this inherent mental con-
flict internally in order to be reasonable. Willful control 
is central to the conflict. The conflict is not only an inter-
nal one between controlled rationality and spontaneous 
intuition but an external one between one’s behavior 
being under conscious willful control or subconscious 
instinctual control. This conflict is at the front lines of the 
existential conflict between what is humanly controllable 
and uncontrollable in existence. Intellect provides willful 
knowledge of what can be controlled; or effect. Emotion 
provides spontaneous knowledge of how one is con-
trolled; or affect.

This conflict between being effective and affected is 
perhaps the most fundamental conflict of any living 
organism; the conflict between controlling one’s fate 
or submitting to it. It is a conflict that casts the human 
mind internally at the tense liminal threshold between 
the supra-liminal mind and sub-liminal mind; between 
cool rationality and warm passions, between knowing 
intentionally and knowing spontaneously, between intel-
lectual hegemony and the wilds of the mind. Externally, 
this existential conflict casts the individual at the border 
between one’s own will and the will of things beyond it; 
between one’s chosen order and the order of things given, 
between what one can create and how things have been 
created. Behaviorally, the conflict casts the self at the 
frontier between choosing controlled action or letting go 
to one’s passions; between disciplined restraint or spon-
taneous abandon.

The Western philosophic bias toward intellect in this 
conflict can thus be seen as a bias toward willful control 
over one’s own mental processes, one’s own actions, and 
further one’s destiny. This controlling bias is what’s led 
Western culture to become adversarial to the spontane-
ous, the uncontrolled, and the wild. This bias for control 
is what’s led Western philosophy to become estranged 
from spontaneous human emotions—from our passions 

and compassions. The controlling bias is also what has 
constrained dual-process considerations of cognition 
to only thinking. Given the preponderance of West-
ern philosophic work (linguistic-based) on intellectual 
knowledge and reasoning, achieving balance and peace 
in this philosophic conflict of mind will generally involve 
21st-century Western philosophy making a corporistic 
turn toward synoptic philosophy. This will require devel-
oping a better understanding of emotional knowledge 
and refining human reasoning through a more robust 
discourse in aesthetics, poetics, and narrative. Western 
culture will need to create a more humane formulation 
of how emotions and intellect work together in peace to 
make us most reasonable, wise, and healthy [41].

A balanced schema of medical reason
Applying this schema to medicine now affords the oppor-
tunity for the profession to reformulate itself for the bet-
ter by balancing the medical mind through more fully 
incorporating human emotions into medical practice. 
This reformulation involves conceptualizing emotions as 
assets that provide knowledge independent of intellect 
and incorporating that emotional knowledge alongside 
intellectual knowledge into medical reasoning, diagnosis, 
treatment, and care. Currently, such a conceptualization 
of emotions as being  independently epistemic is absent 
from medical philosophy and thus medical practice.

Medicine is uniquely situated to find peace in the con-
flict between intellect and emotion. Given medicine’s 
compassionate role in solving medical problems and 
exerting control over natural illness, medicine naturally 
exists at the ardent conflicted frontier between what is 
humanly controllable and uncontrollable. Medicine’s 
bias toward intellect is a bias for control over the wilds of 
natural illness and death. This is certainly understandable 
given medicine’s traditional role. Yet it is here considered 
self-evident that humanity is neither fully in control of 
nature nor of illness and death. The uncontrolled remains 
a manifest natural human reality. Medicine knows this 
sober reality like no other profession.

Medicine is thus inherently conflicted. The ardent 
conflicted theater of human health and illness casts 
the medical mind externally at the conflicted frontier 
between human life and death and internally at the con-
flicted frontier between humanity’s controlling intel-
lect and spontaneous emotions. This medical milieu is 
a maelstrom of both effect and affect. It is at this tense 
frontier that medicine needs to find a healthy reasonable 
balance of mind through developing a wisdom of peace 
in the conflict between the controlled and the uncon-
trolled in medicine and in human existence. Internally, 
this will of necessity involve a medical peace between 
humanity’s domesticated controlling intellect and its wild 
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uncontrolled emotions. Such medical wisdom will ben-
efit both patients and practitioners. Once achieved, the 
profession can then offer such wisdom to the rest of the 
culture for the benefit of all. To do this, medicine will first 
need to engage the wilds of its own professional emotions 
and learn to reasonably incorporate them into civilized 
medical practice in a healthy way.

Medical philosophy needs found such efforts. Medi-
cine’s current hyper-controlling mental bias is the genesis 
of its hyper-intellectualized dysfunction and the current 
compassion crisis in medicine. Yet human passions are 
the ground of human compassions. For medicine to grow 
beyond its current hyper-intellectually constrained epis-
temology and make itself more clinically knowledgable, 
whole, and healthy, medicine will need to move beyond 
its exclusive reliance on humanity’s controlling intellect 
to develop a parallel professional discourse that’s accept-
ing of knowing through spontaneous human passions 
and compassions. This will require broadening medical 
reason beyond the strictly intellectual and into the emo-
tional by expanding medical discourse beyond a strictly 
rational scientific discourse in human effect to equally 
include an intuitive humanistic discourse in human 
affect. Such a sober balanced professional discourse will 
enable consideration and acceptance of not only what is 
medically known and controllable but what is medically 
unknown and uncontrollable. It will permit a balanced 
discourse between medical knowing and mystery and 
develop a professional comfort with both ambiguity and 
unknowing in medicine [42].

Given medicine’s current hyper-intellectualization, 
achieving this balance will require considerably more 
professional philosophic work with dual-process in the 
medical mind and in particular with emotional knowl-
edge in medicine and how to better integrate professional 
affect into medical philosophy and medical practice. 
This is not to say medicine needs to be more emotional. 
Indeed, medicine is already, by nature, a highly emotional 
milieu. This is humanly unavoidable. Rather, the ques-
tion for the profession will be how to find novel ways to 
humanistically accept and integrate all the abundant clin-
ical affect of medical practice into medicine in a produc-
tive, knowledgeable, and healthy way.

Practical applications of emotience in medicine
What might that look like, and what would be its bene-
fits? Central to such an effort would be to consider affec-
tive competence as necessary for clinical competence 
[43]. Physicians would need to strive to be not only intel-
ligent in their work but emotient as well. Clinical practice 
would involve medical professionals having a healthy and 
reasonable interaction with not only patients externally 

but with themselves internally in the form of their rela-
tionship with their own mind.

With regard to being emotient, this would at least 
require medicine to regularly confess its own ever-pre-
sent ardor and welcome it into ongoing professional dis-
course rather than ignoring it or relegating it only to the 
private sphere of pillow talk or weekend confidences over 
coffee. Professionally sanctioned practices would need to 
be developed that assist clinicians in regularly identify-
ing clinical emotions and then embracing, sharing, and 
indeed utilizing professional passions in daily practice 
for the compassionate benefit of both patients and practi-
tioners. The philosophy of medicine will need to show the 
way by assisting physicians in interpreting professional 
emotions in terms of the knowledge they provide and 
their contribution to clinical reasoning. Developing such 
wisdom would then create a path forward to integrate 
the knowledge contained within professional passions to 
make medicine better and, in particular, enable medicine 
to become more fully compassionate and healthy.

Empathy, that most valued affective medical acumen, 
could be explicitly supported and developed in practi-
tioners, and the anti-empathetic elements of modern 
clinical environments limited. Nurtured would be a pro-
fessional sensitivity to clinical emotion and an aware-
ness of medical pathos [44]. Trainees could be taught 
to explicitly reflect back to patients empathetically reg-
istered relational content and utilize such emotion to 
facilitate a more compassionate medical encounter, as in 
“I can see you’re frustrated by your dysarthria.” Beyond 
empathy, practitioners could be encouraged to explicitly 
share with patients not only their own analytic medical 
thoughts but also their own benevolent clinical feelings 
regarding the patient’s illness, as in “I’m very worried 
about your abdominal pain.” Such sharing with patients 
of how their suffering affects the practitioner would 
humanize the medical encounter and directly express 
medicine’s inherent kindness. Such training would assist 
medical schools in a process of professional identity for-
mation that explicitly incorporates empathy and passion 
in a mature professional practice.

The patient experience initiatives of Medicare and 
other insurers, which have already become fixtures of 
clinical practice and reimbursement, could be further 
refined to more directly capture the emotional/empa-
thetic/compassionate meaning of the effort. Patient satis-
faction surveys might explicitly ask if the practitioner was 
emotionally engaged and compassionate thus tying affec-
tive competence to professional competence and reim-
bursement. This would require medical systems to invest 
in compassionate care and redesign clinical environ-
ments, schedules, and reimbursement to accommodate 
professional compassionate connections as well as assist 
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physicians in assimilating and utilizing the immense 
affective load of medical practice.

Rather than limiting medical reason to rational assess-
ments that through a reductionist medical gaze formulate 
patients as broken biological machines to be fixed [45], 
the profession could also reasonably evaluate patients’ 
afflicted circumstances emotionally to holistically see 
how their illness affects their lives and engage with the 
values that move their choices [46]. There’s considerable 
evidence that such compassionate assessments are more 
medically efficient [1]. The close association of emotion-
ality and intuition would need to be recognized, and clin-
ical intuition would be explicitly developed. More work 
could be done to further develop dual-process models 
of medical knowledge and decision-making that better 
incorporate emotion [47]. Medical diagnosis (Greek dia- 
“through" + gnosis “knowledge”) would depend not only 
on rational thought but intuitive sense and bring together 
disciplined medical logic with instinctual medical feel in 
the dynamic formation of a thorough knowing of patients 
and their afflicted circumstances.

There would need to be developed and taught a deeper 
sophistication in translating clinical emotions into intel-
lectual terms to facilitate intellectual understanding of 
affective content and thereby enable more balanced and 
reasonable clinical assessments and decisions. In particu-
lar, since emotions express beliefs about the gain and loss 
of things of value, emotions would ultimately need to be 
linguistically translated into those terms. For example, 
to a patient’s unwelcome cancer diagnosis, the instinctu-
ally horrified response from the patient might initially be 
expressed linguistically as, “I just want to run away.” This 
behavioral expression could be empathetically translated 
to “I’m afraid.” and then epistemically understood with 
the general propositional belief “I am threatened with 
the loss (of value)” and further understood in light of the 
patient’s own foundational beliefs regarding value in their 
experience, such as “My life has value.” This would enable 
a deeper evaluation of what in particular is valuable in a 
patient’s life in order to help the patient-doctor couplet 
refine and individualize difficult upcoming quality-of-life 
decisions [48]. Emotional engagement facilitates such 
ardent epistemic considerations of the manifest real-
ity of value in patients’ and practitioners’ lives [49] and 
would eliminate the nihilism (denial of value [50]) inher-
ent to unbalanced medical hyper-intellectualization. In 
this way, medical evidence and knowledge would become 
equally intellectual and emotional.

Rather than the objectified patient-centered formula-
tion of medicine that isolates the patient and marginalizes 
the physician, promoting a relational patient-doctor-
centered formulation would invite a regard for how each 
affects the other and how both cooperate to face illness 

together through shared decision-making. Medical rhet-
oric in the form of written H&Ps (History and Physical) 
and SOAP notes (Subjective, Objective, Assessment, 
Plan) could expand beyond their currently abstracted 
technical form to freely express relational content in 
the medical narrative, both the empathetically observed 
affect of patients and the felt humanistic emotion of prac-
titioners, as in; “CC: The patient presented worried about 
epigastric pain,” “DI: The Head CT showed no intracra-
nial abnormality. That was a relief,” “A: 1. Stroke—sadly 
the patient has a dense left hemiparesis,” or “P: It is hoped 
that aggressive IVF and IV piperacillin/tazobactam will 
resolve the patient’s sepsis.” There could be developed 
EMR drop-down menus that contain affective lists of 
various emotions to choose from while documenting the 
clinical encounter. These might include; fearful, happy, 
sad, frustrated, resentful, relieved, hopeful, etc.

This kind of professional emotional expression would 
have to be professionally refined. Just as practitioners 
are generally trained to avoid intellectually unproduc-
tive and unprofessional terms such as “lying drug seeker” 
in the medical record, similarly medical professionals 
would need to learn to avoid unrefined affective terms 
such as “upset” or “pissed” in favor of more sophisticated 
emotional terms that express professional empathy and 
support. Such affective medical records would more thor-
oughly document the constructive professional passions 
inherent to the therapeutic relationship and memorialize 
medicine’s compassionate meaning. It would also formal-
ize a professional sharing of clinical emotion within the 
medical community itself. This would help overcome the 
loneliness and isolation inherent to medicine’s current 
hyper-intellectualized culture of affective neglect [51]. It 
would also promote a more collective professional sup-
port for compassionate care and connection.

Medical practitioners could reformulate themselves as 
not only excellent and virtuous in their work, but vulner-
able. Burnout would be reformulated to become the Cli-
nician Stress Disorder, a distant cousin to PTSD born in 
part of the mental effect of accumulated ongoing empa-
thetic trauma endured through the constant close wit-
nessing of patient suffering and loss coupled with the 
imposed labor of inhumane affective suppression [52]. 
In this formulation, a practitioner’s efforts to manage 
medicine’s affective load by becoming unnaturally hyper-
intellectual within medicine’s naturally hyper-emotional 
environment would be recognized as mentally exhausting 
and indeed wounding. Compassion fatigue would here 
be analogous to battle fatigue. The emotional release of 
passionate professional expression would be recognized 
as necessary for professional health. There is good evi-
dence that emotional expression after traumatic events 
is psychologically beneficial [53]. This is where shared 
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passionate expression through the medical humanities 
has evidence of mental benefit and could become cen-
tral to a healthy, compassionate, professional curricu-
lum and culture [54, 55]. Indeed, emotionally expressive 
medical notes could become regarded as tools not only 
for patient health but for practitioner health as well! 
Such professionally refined emotional expression on the 
part of the physician in the medical record would not 
be self-gratifying but rather a professional aid to staying 
mentally healthy in medicine. It would also memorialize 
medicine’s humanistic identity and embody in the medi-
cal record Pellegrino’s famous observation that medicine 
is “The Most Humane of Sciences, the Most Scientific of 
the Humanities” [56].

Such a reconceptualization of physician burnout is 
both needed and profound. Current formulations of 
burnout are having limited success, and there have been 
calls for better models to mitigate burnout in physi-
cians [57]. The radically profound idea behind burnout is 
that the physician herself is made ill through medicine; 
the profession makes patients out of its practitioners. 
Samuel Shem’s “the patient is the one with the disease” 
is essentially refuted in this idea.; the physician is made 
the one with the disease through modern hyper-intellec-
tualized medical practice [58]. While there can certainly 
be an unhealthy excess of empathy (as Shem’s statement 
implies), there can also be an unhealthy excess of dis-
passion with its inherent emotional neglect. A mindful 
balance is needed—a humanistic balance. Reconceptual-
izing burnout to include in its etiology imposed hyper-
intellectualization, excess objectivity, and dysfunctional 
detachment is here proposed as a needed reformulation 
to improve the prevention and treatment of suffering 
imposed on medical professionals by a philosophically 
disordered medical system. Such a novel and profound 
reformulation necessitates an equally novel and profound 
reformulation of medical philosophy and indeed general 
human philosophy.

Reformulating the aims of medicine
Ultimately, all this will mean reformulating the aims of 
medicine. In order for the profession to make itself more 
whole and healthy and sustain its physicians in terms of 
their passions for healing and compassions for patients, 
medicine will need to formally aim to be more explicitly 
emotional. This will mean expanding the aims of medi-
cine to not only strive to be intellectually effective but 
allow for being emotionally affected. Fortunately, while 
a universal human mortality means extending life is ulti-
mately unachievable in any patient, compassionate care is 
always achievable in every patient. Compassionate care 
also enables medical practitioners to care for each other 
and themselves. This is a hopeful reality.

Human passions hold deep within their affect a knowl-
edge of value that can only be known emotionally. Simi-
larly, human compassions hold deep within their pathos 
a knowledge of the value we each have to one another 
that can only be known emotionally. For the patient-
doctor couplet to become more humanely productive, it 
will need to be more precious and less mechanistic; more 
humane and less transactional as Curin and Tollefsen 
point out in their The Way of Medicine [59]. For medi-
cine to live up to its compassionate potential, the pas-
sionate knowledge of the natural value of human life 
must stand shoulder-to-shoulder with any intellectual 
knowledge of the natural workings of the human body.

It is in expressed human compassion that is found the 
beauty of medicine and the humane wisdom so needed 
by humanity to heal ourselves, our societies, and our 
world. For medicine to fully embody such wisdom, it will 
need to undergo a balanced rational/affective refounda-
tion of itself through an expansion of medical philosophy 
and a more robust discourse in the medical humanities. 
Only then can the profession grow more thoroughly 
humane, whole, and well. Through its own passionate 
professional example, medicine can then go on to take 
leadership in encouraging society to become more fully 
compassionate, cooperative, and healthy.
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