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ABSTRACT

The goal of this chapter is to describe some of the recent challenges that modern medicine is facing 
using patient-centered medicine as a theoretical frame of reference. First, the work will describe 
the origin, the development, and the main implications of patient-centered medicine (PCM). Then, 
it will address the critical increase of chronic illnesses and how PCM could be the best-suited 
theoretical framework for enhancing patient engagement and coping with chronicity. Additionally, 
it will address the difficulties raised by increased uncertainty in medical practice, especially from 
the physicians’ point of view. Finally, a relationship-centered care (RCC) will be proposed as a more 
effective theoretical perspective than PCM to deal with uncertainty and its impact on the patients’ 
and physicians’ inner life.
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INTRODUCTION

The medical world is always evolving and readjusting. New knowledge and technologies, new 
illnesses, and new patient-physician dynamics lead to new critical issues and challenges. The terms 
“patient-centered care” have been around since the 1950s, but after the Affordable Care Act was 
adopted in the United States, a patient-centered approach began to be implemented on a wider scale 
to deal with some of the present day healthcare challenges, such as the refocused attention on patient 
outcomes and the attempt to cut healthcare costs. Patients become the center of care, not only from 
a biological reductionist point of view, but also from social and psychological perspectives. Taking 
into account patients’ feelings, thoughts, and expectations about their clinical conditions has helped 
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to create a more efficient healthcare system and higher patient satisfaction. Patient-centered medicine 
(PCM) has proven useful, especially in dealing with chronic disorders, by focusing on exploring the 
patient’s illness experience. PCM highlights the crucial role of doctor-patient communications and 
involves patients in the clinical consultation and in the care process, thus opening the road to patient 
engagement as a key factor for optimal treatment adherence and clinical outcome.

However, PCM appears to not be enough when dealing with other new challenges in modern 
medicine, which includes the ever-growing uncertainty in clinical practice and the consequent 
physician and patient vulnerability. In the view of the authors, there is the need to address uncertainty 
and vulnerability, considering the existence of at least two actors playing in a healthcare context, in a 
communicative, relational, dynamic exchange. The authors, therefore, propose a new theoretical frame 
of reference that includes PCM, but also takes into account the whole patient-physician relationship 
as a tool to protect both the patients and the physicians. The authors term this “relationship-centered 
care” (RCC) or relationship-centered medicine (RCM). The patient-physician relationship is the 
key element to improve patient care quality because it allows the assessment of the most suited 
communicative approach for that patient.

To support this view, the authors will first describe the PCM frame of reference. Then, they will 
address the challenges that medicine is facing today, such as increasing chronic illnesses and the ever-
growing uncertainty in clinical practice. Finally, the authors will describe the main characteristics of 
the relationship-centered medicine and its benefits.

BACKGROUND

Patient-centered medicine is, above all, a revolution in medicine, a method that changes the way 
of practicing medicine, how physicians relate and communicate with their patients during medical 
consultations, and also the roles of the other actors within the visit, such as family members and other 
healthcare professionals. This way of relating to a patient has its roots in the theoretical thinking of 
two British psychoanalysts, Michael Balint, and his wife, Edin, who coined the term “patient-centered 
medicine” in 1969.

There is another way of medical thinking, which we call ‘patient-centered medicine.’ Here, in 
addition to trying to discover a localizable illness or illnesses, the doctor also has to examine the 
whole person in order to form what we call an ‘overall diagnosis.’ This should include everything 
the doctor knows and understands about his patient; the patient, in fact, has to be understood as a 
unique human being (Balint, 1969).

The development of this method should be viewed in light of an epistemological change of 
paradigm, which shifted the science of medicine from the biomedical model to a bio-psychosocial 
paradigm. These changes in medical epistemology have a significant impact on the clinical method 
moving from a disease-centered to a patient-centered perspective. The biomedical model was based on 
a biological reductionist approach. That is, patients were read as the expression of disease processes 
and the clinical method focuses on identifying standard disease entities and numeric entities and, 
on this basis, proposes an evidence-based treatment. This is the reason why this paradigm is called 
“doctor-centered medicine” or “disease-centered medicine” (DCM). This clinical method was simple, 
clear, verifiable, and allowed for the formulation of diagnostic hypotheses and prognosis (McWhinney, 
1989, 1993). Nevertheless, it has been criticized for oversimplifying the problems of illness; assuming 
that disease is fully accounted for by deviations from the norm of measurable, biological variables 
and not taking into account the patient’s perspective.

On the contrary, according to the bio-psychosocial paradigm, PCM focuses on every single 
patient as a person; every patient has a story that demonstrates the interactions among the biological, 
psychological, and social components of his or her life (Engel, 1977, 1981). Moreover, PCM gives 
clinicians a more complex goal; it integrates the traditional understanding of disease with each 
patient’s point of view on his/her condition, moving the objective from curing the disease to caring 
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for the person. As Kleinman (1989) stated, beyond the dimension of the “disease,” intended as the 
doctor’s understanding of the biomedical disorders, there is the “illness,” which refers to the patient’s 
subjective experience of feeling sick.

PCM extends the focus of medicine also to the non-biological aspects of the disease; even personal, 
psychological, and social aspects are recognized as current and important so that the tasks of the 
consultation are focusing not only on disease, but also on the “patient’s agenda,” which is made up 
of the patient’s personal illness experience, which may be broken down into four main factors: the 
patient’s feelings, his/her ideas about the illness, the impact of his/her problems on his/her life, his/ her 
expectations about what should be done, and the patient’s desires (Moja & Vegni, 2000). A clinical 
consultation that is patient-centered elicits and explores patients’ expectations, feelings, and illness 
beliefs, and tries to activate the patient to take some control in the medical visit (Platt et al., 2001).

Ample literature has found associations between the patient-centered model of communication 
and patient satisfaction (Kinmonth, Woodcock, Griffin, Spiegal, & Campbell, 1998; Kinnersley, 
Stott, Peters, & Harvey, 1999; McMillan et al., 2013; Rathert, Wyrwich, & Boren, 2013), Rosenberg, 
Lussier, & Beaudoin, 1997; Williams, Weinman, & Dale, 1998; treatment adherence (Rosenberg et 
al., 1997; Safran et al., 1998; Street, Makoul, Arora, & Epstein, 2009), medical outcomes (Arora, 
2003; Ekman et al., 2012; Kaplan, Greenfield, & Ware, 1989; Maisiak, Austin, West, & Heck, 1996; 
Rao, Weinberger, & Kroenke, 2000; Rosenberg et al., 1997; Robinson, Callister, Berry, & Dearing, 
2008), and decreased rates of malpractice claims (Levinson, Roter, Mullooly, Dull, & Frankel, 1997). 
Furthermore, clinician failure to elicit and discuss patient expectations predicts dissatisfaction with 
the visit and the persistence of symptoms (Jackson, Kroenke, & Chamberlin, 1999; Kravitz, Callahan, 
Azari, Antonius, & Lewis, 1997). To summarize, PCM is a theoretical perspective that promotes 
effective and efficient clinical care.

In conclusion, the factors that have bolstered the shift from DCM towards PCM are not only 
cultural and epistemological changes, but also practical needs, such as the attempt to reach a high-
quality healthcare system and the urgency to cut costs. Among these practical needs, there is also 
the demand to cope with the increase in prevalence and incidence of chronic illnesses, which is 
difficult to manage for both the patients and the whole healthcare system. PCM appears to be the 
right perspective to deal with these challenges.

CHRONIC ILLNESSES AND MULTIMORBIDITY

Chronic conditions are defined as illnesses that last longer than three months and are not self-limiting. 
Common examples of chronic conditions are diabetes, asthma, congestive heart failure, stroke, low 
back pain, and arthritis. Most of these diseases have major physical, psychological, social, and financial 
consequences, and impact the lives of individuals and their families in many ways. From a societal 
perspective, chronic diseases are a major source of healthcare utilization (Vlieland, 2002). Data from 
a US report stated that nearly half of the adult population is affected by chronic conditions, with one-
fourth of all adults experiencing multiple (two or more) chronic conditions (Ward, 2013). In the US 
population, heart failure has increased from 5.7 million to 6.5 million in recent years (Benjamin et al., 
2017). Other studies projecting the prevalence of chronic conditions in upcoming years estimate an 
increase of diabetes by more than 80%, of Parkinson’s disease by 30%, and Alzheimer’s is projected 
to increase by 40%. The National Cancer Institute projects that by 2020 there will 30% more cancer 
survivors than there was in 2010 (Dall et al., 2013).

There are two primary reasons why chronic conditions are increasing, which are connected to 
one another: technology development and aging of the population. New medical technologies allow 
people to survive longer with medical conditions that were life ending in the past, and this is one 
of the reasons why there is a general rise in the population’s age in all of the developing countries 
(Beaglehole et al., 2008; Wiederhold, Riva, & Graffigna, 2013). For example, the specialized pediatric 
intensive care unit care (PICU), on one hand, has contributed to the improved survival rates of 
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critically ill children, but, on the other hand, may have exchanged mortality for morbidity over the last 
several decades, with a prevalence of new morbidity that is 4.8%, twice the mortality rate (Pollack et 
al., 2014). In most cases, the transition from childhood/adolescent care to adult care is guaranteed.

Furthermore, chronic medical conditions are often comorbid with other medical and/or 
psychopathological disorder(s); it has been demonstrated that over 50% of depressed patients show 
multiple chronic medical conditions as well (Wells, Rogers, Burnam, Greenfield, & Ware Jr., 1991), 
with additional consequences for healthcare services and primary care providers for costs, treatment 
planning, and outcome. Multi-morbidity has been defined as the “most common chronic condition,” 
and its prevalence progressively increases with age, affecting more than 60% of people aged 65 or 
older (Barnett et al., 2012). These conditions result in numerous adverse health outcomes, increased 
healthcare needs, and subsequently higher medical costs, with estimates of increasing costs by at 
least 45% for each person with chronic physical disease and a co-morbid mental health problem 
(Naylor et al., 2012).

The increase of chronic disease and multimorbidity is one of the biggest new challenges to the 
traditional health system and the doctor-patient relationship. The disease-centered paradigm was 
not able to deal with the complexity brought by chronicity and multimorbidity. Chronic illnesses 
cannot be cured once and for all, and their treatment cannot be based only on standard, numeric, 
biological parameters; it needs cooperation and self-care competencies from the patient. The PCM 
paradigm is an efficient approach in dealing with those conditions because it offers a complete 
and long-term patient-care perspective. Moreover, PCM opens to the inclusion of patient-reported 
outcomes (PROs) in the assessment of the care process, such as the perceived health status or the 
health-related quality of life (Kingsley & Patel, 2017), which can help the physician in the bio-
psychosocial reading of the patient.

Thanks to this epistemological, methodological, and clinical revolution, patients have taken a 
more and more active role in their healthcare process. The importance of patient involvement resulted 
in the study of patient engagement (PE). There is no shared consensus on the definition of patient 
engagement, but the general knowledge implies that it is related to the importance of taking an active 
role in one’s health, having knowledge, skills, and confidence to manage health/chronic conditions, 
and performing health-promoting behaviors. Patient engagement is a key element, especially in 
chronic disease care. In fact, it is increasingly being cited as critical for improving health outcomes 
and reducing costs in long-term treatment and conditions.

A recent review of the literature on chronic diseases and patient engagement (Simmons, Wolever, 
Bechard, & Snyderman, 2014) supported the link between improved outcomes and patient engagement, 
demonstrating that relatively short interventions can increase and promote positive health outcomes. 
Moreover, specific behavioral targets and their tracking appear essential to assess the role of patient 
engagement over time to achieve positive health outcomes. In contrast, poor patient engagement is a risk 
factor for worse chronic disease outcomes. In this framework, early identification of individuals who 
have low patient engagement coupled with tailored behavioral interventions to enhance participation 
may provide a reasonable and low-cost target for personalized healthcare innovation (Simmons et 
al., 2014). Additionally, achieving effective patient engagement could reduce healthcare costs in the 
sense that patients would decrease the demand for check-ups, general practitioner consultations, or the 
phenomenon of doctor shopping, because of being better able to manage their disease and treatment 
and to implement good health practices.

The promotion of patient activation and satisfaction, treatment adherence, and medical outcomes 
are critical issues intimately related to PCM. In fact, it is difficult to think that the engagement of 
the patient can be realized without an empathic dyadic exchange within a trustworthy patient-doctor 
alliance and relationship. The Patient Health Engagement (PHM) model (Graffigna, Barello, & 
Triberti, 2015) suggests that the patients steadily get over changes in their health condition through 
the so-called “patient journey,” in which the principles of PCM could represent a guide for the 
physician’s work with patients.
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In other words, the increasing occurrence of chronic diseases can be successfully dealt with 
through the PCM perspective and the subsequent effect on patient engagement (Borghi, Galli, & 
Vegni, 2016). However, modern medicine has to face other challenges including the ever-growing 
uncertainty affecting clinical practice, patient safety and vulnerability, and the clinician’s vulnerability 
or inner life. PCM appears to show some limits in dealing with these new challenges.

UNCERTAINTY AND VULNERABILITY

Uncertainty in clinical practice is perhaps more invisible, but always present in healthcare (Eddy 
1984; Han, Klein, & Arora, 2011), and it is becoming more and more a critical healthcare challenge 
in contemporary medicine. This topic has been studied since the 1950s, when research was conducted 
by René Fox (1957) and the results highlighted how difficult it was for physicians to cope with 
uncertainty during their training. Yet, there is no systematic and coherent knowledge about it, and 
research struggles to achieve a complete view on this topic (Han et al., 2019).

From a philosophical perspective, uncertainty is a “metacognition”; the awareness of the 
knowledge we have and its gaps. Han and colleagues (2011) proposed the definition of a “human 
epistemic state consisting of the conscious, metacognitive awareness of ignorance.” In other words, 
it is what we know that we do not know. There are different kinds of uncertainties in medical practice 
and some researchers have tried to create a taxonomy to show them all. For example, Han and 
colleagues (2011) proposed a three-dimensional taxonomy, which categorized uncertainty in three 
possible ways: 1) focusing on the issue (scientific, practical, personal); 2) focusing on the source 
(probability, ambiguity, and complexity) and, 3) focusing on the locus, the stakeholder whose point of 
view is being investigated (patient, physicians, family members, policymakers, etc.) (Han et al., 2011).

The authors suggest an alternative classification of three possible kinds of “I don’t know” in 
the physician-patient interaction: 1) uncertainty because of the limited knowledge that science has 
today about that issue (Medicine does not know, the situation is ambiguous, the situation can only 
talk about probabilities), 2) uncertainty because of a particular physician’s competence (The doctor 
does not know; it is not his/her field of training.), and 3) uncertainty that concerns the relationship 
with the patient (the physician cannot or does not want to tell the patient).

Uncertainty has always been an integral part of medical practice, and not always a negative one. 
For instance, uncertainty is the reason why people seek information and medical advice, and it is 
also the reason why scientific research and technological development still goes on. Nevertheless, 
most of the time, it is something difficult to cope with for both clinicians and patients (Babrow, 
Kasch, & Ford, 1998). It enhances pessimistic points of view and negative emotions, such as anxiety, 
indecision, and avoidant behaviors (Han et al, 2019). Moreover, nowadays there are certain factors 
that have increased the concern about this issue. In fact, it is not a coincidence that studies about 
this topic have increased in recent years. There are two main reasons why uncertainty is more of an 
issue today compared to 50 years ago. The first reason is the development of new technologies and 
the consequent physicians’ insecure attitude towards adopting these new technologies. The second 
reason is the patients’ involvement in clinical practice and their resulting awareness.

With regard to the first point, because of the development of evidence-based medicine and new 
technologies, physicians are more aware of their limits in knowledge than they were before (Han et 
al., 2019). Ironically, today’s experts know a lot more, but feel like they know less compared to 50 
years ago, because the wider the medical knowledge, the more complex it gets. For instance, there 
are a lot of different clinical interventions available and a lot of complex clinical situations to face, 
therefore it is not uncommon for two honest physicians to arrive at different conclusions on the same 
matter. Moreover, technology has brought complexity also to some secondary aspects of the clinical 
practice, such as physician-patient communications through telemedicine and electronic database to 
store clinical information. Sometimes, physicians struggle to find a satisfactory way to use these new 
resources (Daniel, Jabak, Sasso, Chamoun, & Tamim, 2018; Haluza & Jungwirth, 2014).
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Furthermore, as previously pointed out, because of new technologies and advanced medical 
knowledge, today’s patients often deal with chronic disorders and complex medical conditions. A 
consequence of that is the rising of what Lindblom (1959) called complex situations or clinically 
ambiguous situations in which goals and procedures are not clear from the beginning, and actions 
are undertaken a step at a time, constantly reevaluating the situation. In this context, everyone feels 
like the available information is not enough, and uncertainty and complexity creep through every 
pore (Epstein & Gramling, 2013). Especially chronic patients with serious long-term illnesses such 
as cancer, HIV infection, or diabetes, may endure feelings of vulnerability and ambiguity about 
their future (Parascandola, Hawkins, & Danis, 2002). In other words, wider knowledge and new 
technological devices brought more treatments into the modern world, but also more chronic and 
complex medical conditions, which enhanced uncertainty in clinical practice.

The second reason why uncertainty is a bigger issue today than it was before is increased 
patients’ awareness. Nowadays, public opinion and mass media put a big emphasis on many medical 
controversies. Healthcare policymakers are concerned about this and are trying to reduce uncertainty 
in healthcare as much as they can (Han et al., 2011). Uncertainty in medical practice is not just a 
problem that only physicians are aware of anymore, but it concerns all the stakeholders. This is 
coherent with the spreading of PCM, which suggests that the best way to operate in clinical practice 
is to involve patients in the decision making and by exploring their concerns and expectations in order 
to lead the patient to take some control of his/her medical visit (Platt et al., 2001). Communicating 
and sharing medical information also means putting patients in the position of being aware of some 
degree of uncertainty.

Patients’ awareness is linked to another new challenge for modern medicine, which is the growing 
demand for greater quality and safety in healthcare. Patients are increasingly called to actively 
participate to the care process (Longtin, Leape, Sheridan, Donaldson, & Pittet, 2010) in order to 
supervise their clinical treatments by the healthcare system itself, thus achieving the highest degree 
of quality and safe service available. In fact, the complexity of modern medical situations made 
patient participation and engagement necessary to watch over their overall treatment process (Davis, 
Jaclin, Sevdalis, & Vincent, 2007). The increase of multimorbidity, chronic illnesses, and uncertainty 
forced patients to be the ones acting as regulators of their healthcare treatment, putting different 
physicians in contact with one another and allowing the sharing of crucial clinical information that 
might otherwise be lost. For example, today, it may be a patient who reminds a doctor that he/she has 
a specific chronic condition (e.g. diabetes) or that he/she is undergoing also other medical treatments.

Complexity and uncertainty impact the inner lives of both clinicians and patients, making them 
feel vulnerable. Physicians’ inner lives and vulnerabilities are two big challenges for modern medicine. 
The inner life of physicians refers to their inner and emotional reaction to patients’ emotional distress, 
which may reflect a need to rescue the patient, a sense of failure and frustration when the patient’s 
illness progresses, feelings of powerlessness against illness and its associated losses, grief, fear of 
becoming ill oneself, or a desire to separate from and avoid patients to escape these feelings (Meier, 
Black, & Morrison, 2001). Vulnerability is a very close and overlapping concept and, when referred 
to clinicians, regards their own sense of powerlessness and impotence. In fact, clinicians learn that 
patients are vulnerable because of their medical condition, but they are less comfortable with their 
own vulnerability and uncertainty. Some authors stated that medical students are taught to ignore 
uncertainty by cultivating an air of confidence (Atkinson, 1984; Katz, 1984) and that there is general 
discomfort with uncertainty and the possibility of error (Christakis, 1999). It seems as though the 
medical world is trying to eliminate uncertainty and achieve the perfect control of every clinical 
situation. From this perspective, the loss of control from the physician could represent a personal 
failure and a threat to his/her social reputation among colleagues (Gulbrandsen, 2018).

Clinicians may have a hard time accepting their limitations and their vulnerability 
because, in the past decades, there has been a big change in their social image; they used to 
be seen as the human incarnation of perfect, scientific, medical knowledge and, therefore, 
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were seldom questioned in their clinical practice. Nowadays, because of advanced technology 
developments, chronic illnesses, multimorbidity, and patients’ health literacy, physicians are 
forced to face uncertainty, and they are struggling to adjust to a more vulnerable human role. The 
acknowledgment of uncertainty by physicians can lead to multiple questions. Should clinicians 
communicate uncertainty to their patients? How many degrees of uncertainty should be shared? 
What is the best way to treat a health concern?

As a matter of fact, uncertainty is often not communicated in clinical practice (Bansback, et 
al., 2017). In scientific literature, there are contrasting opinions among authors about the need 
to share uncertainty at all. Some researchers found that communication of epistemic uncertainty 
(uncertainty derived from the complexity and the ambiguity of a clinical situation) may damage 
the patient-physician relationship, reducing the patient’s confidence, trust, and satisfaction, but 
those results are not consistent and more research is needed (Han et al., 2019). Other authors 
disagree and believe that these are excuses that do not work in the long run. In fact, according to 
them, this may be true as it relates to short-term satisfaction, but is not true as it relates to long-
term care, where effective disclosure about uncertainty will protect a patient’s trust (Hall, Dugan, 
Zheng, & Mishra, 2001; Parascandola et al., 2002). Another common objection to communicate 
uncertainty is the fear of making patients feel bad, but even if patients feel anxiety and distress 
it does not mean that they would rather not know about uncertainty. Actually, some pieces of 
evidence are demonstrating that, usually, patients would like to have more information than they 
receive, even if they would rather not make any decision afterward (President’s Commission 
Study, 1982; Schneider, 1998).

Moreover, physicians have to do what is best for the patient, which means not only what is 
“medically” best. (Parascandola et al., 2002) The best way to treat a patient is also to build a respectful 
and honest relationship in which patients are free to introduce their values into the decision-making 
process. Patients are only able to introduce their values in the appropriate moment if they know about 
the uncertainty of their situation. Therefore, talking about uncertainty is not only the best practical 
solution, but it is also an ethical decision. At the same time, addressing uncertainty does not mean that 
the patient always needs to be aware of every detail surrounding the complexity and the ambiguity of 
his/her situation. Some patients prefer not to know every detail, and they are to be respected as much 
as the patients who want to be fully informed every step of the way. Forcing a patient’s attention to 
uncertainty would be cruel. The best solution seems to be for healthcare practitioners to have a discrete 
preliminary discussion with their patient about how much he/she would like to know. Therefore, some 
degree of uncertainty should be addressed in routine decision making with patients, but not every 
detail, if that is the patient’s wish (Parascandola et al., 2002).

Shared decision making should be offered to patients, especially in ambiguous situations in 
which medical factors alone seem to be indecisive. These are curing processes wherein a patient’s 
values and opinions should be given more consideration, such as situations involving chronic medical 
conditions and long-term treatment. Ironically, these are the types of situations wherein physicians 
tend to oversimplify and appear more confident about only one treatment option, rather than going 
through every single treatment possibility with the patient (Parascandola et al., 2002).

In light of the fact that uncertainty should be addressed with patients, the real problem is 
how to do it effectively. In fact, uncertainty has to be addressed in an appropriate way and with 
the right attitude to protect both patients and physicians. For example, clinicians should address 
it with the right dose of ease and comfort, along with exhibiting a candid willingness to access 
additional expertise to supplement their own (Parascandola et al., 2002). However, how can 
physicians develop the “right” attitude towards their own vulnerability? How can they deal with 
the impact that uncertainty has on their social role and their inner lives? In the opinions of the 
authors, PCM is not enough to answer these questions, and a shift towards relationship-centered 
care (RCC) is needed (Beach et al., 2006).
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CONCLUSION AND FUTURE DIRECTIONS

Facing the new challenges that are arising in healthcare, such as uncertainty and vulnerability, and 
their impact on a physician’s inner life, adopting relationship-centered care (RCC) (Beach et al., 
2006) may be a better-suited perspective than PCM. Relationship-centered care was first described, 
in 1994, by the Pew-Fetzer Task Force on Advancing Psychosocial Health Education (1994) as a 
third framing for the healthcare process, besides DCM and PCM.

RCC can be defined as care in which all participants appreciate the importance of their relationships 
with one another. RCC is founded upon 4 principles: (1) that relationships in healthcare ought to include 
the personhood of the participants, (2) that affect and emotion are important components of these 
relationships, (3) that all healthcare relationships occur in the context of reciprocal influence, and (4) 
that the formation and maintenance of genuine relationships in healthcare is morally valuable. In RCC, 
relationships between patients and clinicians remain central, although the relationships of clinicians 
with themselves, with each other, and with community are also emphasized (Beach et al., 2006).

The authors of this study view RCC as an evolution of the PCM perspective, which has the 
same inclusive intent as the one in the shift that happened from DCM to PCM. Despite the shift, 
PCM did not cancel the good practices of DCM, such as the biological parameters evaluation and 
the diagnosis, which still are crucial in every clinical practice. It simply added new elements, such as 
the importance of the patient taking an active role in his/her cure process, and the need to consider 
some psychological and social aspects. Today, we need relationship-centered medicine that includes 
PCM values, such as the relevance of the psychosocial view of the patient, and adds a new field of 
attention: the patient-physician relationship. In fact, in the opinions of the authors, focusing on the 
patient-physician relationship is an efficient way to provide good healthcare services. The relationship 
is the first assessment tool that can direct the appropriate degree of shared decision making, shared 
uncertainty knowledge, and patient engagement. Through the relationship, clinicians can understand 
both what their patients want and what their coping skills are and therefore, which communicative 
approach is the most appropriate. This does not mean that PCM contents are wrong, but they might be 
better contextualized within the specific patient situation in order to achieve a better clinical approach.

For example, PCM stressed the importance of patient engagement and shared decision-making 
without taking into account maladaptive coping cases, such as impulsive decision making, driven 
only by emotions rather than reason, denial, inconsistency, or use of alcohol and drugs, which are 
frequent especially in ambiguous and uncertain clinical situations. Shared decision-making has many 
advantages, but it is not always the best option. In particular, shared decision making overcomes the 
rigid paternalism that was previously dominant in the DCM approach, which did not allow for any form 
of engagement or autonomy of the patient. Nevertheless, the inclusive attitude that PCM is embracing 
sometimes risks reaching the opposite extreme in that the patient is alone making decisions that he 
or she is sometimes unable to make due to emotional vulnerability or confusion. This phenomenon 
is called “mandatory autonomism” (Schneider, 1998) and it is criticized as inappropriate. Mandatory 
autonomism could be the result of a physician’s defensiveness wherein they withhold their decision-
making, under the illusory aim of patient autonomy, so that they do not have to make difficult decisions, 
which nevertheless should be made by them (Roeland et al., 2014). On the contrary, patients turn 
to physicians because they need guidance, and it is a medical responsibility to analyze the situation 
and give professional opinions on what should be done in a clinical situation. Patients’ preferences 
must be heard, but sometimes they are impossible or not clinically beneficial, therefore, the clinician 
should have the final word (Vegni & Borghi, 2017).

If both rigid paternalism and mandatory autonomism should be avoided, there are mainly three 
other approaches to communication that physicians can implement, which could be viewed as different 
implementations of the RCC frame of reference. The first one is palliative paternalism (Roeland et al., 
2014). According to this clinical practice, in end-of-life care, physicians should assess the appropriate 
level of autonomy of the patient they are dealing with and decide what degree of shared decision 
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making is best in order to minimize confusion and pointless suffering (Roeland et al., 2014). If a 
patient is showing maladaptive coping behaviors, a physician should assume a more directive attitude 
and only ask limited, open-ended questions that propose concrete options. In this context, it is not 
the best choice to explain all of the medical treatments available and instead only offer unlimited 
information. It would be more appropriate to be clear on the patient’s condition (“There is nothing 
left to do.”) and provide an appropriate direction. This means also reframing the conversation to avoid 
the illusory “pulling the plug” burden on the patients and the patients’ families. In fact, in palliative 
care, often there is no real choice to be made because the disease has already made the decision and 
there is nothing left to do, whereas giving a lot of information could give the wrong idea that there 
is still some responsibility as to the course of events. However, the authors wish to highlight that this 
approach should be grounded in the humility and compassion of the clinician, and only applied with 
the best interest of the patient in mind (Roeland et al., 2014).

Another less recent communicative approach that could be seen as compatible with relationship-
centered care is the deliberative model (Emanuel & Emanuel, 1992). According to this model, in 
clinical interactions and shared decision making, the physician should lead the patient to the medical 
option that is better suited for his/her values and lifestyle. In particular, the physician should build a 
relationship with patients and engage in dialogues that elucidate the types of values embodied in the 
available medical options. Then, the physician should act as a teacher or a friend and suggest what, 
in his/her opinion, is both compatible with the bio-medic goals and the patient’s values (already 
known through the relationship). This way, the clinicians keep their responsibility as specialists, but 
at the same time, they avoid coercion and manipulation, because the final decision is built on the 
patients’ values and preferences previously explored through dialogue in a trustworthy relationship 
(Emanuel & Emanuel, 1992).

The third communicative approach that has been formulated in line with RCC reframing is linked 
to both the palliative paternalism and deliberative models. In fact, in both the palliative paternalism and 
deliberative approaches, shared decision making is not seen as a linear process, but rather as a complex 
structure where there are multiple factors in play. Some authors have analyzed this process and have 
theorized the concept of “shared mind” (Epstein & Street, 2011). From their point of view, a patient’s 
choice is not based only on their personal cognitions and emotions, or on a linear communication 
with the physician, but instead reflects a dynamic, interactive process among individuals, such as 
family members, friends, and other healthcare professionals. To promote effective decision-making 
in uncertain situations, clinicians should be aware of this shared mind and also help the patient 
to recognize that his/her preferences are socially constructed. If the involvement of others is only 
implicit, there may be some invisible discrepancies, which can lead to manipulation and a discordant 
physician-patient relationship in the long term. Self-awareness and transparency, instead, allow the 
decision to be openly discussed together. In this context, clinicians can openly discuss different 
medical options with the whole group involved and support the creation of a socially constructed and 
informed decision (Epstein & Gramling, 2013). In other words, the shared mind can be a naturally 
occurring phenomenon, and also an ideal situation built by patients and clinicians who knowingly aim 
to reach the best decision-making process possible through this systemic communicative approach.

Shared mind, the deliberative model, and palliative paternalism are all communicative approaches 
congruent with RCC theoretical framework. In fact, they are all different decision-making approaches 
that are still based on the physician-patient relationship. In particular, the physician-patient relationship 
is seen as the crucial assessment tool to decide the best communicative approach with a patient. In 
this theoretical frame of reference, physicians and patients are involved together in the care process, 
but the physician can take over the decision-making responsibility when the patient is no longer able 
to do it because of his/her characteristics and/or situation. In the authors’ opinions, usually, there 
is no right or wrong communicative approach simply, instead, there is the need to adapt clinicians’ 
communicative behaviors to that of specific patients in specific clinical situations. This may be true 
especially in complex clinical conditions where there is a high degree of uncertainty, as in chronic 
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illnesses and multimorbidity issues. In fact, in these cases, because of the complexity and the chronicity, 
there could be a higher degree of patient vulnerability and maladaptive coping behaviors to address.

As previously mentioned, not only patients, but also clinicians, are struggling to accept the ever-
growing uncertainty in clinical practice and their new vulnerable role. How can they be comfortable 
enough with their own vulnerability and be able to successfully implement communicative approaches, 
such as palliative paternalism, the deliberative model, and the shared mind? From the viewpoint of the 
authors, healthcare professionals should develop an RCC attitude and they should develop a congruent 
set of communicative skills. Concretely, medical studies should be integrated with specific classes on 
physician-patient communications that address these delicate and new topics. This would help them 
make their feelings acknowledgeable, acceptable, and manageable, rather than concealing them, which 
tends to be today’s tendency. Through open discussions and practical training, physicians could equip 
themselves to cope with these new challenges in the best ways possible for both themselves and their 
patients. In particular, the best way to educate them would be through typical PCM modes of teaching 
and learning that are active learning methods, such as the use of role-playing and videotaping. These 
techniques are necessary tools for gaining a real understanding of the importance of doctor-patient 
communications and relationships and to feel the difficulties that can arise from them, such as the 
struggle to say “I don’t know” in uncertain situations.

An example of this kind of training is the Program to Enhance Relational and Communication 
Skills (PERCS) (Browning, Meyer, Truog, & Solomon, 2007; Lamiani, et al., 2011), in which clinicians 
discuss and participate in role-play concerning difficult conversations that may happen with patients, 
such as giving bad news or asking for organ donations. No PERCS has been specifically designed 
on uncertainty in clinical practice yet, however, in the opinions of the authors, it would be a suitable 
topic for physicians’ didactic structure and an innovative and precious field of education for clinicians.

In conclusion, modern medicine is facing different, but interconnected challenges due to the 
spread of chronic disease, the aging of the population, the need for reducing healthcare costs, and the 
growing complexity, uncertainty, and vulnerability that both patients and clinicians are dealing with. 
The authors believe that RCC could be the right theoretical perspective to cope with these present 
medical difficulties and to implement better healthcare quality and services.
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