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Abstract: Although recent literature on professionalism in healthcare abounds in recom-
mended character traits, attitudes, or behaviors, with a few exceptions, the recommenda-
tions are untethered to any serious consideration of the contours and ethical demands of
the healing relationship. This article offers an approach based on the professional’s commit-
ment to trustworthiness in response to the vulnerability of those seeking professional help.
Because our willingness and ability to trust health professionals or healthcare institutions
are affected by our personality, culture, race, age, prior experiences with illness and health-
care, and socioeconomic and political circumstances—"the social determinants of trust”—
the attitudes and behaviors that actually do gain trust are patient and context specific.
Therefore, in addition to the commitment to cultivating attitudes and behaviors that
embody trustworthiness, professionalism also includes the commitment to actually gaining
a patient’s or family’s trust by learning, through individualized dialogue, which conditions
would win their justified trust, given their particular history and social situation.
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The dignity of the physician requires that he should look healthy,
and as plump as nature intended him to be; for the common crowd
consider those who are not of this excellent bodily condition to be
unable to take care of others. Then he must be clean in person, well
dressed, and anointed with sweet-smelling unguents that are not in
any way suspicious. This is, in fact, pleasing to patients. The prudent
man must also be careful of certain moral considerations—not only
to be silent, but also of great regularity of life, since thereby his
reputation will be greatly enhanced; he must be a gentleman in
character, and being this he must be grave and kind to all.

Hippocrates, The Physician!

At least since the time of Hippocrates conduct for members of their profession.
physicians and other health profession- Genuinely patient-based justifications
als have promulgated standards of for these standards are relatively recent.
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By “patient-based” standards I mean
those that are based on or derived from
serious consideration of the contours
and ethical demands of the healing
relationship—what we might call pro-
fessionalism’s ethical and humanistic
core. Traditionally, these standards have
been profession based, promoted as nec-
essary to protect the economic and polit-
ical interests of members of the in-group,
to demonstrate their elevated social
status, to maintain collegiality, and to
justify prerogatives of autonomy and
self-regulation. To the extent that pro-
fession-based standards have included
behaviors or attitudes directed to patients
that physicians have considered neces-
sary to win patients’ trust and acknowl-
edgment of the physician’s authority,
these standards might more properly
be termed patient focused rather than
patient based.?

Although we are looking at relative
emphases rather than hard-and-fast
dichotomies between what I have called
patient- and profession-based standards,
I'would argue that there is considerable
continuity in a centuries-long, predom-
inantly profession-based history of such
standards. This history extends from
the time of the Hippocratic physicians,
through Thomas Percival’s Medical Ethics
in 1803, and to what Paul Starr has
described as the efforts of late nineteenth-
and early twentieth-century American
physicians to stand out from the myriad
other practitioners of the healing arts on
the basis of exclusive standards, privi-
leges, and dignity, in order to establish
what the Hippocratic physicians also
sought to establish—namely, cultural
authority and market control.3

Seen through the lens of this history,
the lately burgeoning literature on med-
ical professionalism does not look much
different from what has come before.
Although this recent literature abounds in
recommended character traits, attitudes,
and behaviors and is by self-report more

patient based than prior efforts, with
a few exceptions the recommendations
are untethered to any serious consid-
eration of the contours and ethical
demands of the healing relationship
and therefore represent little change
from the profession-based, or at most
patient-focused, standards of the past.
After reviewing some of this more
recent literature, this article offers a
patient-based justification for standards
of professionalism in healthcare that
emphasizes the professional’s commit-
ment to trustworthiness in response to the
vulnerability of those seeking professional
help.

A representative example of the more
recent approaches to standards of profes-
sionalism in healthcare—what Delease
Wear and Brian Castellani have aptly
described as “end-of-term checklists,
or virtue checkpoints throughout the
curriculum”4—is the P-MEX, or Profes-
sionalism Mini- Evaluation Exercise,
proposed by Richard Cruess and col-
leagues.® A product of a literature search
and a workshop for faculty and resi-
dents at McGill University intended
to identify observable behaviors indica-
tive of a medical student’s profession-
alism, the P-MEX includes 24 such
behaviors, culled from an initial list of
142, that observers may assess on a
four-point scale when watching a stu-
dent either in a simulation exercise or
in an actual patient encounter. The 24
items are grouped into four domains
(doctor-patient relationship skills, reflec-
tive skills, time management, and inter-
professional relationship skills), with one
item appearing in two domains. For our
purposes and in our limited space, it will
suffice to reproduce a few examples from
two of the domains:

Doctor-patient relationship skills

e Listened actively to the patient

® Showed interest in the patient as a
person
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* Showed respect for the patient

® Recognized and met patient needs

* Advocated on behalf of a patient
and/or family member

* Maintained appropriate boundaries
with patients/colleagues

Interprofessional relationship skills

* Maintained appropriate boundaries
with patients/colleagues

* Maintained appropriate appearance

* Addressed own gaps in knowledge
and skills

* Demonstrated respect for colleagues

* Avoided derogatory language

* Maintained patient confidentiality

* Respected rules and procedures of
the system®

A second example of the behavioral
checklist approach that has gained
wide currency—indeed, that may have
become the current gold standard in
academic medical circles—is the “behav-
ioral and systems view of profession-
alism” (let us call it the BSVOP), which
has been erected on the foundation
of a document released jointly in 2002
by the ABIM Foundation, the ACP
Foundation, and the European Federation
of Internal Medicine: “Medical Pro-
fessionalism in the New Millennium:
A Physician Charter.”” The charter itself
consists of a brief preamble on the impor-
tance of “reaffirming the fundamental
and universal principles and values
of medical professionals” in the context
of an “explosion of technology, chang-
ing market forces, problems in health
care delivery, bioterrorism, and glo-
balization”; a list of three “fundamen-
tal principles”—the primacy of patient
welfare, patient autonomy, and social
justice—and a set of ten “professional
responsibilities.”?

Arguing that “simply knowing right
from wrong or having an internal com-
pass does not suffice” but, rather, that
“demonstrating professionalism is based
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on a set of practiced skills honed over
time,”” the authors of the BSVOP have
translated the concepts and values
expressed in the charter into specific
“professionalism behaviors.”1 In their
volume Understanding Medical Profes-
sionalism, Levinson and her colleagues
explain how they did this.! Skipping
over the charter’s preamble and the
three fundamental principles, they orga-
nize the ten professional responsibili-
ties into four groups representing what
the authors identify (without further
explanation) as “four core values”:
patient-centered care, integrity and
accountability, pursuit of excellence, and
fair and ethical stewardship of healthcare
resources. Within each of these core val-
ues they then propose what they call
“sample behaviors that can be demon-
strated by individual physicians with
patients and family members, and by col-
leagues and team members interacting
together.”1? (A separate set of behaviors
refers to organizations.) The result is a
table that, in form and in large measure
in content, looks similar to the P-MEX.
Again, in the interests of space, here are
a few of the items to be demonstrated
with patients and family members:

Patient-centered care

¢ Communicate effectively, demon-
strating empathy and compassion,
and actively work to build rapport

* Promote the autonomy of the patient,
eliciting and respecting patient pref-
erences and including the patient
in decisionmaking

e Act to benefit the patient when a
conflict of interest exists

Integrity and accountability

* Maintain patient confidentiality

* Maintain appropriate relationships
with patients

* Promptly disclose medical errors;
accept responsibility for and take
steps to remedy mistakes
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Pursuit of excellence

® Adhere to nationally recognized,
evidence-based guidelines (e.g.,
guidelines issued by the Agency
for Healthcare Research and Quality
and/or the U.S. Preventive Services
Task Force), individualizing as
needed for particular patients but
conforming with the guidelines for
the majority of patients

Fair and ethical stewardship of health-
care resources

® Do no harm; do not provide
unnecessary/unwarranted care

e Commit to deliver emergent care
equitably, respecting the different
needs and preferences of subpopu-
lations, but without regard to insur-
ance status or ability to pay

e Deliver care in a culturally sensitive
manner'?

No one can reasonably object to any of
the items excerpted here, or to the oth-
ers in the complete tables for the P-MEX
and the BSVOP. They all seem to be rea-
sonable expectations of physicians or
other health professionals, and—allow-
ing for the greater attention to patient
autonomy and cost containment in mod-
ern times—resonate thoroughly with
traditional profession-based or patient-
focused (but not patient-based) stan-
dards, even down to the echo in the
P-MEX’s item “maintained appropriate
appearance” of the Hippocratic admoni-
tion that “the dignity of the physician
requires that he should look healthy, and
as plump as nature intended him to be.”

Yet, with respect to both lists, the
question remains, Why these items and
not others? Tellingly, Levinson and her
colleagues say that the behaviors in
their tables are only “samples”—that
their lists “are intended to be illustrative
but certainly not exhaustive”!4—yet
nowhere do they provide any principle
of selection by which readers might

make additions. It is not even clear why
some of the items in the BSVOP have
been assigned to one core value rather
than another (why is “deliver care in a
culturally sensitive manner” under “fair
and ethical stewardship of healthcare
resources” rather than “patient-centered
care,” for example), or how seriously
we ought to take potential conflicts
between items (e.g., between the man-
dates to “[elicit] and [respect] patient
preferences” and to “adhere to nationally
recognized, evidence-based guidelines”).

It is hard to avoid the conclusion that
these lists, like many recently proposed
standards of professional conduct for
physicians, are not reasoned conclusions
of a process of reflection on and analy-
sis of the healing relationship but, rather,
loose compendia of whatever virtues or
positive characteristics came into their
authors’ minds (or into the minds of their
informants) when trying to describe
a good doctor or colleague.!® Judah
Goldberg, in his critique of the intel-
lectual confusion spawned by the fash-
ion for the White Coat Ceremony at
medical schools, distinguishes these
parochial, socially constructed behav-
ioral conventions typically invoked
under the heading of professionalism
from a more rigorous, philosophically
grounded foundation for professional
formation in medicine that he associ-
ates with humanism:

In contrast to humanism, which is logi-
cally constructed out of foundational
principles and can therefore develop a
sophisticated hierarchy of moral respon-
sibilities, professionalism confronts a
static field of arbitrary conventions with-
out any analytic tool for assigning moral
weights. Acting unprofessionally means
little more than deviating from the con-
ventions of medicine. By itself, profes-
sionalism cannot explain why lying to a
patient, for instance, is worse that wear-
ing a T-shirt to work, other than to grade
different professional traditions as more
or less central to medicine.!®
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What Goldberg discusses under the
term “humanism” I have been referring
to as professionalism’s ethical and
humanistic core. And my main point
with respect to the prevailing approach
to standards of physicians” professional
conduct is that being more explicit
about this ethical and humanistic core
offers a more secure justification than is
often provided for particular standards,
while also providing a reference point
from which to oppose forces and induce-
ments (themselves sometimes justified
with reference to “professionalism”) that
tend to compromise professionalism’s
ethical and humanistic core.!”

My interest in navigating toward
standards of professional conduct for
health professionals by the twin pole-
stars of vulnerability and trustworthi-
ness is not entirely original. My main
sources of inspiration are the work of
Edmund Pellegrino, Robert Sokolowski,
and Jos V. M. Welie. I want to call atten-
tion briefly to their key contributions and
then explain how I intend to expand and
extend them.

Pellegrino’s project to “reconstruct
medical morality on the basis of the fact
of illness and the act of profession”
rests on his description of illness as an
ontological assault that leaves the per-
son in a state of “wounded humanity”:
subject to the loss of most of the free-
doms we think of as peculiarly human,
and forced to place him- or herself under
the power of another person—"an invol-
untary need [that] grounds the axiom
of vulnerability from which follows
the obligations of the physician.”!8 The
physician’s responsive “act of profes-
sion” is the promise to that needy and
vulnerable person that he or she has the
skills to help and will act for the patient’s
interest. The physician’s obligations are
those that make this promise authentic
(i.e., one that can be trusted): technical
competence, ensuring the moral agency
of the patient (primarily through the
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process of informed consent), and respect
for the individualized nature of the
transaction.

Similarly for Sokolowski, it is human
beings’ susceptibility to an involuntary
need for others” help that grounds the
fiduciary relationship that is the hall-
mark of a profession. What is at stake in
such a relationship is not merely satis-
faction of passing desires or wants but
decisions and actions affecting funda-
mental well-being and possibly the
future direction of one’s life, delibera-
tions belonging to the classical sense of
the word “prudence.” In a fiduciary
relationship, Sokolowski writes, “I sub-
mit my own prudence to that of the
professional. In a limited way I hand
over the steering of my life to this
person. . .. I must do so, because I have
wandered into an area of life in which
my own knowledge does not equip me
to steer by myself.”1° I trust the profes-
sional with my prudence initially not
because of any prior relationship or
friendship that may exist between us—
indeed, in many cases (paradigmatically,
entering an emergency department in a
foreign city) the professional is a com-
plete stranger to me—but precisely
because he or she has been certified as a
professional, whom I therefore trust to
abide by the profession’s norms.

Welie also grounds his analysis of
professionalism in what he calls the
“existential vulnerability [that] arises
out of the combination of a significant
human need that must be relieved and
complete dependency on experts for
that relief.”?0 Writing in the context of
dentistry, and explicitly contrasting the
patient-based aspects of professionalism
with those centered on practitioners’
economic well-being, Welie insists that
the hallmark of professionalism is to be
deserving of the trust placed in the pro-
fessional by the vulnerable, dependent
patient. He then proposes several “pro-
fessional responsibilities”—for example,
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competence, peer review, internal disci-
pline, noncompetition, objectively ben-
eficial services, standardized treatments,
avoidance of conflicts of interest, non-
discrimination, and fostering access—
that, although not intended to be
exhaustive, would seem to justify the
public’s trust.?!

My contributions begin with sug-
gestions for enriching the account of
vulnerability that unites Pellegrino’s,
Sokolowski’s, and Welie’s analyses,
and by noting some ambiguities in the
concept and experience of trust. After
proposing my own set of standards
for professional conduct that I believe
grow out of these reflections, I suggest
three further refinements to an analysis
of vulnerability and trustworthiness in
the context of professionalism: (1) the
importance of individualized dialogue
in determining the conditions for gain-
ing a patient’s or family’s justified trust,
(2) the idea of the social determinants
of trust, and (3) the idea of shared vul-
nerability between patients and the pro-
fessionals who care for them.

Although a succinct and serviceable
definition of vulnerability might simply
read, “being at increased risk of harm,
and/or having a decreased capacity to
protect oneself from harm,”?? for our
purposes, vulnerability is best under-
stood within a cluster of concepts that
also includes the ideas of need and
dependency, and in dialectical relation-
ship with notions of agency and resil-
ience. In the introduction to their rich
collection of essays on vulnerability,
Catriona Mackenzie, Wendy Rogers, and
Susan Dodds capture the breadth of the
concept:

Human life is conditioned by vulnera-
bility. By virtue of our embodiment,
human beings have bodily and mate-
rial needs; are exposed to physical ill-
ness, injury, disability, and death; and
depend on the care of others for extended
periods during our lives. As social and

affective beings we are emotionally and
psychologically vulnerable to others in
myriad ways: to loss and grief; to neglect,
abuse, and lack of care; to rejection, ostra-
cism, and humiliation. As sociopolitical
beings we are vulnerable to exploitation,
manipulation, oppression, political vio-
lence, and rights abuses. And we are vul-
nerable to the natural environment and
to the impact on the environment of our
own, individual and collective, actions
and technologies.?

Mackenzie, Rogers, and Dodds distin-
guish among three kinds of vulnerability.
The first of these, inherent vulnerabil-
ity, is the aspect that figures in the work
of Pellegrino, Sokolowski, and Welie—
namely, vulnerability that is directly
related to the human condition, and
that entails our susceptibility to illness
and death. Mackenzie and her coau-
thors enlarge the notion by emphasiz-
ing socially created forms of vulnerability
resulting from unequal or discriminatory
social, political, or economic arrange-
ments, which they call situational vulner-
ability, and the aggravation or exacerbation
of vulnerability (and its associated depen-
dency or even shame) that can arise from
paternalistic or demeaning efforts to help
vulnerable people, which they call patho-
genic vulnerability.2*

Sara Clark Miller defines as “funda-
mental needs [those] ends that agents
cannot forgo if they are to continue to
use their agency effectively in the world
to make choices, set ends for themselves,
and relate to others.”? It is an essential
feature of human vulnerability, Miller
continues, that “in order to avoid expe-
riencing harm or to restore agency when
we do, others have to meet our needs,
that is, others must help us. We are
dependent on them for this help, as we
are not capable of meeting all our needs
on our own: sometimes they must help
us by developing, maintaining, or restor-
ing our agency.”?¢ Her list of fundamen-
tal needs, which she develops in dialogue
with Martha Nussbaum’s analysis of
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“central human functional capabilities,”%”
includes nutrition and water, rest, shel-
ter, a healthy environment, bodily integ-
rity, healing, education, attachments,
social inclusion, play, and security?—all
of considerable relevance to the health
professions, especially from the stand-
point of a biopsychosocial model of
health and disease and the social deter-
minants of health.

When we turn to health professionals
for help in meeting our needs, especially
in the setting of an illness that compro-
mises cognitive and deliberative capac-
ities and the emotional equilibrium
necessary for the thoughtful weighing
of options, we are in a state of involun-
tary dependence. The relationship at its
inception is not one between free, equal,
and rational contractors. As Annette
Baier has written,

Philosophers who remember what it was
like to be a dependent child, or know
what it is like to be a parent, or to have a
dependent parent, an old or handicapped
relative, friend or neighbor will find it
implausible to treat such relations as sim-
ply cases of comembership in a kingdom
of ends, in the given temporary condi-
tions of one-sided dependence.?

Involuntarily needy and dependent—
that is, vulnerable—we frust that health
professionals will

* Not exploit our vulnerability for their
own self-interested ends

* Not increase our vulnerability through
paternalistic or degrading forms of
help that perpetuate dependency or
undermine self-esteem

* Reduce our vulnerability by

o Alleviating sources of vulnerabil-
ity related to disease

o Aligning with others to alleviate
sources of health-related vulner-
ability aggravated by social, politi-
cal, or economic arrangements
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o Enhancing our capacity for self-
determination by preventing, elim-
inating, or reducing limitations
related to disease or its treatment.

At its ethical and humanistic core,
professionalism is the commitment of
health professionals to be deserving of
this trust—in other words, to be trust-
worthy. For, although patients, or other
people in “temporary conditions of
one-sided dependence,” may trust, this
trust may be misplaced, misguided,
irrational, or dangerous to one’s own
most important interests and ends.
In Baier’s words,

Where one depends on another’s good
will, one is necessarily vulnerable to
the limits of that good will. One leaves
others an opportunity to harm one when
one trusts, and also shows one’s confi-
dence that they will not take it. . . .
Trust, then, on this first approximation,
is accepted vulnerability to another’s
possible but not expected ill will (or lack
of good will) toward one.®

Thus, whereas when ill, I am primarily
vulnerable due to the illness, when I trust
my physician to help me I am now also
vulnerable specifically to him or her.
To these structural ambiguities in
trust relationships—built in, so to
speak, to their structure of one-sided
dependence—Jay Katz adds the psy-
chological distortions of unconscious,
irrational factors in human relation-
ships, notably transference and coun-
tertransference reactions of patient and
professional, respectively, wherein a
patient’s irrational fantasies of being
taken care of by an idealized carer meet
the caregiver’s narcissistic investment
in his or her own knowledge, power, and
altruism.3! Primarily concerned with
establishing the need for physicians
to acknowledge uncertainty as part of
the process of informed consent, Katz
distinguishes trust “based on blind
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faith—on passive surrender to oneself
or to another”—from trust that is “earned
through conversation” in which both
parties acknowledge to themselves and
to the other what is known and not
known about the decision to be made.®?

If we now ask what attitudes, behav-
iors, and standards of conduct are the
criteria and embodiments of health
professionals” trustworthiness when vul-
nerable people seek their help—which
in aggregate constitute the ethical and
humanistic core of professionalism—
Katz’s emphasis on informed consent
conversations that acknowledge uncer-
tainty is part of the answer. A more
complete answer would include the
following:

® Technical competence

¢ Respect for individuality and pro-
motion of self-determination

¢ Empathy

e Truthfulness

¢ Transparency as to the grounds for
recommended courses of action

® Protection of privacy and confi-

dentiality

Avoidance of harm

Avoidance of conflicts of interest

Nonabandonment

Fairness in allocation of time, atten-

tion, and healthcare resources

® Advocacy for social, political, and
economic arrangements that con-
tribute to people’s opportunities to
lead healthy lives

e Self-criticism and willingness to
demand accountability from col-
leagues for adherence to these pro-
fessional values

This is a familiar list, and one that res-
onates especially with the elements of
professionalism according to Pellegrino,
Sokolowski, and Welie, as well as with
the ten professional responsibilities in
the ABIM charter. My contributions so
far have been to propose, as a principle

by which to generate these elements, the
professional’s commitment to trustwor-
thiness in response to the vulnerability
of those seeking professional help and
to ground them in a more robust under-
standing of vulnerability—including
the ways in which caregiving itself can
aggravate vulnerability, intrinsically,
as Baier suggests, or as a function of a
particular caregiver’s demeaning or
dehumanizing manner of providing
help, as Mackenzie, Rogers, Dodds, and
Miller suggest. I have also pointed to
some of the ambiguities of trust.

Notwithstanding the plausibility of
these general elements of patient-based
professionalism (what might be termed
prime facie professional commitments),
the attitudes and behaviors that actually
do gain trust are patient and context
specific. Our willingness and ability to
trust health professionals or healthcare
institutions will be affected by our per-
sonality, culture, race, age, and prior
experiences with illness and healthcare,
and the relative supportiveness or inse-
curity of our socioeconomic and politi-
cal circumstances, among other factors.
Therefore, in addition to the commitment
to cultivating attitudes and behaviors
that embody trustworthiness, a patient-
based understanding of professional-
ism would also include the commitment
to actually gaining a patient’s or family’s
trust by learning, through individualized
dialogue, the conditions that would win
their justified trust, given their particu-
lar history and social situation.

Among many reasons to credit the
importance of individualized explo-
ration of the conditions of a patient’s or
family’s justified trust (and the corollary
responsibility to suspend automatic
allegiance to particular assumptions
about “professional” behaviors with
that patient or family) are the diver-
sity of patients” and families” expecta-
tions or desires for “shared clinical
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decision making,” cultural and ethnic
diversity in approaches to care near
the end of life, and the widespread
societal burden of trauma from adverse
childhood experiences. Alexander Kon
has called attention to the “shared deci-
sion making continuum,”3? on which
patients’ or surrogates’ preferences for
participation with physicians in clinical
decisions range from patient- or agent-
driven to purely physician-driven
decisionmaking. Elizabeth Murray and
her coauthors demonstrated this spec-
trum with a cross-sectional survey of
the American public, reporting that,
although a majority of respondents
favored some degree of shared deci-
sionmaking, 9 percent of their large
national sample preferred a paternalis-
tic approach in which information trans-
fer was mainly one way from physician
to patient, and deliberation about treat-
ment took place by the physician alone or
in consultation with other physicians.3
These findings suggest (pace Pellegrino,
Katz, and the authors of the ABIM char-
ter) that for patients whose preferences
are for more physician-centered delibera-
tion and direction of treatment, default-
ing to the currently favored professional
standard of shared decisionmaking, with-
out sensitive, individualized dialogue,
could more easily provoke mistrust and
feelings of abandonment than gain the
patient’s or family’s justified trust.

There is also ample evidence of cul-
tural and ethnic diversity in preferences
for communication and clinical decision-
making near the end of life.3> People
differ in their openness to explicit dis-
cussion of prognostic information, and
in their interpretations of physician
recommendations to consider changing
goals of care from all-out efforts to pro-
long life to an emphasis on palliation,
quality of life, and comfort. Clinicians
may regard these behaviors as enact-
ments of responsible clinical judgment
and compassion. People with particular
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orientations toward communication of
negative information, or with individ-
ual or communal histories of oppres-
sion, discrimination, or mistreatment
in society or the healthcare system, may
experience them as callousness or as
being manipulated into foregoing poten-
tially beneficial care. Similar differences
and similar mistrust—often similarly
influenced by a community’s collective
memory of past abuses—emerge among
potential participants in clinical trials,
especially among minority populations.®

Another example is the decade and a
half of research confirming and extend-
ing the Adverse Childhood Experiences
(ACE) Study, which found “a strong
graded relationship between the breadth
of exposure to abuse or household dys-
function during childhood and multi-
ple risk factors for several of the leading
causes of death in adults.”%” We know
from these studies, and the overwhelm-
ing evidence on the social determinants
of health, that much illness is a result of
the social, psychological, and economic
conditions in which people grow, live,
work, and age.3® People bring their dam-
aged bodies to the clinic, but for many
people their damaged bodies are the
products and consequences of damaged
lives. They need medical treatment, of
course, but perhaps even more they
need support in finding or regaining
safety, empowerment, and some mea-
sure of control in their world. Such
“trauma-informed care” must often
begin with exquisitely sensitive explo-
rations of the conditions or even the
possibility of trust before treatment can
begin.®

These latter examples suggest that
even expanding the discussion of trust-
worthiness to include patient- or family-
specific dialogue is incomplete, in that
it appears to place the entire burden of
conveying genuine trustworthiness to
patients on the individual practitio-
ner, without adequate recognition of
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the structural conditions affecting peo-
ple’s willingness or ability to trust health
professionals—what might be termed
the social determinants of trust. Annette
Baier alludes briefly to this in her com-
ments on “the network of trust,” and
“such society-wide phenomena as cli-
mates of trust,” commenting that to
treat only two-party trust relationships
is unrealistic, because “any person’s
attitude to another in a trust relation-
ship is constrained by all the other trust
and distrust relationships in which
she is involved.”#0 I alluded earlier to
sources of vulnerability rooted in social
arrangements and the professional obli-
gation to align with others to address
these as a part of reducing our vulner-
ability. In the present context we might
emphasize that advocacy for more just
social, political, and economic arrange-
ments contributes both to the health pro-
fessional’s being deserving of trust and
to actually gaining trust more broadly
throughout the population.!

One further implication of my
emphasis on the necessity of dialogue
with patients, families, and even com-
munities on the conditions of their jus-
tified trust in the professionals who
care for them is a strong caution against
the current vogue for assessing pro-
fessionalism on the basis of externally
observed behavioral indicators. Shiphra
Ginsburg and colleagues have previ-
ously pointed out two significant lim-
itations to a behavioral observation
approach: inconsistent interpretations
and applications of evaluation criteria
by faculty observers and—more directly
related to the present context—the lack
of access to students’ rationales for the
choices or behaviors they exhibit in
the scenarios. As Ginsburg and coau-
thors explain, “Behaviors alone do not
give us all the information we need to
make accurate judgments. Knowing
how a student construes a particular
professional dilemma, and what values

s/he perceives as conflicting, is critical
information.”#?

I would go further. If the primary
components of patient-based profession-
alism are commitments to (1) cultivating
attitudes and behaviors that embody
trustworthiness and (2) actually gain-
ing a patient’s or family’s trust by learn-
ing the conditions that would win their
justified trust through individualized
dialogue, and if the conditions for gain-
ing justified trust are context specific,
then no observed conformity to items
on a prefabricated behavioral checklist
(no matter how thoroughly vetted and
pretested by panels of experts) will,
by itself, meaningfully discern patient-
based professionalism on the part of a
student. What is needed instead, at a
minimum, is a setting in which students
reflect on their encounters with patients
through narratives and dialogue with
peers and preceptors, analyzing them
for, among other things, what they per-
ceived and investigated about their
patients” dispositions and capacities for
trust in the encounter, and how their
actions with the patient responded to
their appreciation of these factors. Such
an approach seems to be underrepre-
sented, however, among currently fash-
ionable methodologies for the assessment
of professionalism.

Having emphasized vulnerability as
one of the twin polestars of profession-
alism in healthcare, it is worth observing
in conclusion that professionals bring
their own vulnerabilities to their encoun-
ters with patients. Although this can
promote empathy and solidarity in car-
ing relationships and is therefore to be
prized rather than avoided or denied,*
the ability to translate shared vulner-
ability into therapeutic relationships
requires continuing self-awareness and
self-care. At bottom, this involves the
self-understanding that we—pbhysicians,
nurses, healers from all traditions—live
in the same world that our patients
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inhabit and share the same vulnerabili-
ties to what John Keats (who trained as
a physician himself) described as

The weariness, the fever, and the fret

Here. Where men sit and hear each other
groan;

Where palsy shakes a few, sad, last gray
hairs,

Where youth grows pale, and spectre-
thin, and dies.**

I believe that our acknowledgment of
this shared vulnerability, in this common

WO

rld, is the ultimate touchstone of

humanism, and genuinely patient-based
professionalism, in healthcare.
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