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Abstract In this paper, I discuss the role of care and

competence, as well as their relationship to one another, in

contemporary medical practice. I distinguish between two

types of care. The first type, care1, represents a natural

concern that motivates physicians to help or to act on the

behalf of patients, i.e. to care about them. However, this

care cannot guarantee the correct technical or right ethical

action of physicians to meet the bodily and existential

needs of patients, i.e. to take care of them—care2. To that

end, physicians must be competent in the practice of

medicine both as evidence—based science (technical

competence) and as patient—centered art (ethical compe-

tence). Only then, I argue, can physicians take care of

(care2) patients’ bodily and existential needs in a com-

passionate and comprehensive manner. Importantly,

although care1 precedes competence, competence—both

technical and ethical—is required for genuine care2, which

in turn reinforces an authentic care1. I utilize the play Wit,

especially the character Jason Posner, and Francis Pea-

body’s exposition on caring for patients, to illustrate the

role of care and competence in contemporary medical

practice.

Keywords Care � Competence � Francis Peabody �
Medical practice � Wit

Introduction

What is the role of care and competence in medical prac-

tice? To address this question, I first introduce Jason Pos-

ner, a character from the play Wit (Edson 1999).1 Posner is

a bright young research-oriented oncology fellow, with

ambitions of vanquishing cancer someday. In the mean-

time, he is finishing a fellowship so that he can engage

clinicians intelligently about the treatment of cancer

patients. Although technically competent to treat the

physical needs of these patients, Posner lacks the com-

passion necessary to care for their existential and emotional

needs. He confirms Harvard physician Francis Peabody’s

worse fears about the maltreatment of patients through

inappropriate use of modern medical science. For Peabody

(1927), whom I introduce in a subsequent section, effective

care of a patient requires caring for the patient. I utilize

Peabody’s notion of patient care to discuss the role of care

and competence, as well as their relationship to one

another, in contemporary medical practice. To that end, I

distinguish between two types of care, care1 and care2, and

two types of competence, technical and ethical.

The first type of care (care1) represents a natural concern

or empathy that motivates physicians to help or to act on

the behalf of patients, i.e. to care about them. However, this

care cannot guarantee the correct technical or right ethical

action of physicians to meet the bodily and existential

needs of patients, i.e. to take care of them—the second type

of care (care2). To that end, physicians must be competent
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1 In 1999, Edson won a Pulitzer Prize for Wit, and, in 2001, the play
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Nichols was the director of the film, which was nominated for two

Golden Globes.
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in the practice of medicine both as evidence—based sci-

ence (technical competence) and as patient—centered art

(ethical competence). Only then, I argue, can physicians

take care of (care2) both the bodily and existential needs of

patients in a compassionate and comprehensive way.

Importantly, although care1 precedes competence, compe-

tence—both technical and ethical—is required for care2. In

turn, genuine care2 reinforces authentic care1 thereby

enhancing the overall quality of care and establishing a

caring patient-physician relationship. In a following sec-

tion, I reexamine, in terms of the above analysis, Posner’s

clinical behavior during a patient’s medical interview and

physical exam. Posner cares more about the mechanism

and etiology of cancer than about the existential and

emotional needs of patients. Because he is unable to care

about patients, he is incapable to take care of them in a

compassionate and comprehensive way that includes the

above needs. Finally, I discuss briefly an encounter in

which Peabody confronts Posner about caring and com-

petent medical practice. I conclude that physicians need to

care about (care1) patients to be competent both ethically

and technically, in order to take care of (care2) their

physical and existential needs.

Who is Jason Posner?

Posner is an oncology fellow assigned to the care of Vivian

Bearing, an English professor specializing in the meta-

physical sonnets of John Donne (Edson 1999). Vivian is in

the final stage of ovarian cancer. Although technically

competent to treat her medical needs, Posner lacks the

compassion necessary to care for her existential and emo-

tional needs. But, Posner is not the only physician who is

incapable of meeting these needs. The chief of oncology,

Harvey Kelekian, is also unable to connect existentially or

emotionally with her. In a consultation scene, Kelekian

informs Vivian that she has cancer. In fact, Kelekian’s

initial words in the scene are, ‘‘You have cancer’’ (Edson

1999, p. 8). Vivian, shocked at the news, sits. The chief

explains that she has stage IV ovarian cancer. He then

launches into a detailed diagnosis and treatment plan for

Vivian. Kelekian explains that she is to receive experi-

mental chemotherapy for eight cycles. All the while, Viv-

ian is holding a conversation in her mind. She is telling

herself to read up on cancer, especially current cancer

research, and she is deciphering the complex medical terms

the oncologist is using. Kelekian informs her that the

‘‘treatment is the strongest thing we have to offer you. And,

as research, it will make a significant contribution to our

knowledge’’ (Edson 1999, p. 12). Finally, he has her sign a

consent form for the treatment plan and encourages her to

take the full dose of the pharmaceutical drugs at every

cycle. Vivian’s initial response after the consultation is

regret for failing to ask questions.

When Vivian enters the hospital, Posner takes her

medical history. During introductions, he informs Vivian

that he took her course on seventeenth-century poetry as an

undergraduate. As Posner explains to the primary oncology

nurse, Susie Monahan, he took the course, even though it

was difficult, because ‘‘you can’t get into medical school

unless you’re well-rounded’’ (Edson 1999, p. 19). After

taking Vivian’s medical history, he then conducts the

pelvic exam. As he performs the exam, Posner tells Susie

about the course referring to Vivian in the third person, as

if she is not present. Then he feels the cancerous mass and

exclaims, ‘‘Jesus!’’ to which both Vivian and Susie inquire

with the question, ‘‘What?’’ Posner, however, composes

himself and continues expounding upon Vivian’s class.

When the exam is over, he leaves abruptly. Vivian—in an

effort to process the degrading experience of having a

former student conduct a pelvic exam on her—exclaims,

‘‘That…was…hard. That…was…One thing can be said for

an 8-month course of cancer treatment: it is highly edu-

cational. I am learning to suffer’’ (Edson 1999, p. 27).

Vivian’s lesson in humiliation and suffering continues.

During Grand Rounds, Kelekian enters the room with

Posner and a bevy of clinical interns to examine Vivian or

to display her abdomen and its ovarian cancer. The Round

begins with the standard greeting, ‘‘How are you feeling

today?’’ after which Posner rehearses the clinical facts of

Vivian’s case, while referring to her or the diseased anat-

omy in the third person. Kelekian then quizzes the interns

as to the chemotherapy’s side effects. The pecking ordering

among the interns amuses Vivian and reminds her of a

graduate seminar, except now ‘‘they read me like a book.

Once I did the teaching; now I am taught’’ (Edson 1999,

p. 32). When the examination is over, Kelekian encourages

Vivian to stay on course with the full dose of drugs and he

reminds Posner of his clinical manners. Posner then thanks

Vivian for her cooperation.

After the eighth cycle of chemotherapy, as Posner is

checking her input and output chart, Vivian inquires about

her fluids. He answers that they are not bad, given the dose

of chemotherapy she received. What surprises Posner most

is that the kidneys are still functioning so well. Vivian

inquires how he knows. He notes that input equals output

for normal kidneys but not for damaged kidneys. Vivian

asks if the analysis is that simple, to which Posner replies

that kidney pathology is a complex phenomenon. He

informs Vivian that he is simplifying kidney function for

her, which is an important part of a physician’s bedside

manners. ‘‘Yeah,’’ Posner admits, ‘‘there’s a whole course

on it (bedside manners) in med school. It’s required.

Colossal waste of time for researchers’’ (Edson 1999,

pp. 44–45).
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Vivian then explores Posner’s decision to specialize in

oncology. Posner informs her that the whole process of

tumor development fascinates him, especially the mecha-

nism for establishing tumor-cell immortality. For the

present, he is simply fulfilling a clinical obligation to treat

patients, until he has his own laboratory. Vivian asks

whether he misses the human dimension of medical prac-

tice. Posner’s responds that people, especially girls, ask

him that question frequently. After he leaves, she

acknowledges the similarities between Posner and herself

in choosing research or scholarship over human relation-

ships. At the same time, however, she ‘‘in her pathetic state

as a simpering victim, wishes the young doctor would

take more interest in personal contact’’ (Edson 1999,

pp. 47–48). She now desperately yearns for human contact

and compassion.

After chemotherapy, Vivian is in a lot of pain from

metastasis of the primary cancer to the bones. As she lies

writhing in pain, Susie informs her that she called Kelekian

to start pain medication. When Kelekian enters the room,

he asks Vivian if she is in pain. Vivian retorts to herself,

‘‘Am I in pain? I don’t believe this. Yes, I’m in goddamn

pain…The cancer is eating away at my goddamn bones,

and I did not know there could be such pain on this earth’’

(Edson 1999, p. 57). Kelekian then orders a morphine drip

and Vivian eventually falls asleep. Later, Posner and Susie

return to insert a Foley catheter. While performing the

procedure, he tells Susie about Vivian’s course on seven-

teenth-century poetry. What fascinated him about the

poetry was its level of complexity, which he thought

trained him better for research than many of his science

courses. ‘‘When it comes right down to it,’’ admits Posner,

‘‘research is just trying to quantify the complications of the

puzzle’’ (Edson 1999, p. 61). After he leaves, Susie takes

baby oil and anoints Vivian’s hands.

In the play’s final scene, Posner enters and inspects

Vivian’s input–output chart. Without looking at her, he

asks how she is doing. He then notices that her kidneys are

failing. When she does not respond to his question, Posner

then looks at her closely and realizes that Vivian is not

breathing. In a panic, he calls a Code Blue to resuscitate

her. He then begins to administer CPR, when Susie enters

the room and asks him what he is doing. Shouting, he says

he is conducting a code. Susie informs him that Vivian is

DNR or no-code to which Posner responds, ‘‘She’s

Research!’’ (Edson 1999, p. 64). She reminds him that

Kelekian personally issued the DNR order, after which he

realizes his mistake. The code team arrives, and Susie and

Posner try to stop them. After a few frantic minutes, Posner

admits to the team he made a mistake. The team, annoyed

that Posner called a code on a no-code, stops and then

leaves the room. As the lights go off, Posner simply moans,

‘‘Oh, God’’ (Edson 1999, p. 66).

Who then is Jason Posner? Posner is certainly an

intelligent and a knowledgeable clinician, who is capable

and proficient at meeting a patient’s medical or physical

needs. He is certainly skilled and well-educated and well-

trained at medicine as a professional trade, i.e. he knows

what to do in terms of the practice of scientific medicine. In

short, he is technically adept, especially as a clinical

investigator. In addition, Posner is socially adept and can

engage patients in friendly banter, although he seems to be

rather awkward in terms of connecting with them beyond a

superficial exchange. Lastly, he is concerned for patients,

especially their medical need of a cure—even though he

remains emotionally detached from them and unable to

connect with them at an existential level.

Although Posner exhibits the above constructive traits,

he also exhibits several debilitating traits that hinder

humanistic practice of medicine. First, he is self-centered

and tends to perceive patients from his own advantage

point. Because of this self-seeking behavior, he is imma-

ture and juvenile in his treatment of patients. He is inca-

pable of treating them as persons of worth in their own

right. A patient’s worth depends on how he or she advances

his agenda, especially his research agenda. In short, he

treats patients as means towards his own ends. Lastly,

Posner is unable to connect emotionally with patients on a

substantial level or to put himself in their position. In other

words, he lacks empathy. In conclusion, Posner is appar-

ently a competent clinician who practices good technical

medicine but lacks compassion for patients and their illness

experience.

Who is Francis Peabody?

On November 24, 1881, Francis Weld Peabody was born in

Cambridge, Massachusetts, to Francis Greenwood Pea-

body, a Unitarian minister and professor at Harvard

Divinity School, and Cora (née Weld) Peabody (Paul 1991;

Peabody 1933). He graduated from Harvard College in

1903 and then from Harvard Medical School in 1907. For

about the next 4 years, he traveled extensively in both the

U.S. and abroad, studying with such luminaries as William

Thayer, Emil Fischer, and August Krogh. In 1911, he

returned from overseas and accepted a position at the

Rockefeller Hospital. Over a year later, however, he

returned to Boston to accept a position at the newly con-

structed Peter Bent Brigham Hospital, which served as a

teaching hospital for the medical school. Harvard Medical

School appointed Peabody associate professor in 1915 and

then full professor in 1921; and, at this time, he was

appointed director of the Thorndike Memorial Laboratory.

While director of the laboratory, he investigated perni-

cious anemia and made substantial contributions to its
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mechanism and treatment. At age 44, Peabody was diag-

nosed with an incurable disease, metastatic leiomyosar-

coma of the stomach. He continued to practice medicine

almost until his death on October 13 1927, in the same city

in which he was born almost 46 years earlier.

In a paper entitled, ‘‘The care of the patient,’’ first

delivered as a lecture at Harvard Medical School in 1925

and then a revised version the following year, Peabody

warned his audience that the science and art of medicine

are not antagonistic enterprises but rather supplementary of

or complementary to each other. In other words, physicians

must know not only the disease mechanism of an illness

but also what the disease means to patients in terms of their

illness experience and life story. As Peabody so famously

articulates his position at the conclusion of the published

paper, ‘‘One of the essential qualities of the clinician is

interest in humanity, for the secret of the care of the patient

is in caring for the patient’’ (1927, p. 882). The underlying

quality or virtue of a good clinician is general interest in

humanity and concern for the individual patient. Without

that interest in humanity, according to Peabody, clinicians

cannot adequately help patients. Thus, clinicians must first

be motivated to care about patients before they can take

care of them. In other words, clinicians must be genuinely

motivated to care about patients (Peabody’s ‘‘caring for’’ in

the above quote) in order to take care of them both tech-

nically and ethically (Peabody’s ‘‘care of’’ in the above

quote). Peabody is obviously playing off two senses of the

word care: the first is a motivational sense based on a

clinician’s general interest in humanity that prompts the

clinician to act on a patient’s behalf, which represents the

second sense of care.

Medical care, according to Peabody, requires a rather

comprehensive ‘‘clinical picture’’ of a patient. He claimed

that this picture is ‘‘not just a photograph of a man sick in

bed; it is an impressionistic painting of the patient sur-

rounded by his home, his work, his relations, his friends,

his joys, sorrows, hopes, and fears’’ (1927, p. 878). Given

the complexity of this picture, the elements that have an

impact on a patient’s illness experience are simply more

than just the organic or physical; rather, they may also

include the psychological, the emotional, and even the

spiritual. Physicians must be motivated and equipped to

deal with or to manage the elements and forces influencing

a patient’s illness experience and medical outcome. Using

another analogy, Peabody encouraged clinicians to use

low-power magnification initially to examine a patient

before switching to high-power. Moreover, Peabody real-

ized that physicians could not single-handedly treat

patients in a comprehensive fashion. Other members of a

healthcare team must also play their part. For instance, he

notes that after a physician listens to the concerns of a

patient with heart disease he or she must then refer the

patient to a social worker who can then help the patient,

e.g. find appropriate work. Thus, high quality medical care

involves not only a desire to help the patient but also an

ability to do so practically.

Peabody illustrates the notion of comprehensive medical

or patient care with the following case study. The patient,

Mrs. Brown, is a young woman, who is suffering from

nausea and upper digestive tract discomfort—especially

after meals. After consulting a number of physicians, she is

currently on a diet of milk and crackers; however, she is

still suffering from her symptoms. She comes to the hos-

pital with the hope of being properly diagnosed and treated

for her symptoms. Unfortunately, the various diagnostic

tests reveal no underlying anatomical pathology to account

for the symptoms. Frustrated and eager to discharge the

patient in order to fill the hospital bed with a clinically

interesting patient, the attending physician tells Mrs.

Brown

you can send for your clothes and go home tomorrow.

There really is nothing the matter with you, and

fortunately you have not got any of the serious

troubles we suspected. We have used all the most

modern and scientific methods and we find that there

is no reason why you should not eat anything you

want to. I’ll give you a tonic to take when you go

home (Peabody 1927, p. 878).

Nevertheless, upon arriving home, her symptoms return

and she then tries alternative forms of healthcare such as

chiropractic medicine or Christian Science.

Peabody begins the analysis of this case study ques-

tioning whether Mrs. Brown’s treatment by the hospital

staff with all its technical probing was ‘‘too scientific.’’ His

answer is ‘‘not at all.’’ Mrs. Brown could certainly be

suffering from an unknown anatomical pathology, such as

a gastric ulcer, and the burden upon the staff is to deter-

mine what that pathology is or is not. Peabody then asks a

rather startling question: Was the patient’s treatment sci-

entific enough? What is crucial for understanding this

question is what he means by a scientist and the scientific

method. For Peabody, ‘‘a scientist is known, not by his

technical processes, but by his intellectual processes; and

the essence of the scientific method of thought is that it

proceeds in an orderly manner toward the establishment of

a truth’’ (1927, p. 879). Given this conception of a scientist

and the scientific method, Peabody makes a bold assertion

that the hospital staff was not scientific enough, since the

staff did not utilize the scientific method properly and

settled not for the truth but for a half-truth about the

patient’s medical condition. A truly scientific examination

of Mrs. Brown would not have stopped after the technical

tests did not reveal any anatomical pathology and would

have proceeded until the staff discovered the ‘‘real cause’’
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of Mrs. Brown’s symptoms. A significant number of

patients, Peabody claimed based on his clinical experience,

suffer from ailments that are not reducible to anatomical

pathology. ‘‘Speaking candidly,’’ concludes Peabody, ‘‘the

case was a medical failure in spite of the fact that the

patient went home with the assurance that there was

‘nothing the matter’ with her’’ (1927, p. 879).

Who then was Francis Peabody? Like Posner, Peabody

was a well-educated and well-trained clinician who was

deeply committed to medical research. He understood and

accepted that medicine’s future success depends on

advances in medical technology to diagnose patients

accurately and to treat them effectively and safely. How-

ever, unlike Posner, Peabody advocated treating more than

simply the ailing part of a patient. Rather, he stressed

treating the whole person—both the physical and emo-

tional needs of a patient. To be engaged in proper scientific

medicine, for Peabody, was not to settle for the limitations

of medical technology but to push beyond it by pursuing

the root cause of a patient’s illness, whether physical,

psychological, sociological, or even spiritual. Patients

know best what ails them, and clinicians must take their

cues from patients—if they want to treat them effectively.

For Peabody, what underlies clinical practice—besides its

technology—is a genuine interest in the patient qua person.

Only by authentically caring about patients can clinicians

genuinely take care of them.

Care and competence in medical practice

With Peabody’s notion of comprehensive patient care in

the foreground, I now discuss the nature and role of care

and competence in medical practice. Medical and health-

care professionals situate caring at a strategic or central

location in their practice (Jecker and Reich 2004; Reich

2004).2 Although the notion of care or caring has a long

history and has defied a precise or consensus definition,

caring generally represents a disposition or an attitude in

which a person exhibits a deeply felt concern or empathy

either for others or even for oneself and then acts accord-

ingly. American philosopher, Milton Mayeroff, provides

probably the best-known and most widely discussed defi-

nition of care or caring. ‘‘To care for another person, in the

most significant sense,’’ according to Mayeroff, ‘‘is to help

him grow and actualize himself’’ (1971, p. 1).3 In other

words, caring on the part of a person for another funda-

mentally is to assist the person cared-for to achieve or

realize his or her innate or natural potential for a fulfilled or

meaningful life. As a person takes care of another, the

person cared-for becomes what he or she is meant or

intended to be.

However, the trajectory of growth and fulfillment

associated with care or caring is not simply one-way;

rather, the person who does the caring grows and is self-

actualized through his or her caring for another. Although

caring appears asymmetrical, it is reciprocal in that the

person caring benefits from the care given to the other,

especially in terms of finding meaning or fulfillment for

one’s life—to take care of others and to be cared-for by

others. Importantly for Mayeroff, taking care of another is

a process that unfolds over time, as both persons bring into

being through their cared-for lives what was originally or

initially present or possible rudimentarily. Caring is

developmental in nature in that the relationship between

two persons matures as both realize their potential and

fulfill their lives.4

According to Mayeroff, taking care of people involves

a structure of ‘‘being with’’ and ‘‘being for’’ them. Being

with a person who needs caring is necessary in order to

know what the needs of that person are, who seeks help

to grow. In other words, to enter the world of a person

needing help a caring person must pull alongside that

person. ‘‘Instead of merely looking at him,’’ contends

Mayeroff, ‘‘in a detached way from the outside, as if he

were a specimen, I must be able to be with him in his

world, ‘going’ into his world in order to sense from the

inside what life is like for him, what he is striving to be,

and what he requires to grow’’ (1971, p. 30). By entering

another person’s world, the caring person comes to

appreciate and understand what that person needs to

grow. However, being with a person who needs care

does not mean that the caring person loses himself or

herself in the other. Rather, the integrity of the caring

person is critical for helping another, i.e. of being for

that person. ‘‘In caring,’’ observes Mayeroff, ‘‘my being

with the other person is bound up with being for him as

well’’ (1971, p. 31). If a person taking care of another

loses his or her integrity, then that person is unable to

make an objective evaluation of what needs to be

accomplished to help the other. For Mayeroff, the same

structure of caring is also required for taking care of

oneself. In fact, taking care of oneself takes precedence

over taking care of another in the sense that only a

person who knows how to take care of oneself ‘‘can

2 The notion is also central to contemporary ethics of care (Pettersen,

2008; Slote, 2007).
3 Mayeroff’s notion of caring operates differently depending on

context. For example, in terms of parenting caring involves an

intimacy and affection not found in professional relationships such as

the patient-physician relationship. I thank an anonymous reviewer for

pointing out this distinction.

4 Mayeroff adds that one can take care of not only persons but also

things, such as an idea or a physical object.
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properly understand and appreciate growth in another’’

(Mayeroff 1971, p. 35).

Feminist, Nel Noddings (1984), stresses the relational

aspect of caring or care. According to Noddings, care

represents the bond forged when the ‘‘one-caring’’ steps

into the world of the ‘‘one cared-for’’ to assist in meeting

that person’s needs. Based on this aspect, she identifies two

dimensions of care: motivational and behavioral.5 As

motivational, care is ‘‘an internal state of readiness to try to

care for whoever crosses our path’’ (Noddings 1984, p. 18).

It is an authentic desire to care about oneself or another in a

genuine manner. I call this type of care, care1. Care1 is the

psychological drive or stimulus that compels people to be

concerned about either themselves or others and to commit

themselves to the welfare of self or the other. It provides

the motive to act on the behalf of self or the other, as well

as the impetus for behaving in a solicitous fashion. As

behavioral, care is the tangible capacity or ability to take

care of or to provide the care that oneself or another

actually needs. I call this type of care, care2, which rep-

resents the actual doing of caring and involves techniques

for carrying out caring actions. Whereas care1 represents

the intention, readiness, or motivation to care about oneself

or another, care2 is the ability to do so or to take care of

oneself or another.6

A gap obviously exists between a person who cares

about (care1) another and that caring person’s ability to

take care of (care2) another. To fill that gap requires

competence on the part of a caring person. Although a

person may authentically care1 about another, a caring

person cannot genuinely take care2 of another unless the

caring person is competent to do so. Competence in med-

ical practice, especially in America, is a major concern of

both patients and professional healthcare providers (Good

1998). Although definitions of competence vary, in general

competence refers to an ‘‘ability to perform a task’’ (Car-

raccio et al. 2004, p. 252). The task’s performance must

result in a quality outcome according to specific criteria,

often defined by a community of professional practitioners.

Minimally, performance depends upon acquisition of spe-

cialized knowledge and the application of that knowledge

through specific skills.

Ronald Epstein and Edward Hundert offer a compre-

hensive definition of competence, especially for clinical

practice: ‘‘the habitual and judicious use of communica-

tion, knowledge, technical skills, clinical reasoning, emo-

tions, values, and reflection in daily practice for the benefit

of individual and community being served’’ (2002, p. 226).

They also identify seven elements of competence, espe-

cially for healthcare professionals. They begin with a

cognitive element or professional medical knowledge,

followed by technical or practical skills and the ability to

make judicious clinical judgments and decisions. They

continue with the context or the ‘‘ecology’’ of the profes-

sional setting. Other elements include strong therapeutic

relationships with patients, affective and moral or emo-

tional intelligence, and the habits of the mind ‘‘that allow

the practitioner to be attentive, curious, self-aware, and

willing to recognize and correct errors’’ (Epstein and

Hundert 2002, p. 228).

For the purposes of the present discussion, Epstein and

Hundert’s notion of competence suffices, although I divide

competence broadly into a technical and an ethical per-

forming or doing. Technical competence refers to an ability

to perform or conduct practical and specific protocols and

procedures in a correct and an efficient or effective manner,

especially to meet a patient’s bodily or medical needs. This

competence is often discipline specific. For example, sur-

geons may define how best to conduct a particular surgical

procedure (Larkin et al. 2005). Ethical competence repre-

sents a capacity to act or comport oneself morally in an

upright and a principled manner, as well as to distinguish

between right and wrong or good and bad and to choose

and do the right or good. It is also important in meeting a

patient’s existential and emotional needs, particularly in

terms of communication between a clinician and patient.

This type of competence, especially within healthcare,

involves keen moral perception, insightful moral judgment,

and appropriate and right behavior (Jormsri et al. 2005).

Generally, professional communities define ethical

competence in terms of codes of conduct. However, a code

may not cover all the ethical or moral ambiguities that arise

in the practice of the trade. Virtues, as moral character

traits, certainly assist in providing guidance when codes

fail to offer any guidance. However, practitioners cannot

invoke virtues in an unconscious fashion. Rather, an ethi-

cally virtuous person must act not only with respect to

virtues per se but also in a reflective manner (Eriksson et al.

2007). In other words, such a virtuous person can truly be

ethical or act ethically only if he or she possesses the

necessary virtues inherently and deliberates adequately

over the ethical conundrum towards a just and caring

action.

Finally, to understand care and competence fully, it is

necessary to know the structural relationship between

5 Stan van Hooft (1996) also identifies care as motivational and

behavioral.
6 Unfortunately, the locution ‘‘to care for’’ is ambiguous in the

English language—as evident from the discussion on the notion of

care thus far. On the one hand, to care for is motivational, i.e. one

cares for another person as a person, while on the other hand it is

behavioral, i.e. one cares for the needs of another person. Because of

this ambiguity, I avoid this locution in discussing the two types of

care for the rest of the paper and confine care1 to the locution ‘‘to care

about’’ and care2 ‘‘to take care of.’’
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them. That relationship is cyclic and schematized as

follows:

The first segment of the cycle (care1 ? competence)

refers to a person’s motivation to care about (care1) another

person. That motivation reflects an authentic impulse or

desire to care about another and, in being so motivated, a

caring person desires not only to help a person needing care

but ultimately to do so competently, i.e. to take care of that

person (care2). To care about another to advance one’s own

agenda or biases generally does not lead to a genuine

caring relationship. The reason is that the person caring

may not have the ethical competence to take care of (care2)

another, especially another’s existential or emotional

needs. In addition, a person who cares about (care1)

another might be unable to form a caring relationship if he

or she is technically incompetent to take care of the one in

need. In other words, a person needing care may not trust a

caring person if that person is incompetent to take care of

the person needing care (and the person needing care

suspects or knows that the caring person is incompetent).7

Thus, to forge a genuine caring relationship requires at

least two dimensions of the second type of care, a technical

dimension (care2a) and an ethical dimension (care2b).8 In

other words, to take care of another person comprehen-

sively requires a caring person to take care of that person

competently in terms of correct technical actions (care2a)

and right ethical behavior (care2b), which represents the

second segment of the cyclic relationship between care and

competence (competence ? care2). Specifically, a caring

physician must be competent in the practice of medicine as

both evidence—based science (technical competence) and

patient—centered art (ethical competence), in order to take

care of an individual patient’s bodily and existential needs.

In the final segment of the care-competence cyclic

relationship (care2 ? care1), care2 feeds back to reinforce

the motivational dimension of care1. As a caring person

takes care of a person in need competently, the caring

person experiences the satisfaction of meeting the needs of

the cared-for person and in turn feels needed by that per-

son, i.e. Mayeroff’s reciprocal dimension of caring. This

reciprocal connection between care2 and care1 not only

establishes the caring relationship but also enhances it by

expanding the potential of a caring person to reach out to

others in need of care—the caring person also grows as a

person and realizes his or her fulfillment as a caregiver. Not

only does this feedback relationship between the two types

of care reinforce a caring person’s motivation to care about

(care1) others but it also strengthens a caring person’s

desire to take care of (care2) others competently. Thus, a

caring person makes every effort to maintain a level of

competence that is current with community standards and

expectations. Deeply caring physicians ensure that the

medical care they provide for patients is the most current

and effective care possible and are at their professional

acme—in that a genuinely professional physician is one

who benefits patients, and does not harm them, through

medical care. Lastly, in the absence of this feedback

between care2 and care1, any natural desire to care about

others in need atrophies—which thereby reduces the

chance of a person to take care of others in need.

Revisiting Posner’s medical history and physical

exam of Vivian

In this section, I revisit—in finer detail—Posner’s medical

history and physical exam of Vivian and I analyze both in

terms of care and competence discussed above. At the

beginning of the medical history scene, after Susie helps

Vivian to the examining table, Posner stands in the door-

way (Edson 1999). He first greets Susie and informs her

that he is ready to begin. Susie, while preparing for the

physical exam, introduces Vivian to Posner, who is going

to take Vivian’s medical history. She makes no mention of

a physical exam to Vivian. Posner then greets Vivian,

informing him that he is Kelekian’s fellow. The beginning

of the scene betrays little, if any, genuine concern of the

healthcare providers for Vivian’s wellbeing, either physi-

cally or especially emotionally. Susie is busy prepping for

the physical exam and Posner is at first standing in the

doorway, waiting for Susie to acknowledge his presence.

As a physician who genuinely cares about (care1)

patients and the vulnerable position in which their illness

places them, Posner would first enter the room and then

directly introduce himself to Vivian, making eye contact

with her during the introduction. In addition to the verbal

greeting, he would shake hands with her, thereby estab-

lishing physical contact with Vivian—an important first-

7 Trust here refers to more than simple reliance upon a physician’s

skill, but more importantly, it represents an attitude of deeply felt

faith in the physician as a caring and competent person who can meet

a patient’s overall medical needs. I thank an anonymous reviewer for

pointing out this distinction.
8 I thank an anonymous reviewer for this clarification.
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step in gaining her trust and confidence.9 After greeting the

patient, Posner would respectfully greet Susie and inquire

about her wellbeing. Importantly, the focus of Posner’s

attention must be the patient. And, his motivation for

attending Vivian is not just to treat and, possibly, to cure

her cancer but also to help her, in Mayeroff words, to

‘‘grow and actualize.’’ For example, in Vivian’s case

Posner could assist her in addressing the gravity of her

condition as a terminally ill patient. The beginning part of

this scene reveals that Posner cares little, if any, about

(care1) patients. What motivates him to treat patients is

scientific or clinical research. Sadly, Vivian is nothing

more than a guinea pig in a clinical research program.

Posner, while identifying himself, acknowledges that he

took Vivian’s course in seventh-century poetry and praised

the course. Vivian asks if he was an English major,

whereupon he informs her that he was a biochemistry

major but took the course for two reasons. The first was

that a student must be (or at least appear to be) well-

rounded to get into medical school. Posner also made a bet

with himself that he could get an A in each of the three

hardest courses at the university. He felt he succeeded,

even though he admits he received an A- in Vivian’s class.

Posner tells Susie he will notify her when he needs her, and

Susie leaves the room. He takes a stool rather nervously

and pulls it closer to Vivian, in order to have, as he says,

‘‘the proxemics right’’ (Edson 1999, p. 20). He then tells

Vivian that he going to take her medical history and per-

form a physical exam. She informs him that Kelekian has

already performed both, but Posner tells her that Kelekian

wants him to do them, as well.

As a caring physician, Posner would inform Vivian the

importance of his conducting the interview and exam

personally to obtain first-hand the clinical facts of Vivian’s

case, since he is in charge of her care during the chemo-

therapy, and to broaden his clinical experience for treating

other cancer patients. What Posner accomplishes in his

greeting is to reveal who he is but not who Vivian is. What

he establishes is that Vivian or Vivian’s class was a means

or tool for helping him gain admissions to medical school;

he reduces her to a university class. As a caring physician,

Posner needs to establish that he can take care of (care2)

her in her moment of vulnerability and need, because he

cares about (care1) her. In addition, if he understood the

reciprocal nature of caring, as Mayeroff explicates it, he

would realize that in taking care of Vivian he is also taking

care of himself. Finally, by pulling the stool closer to

Vivian for the medical interview, Posner may have the

physical proxemics right to take care of Vivian’s bodily

needs; but, because of his initial behavior, he has yet to

establish the emotional proxemics required to take care of

her existential needs.

With Posner’ confession that he was once Vivian’s

student at the university, a critical question emerges.

Should he perform the medical interview and especially

conduct the physical exam? At the end of the scene, Vivian

relates how degrading it was to have a former student

administer the exam. Could not Posner place himself in

Vivian’s position and realize how degrading this would be

for her? As a caring and ethically competent physician, he

would recognize the problem and at least discuss it first

with someone, such as Kelekian or another senior physi-

cian, who has experience in such situations. Even if Posner

eventually decides to conduct the interview, he should

acknowledge the awkwardness of the situation with Vivian

and afford her a chance to express her opinion or even to

request another clinician to conduct the interview. As a

caring physician, he would first explore any type of

embarrassment such a situation would raise for Vivian.

Doing so would communicate to her that he is competent,

both technically and emotionally, to take care2 of her.

Rather, Posner’s behavior reveals a paternalistic patient-

physician relationship in which the physician knows best

and the patient is simply to behave passively. Because

Posner in unable to care1 about Vivian, he is emotionally

incompetent to establish a healthful patient-physician

relationship with her. Using Mayeroff’s insights into car-

ing, Posner needs not only to pull the physical stool closer

to Vivian to be ‘‘with’’ her but also the emotional stool to

be ‘‘for’’ her so that he can take care (care2a&b) of her.

Posner now conducts the medical interview and family

history. He asks a series of questions, which Vivian

answers, in rapid succession. Posner begins with questions

concerning her general health and then proceeds to ask

questions about her family’s medical history. Vivian is

single, with no significant other or even a sibling. Both her

parents are deceased, her father from heart failure and her

mother from breast cancer. He continues with her past

medical history, asking a number of factual questions about

specific diseases and about her use of alcohol, caffeine, or

other drugs, and concludes with questions about her current

presenting symptom. During the interview, Posner is not as

attentive in listening to Vivian, as he should be. For

example, while describing her initial symptom of stomach

pain, Vivian compares the pain she felt to a cramp. Posner

then asks her, ‘‘How did it feel?’’ to which Vivian responds,

‘‘Like a cramp’’ (Edson 1999, p. 24). The interview ends

with Posner hmmm-ing to himself that all this is ‘‘very

interesting’’ and then prepares for the physical exam.

In terms of the standard medical interview, Posner

obtains the obligatory medical information about Vivian

that he needs to treat her. And, he appears to be technically

9 The movie version of Wit differs from the written play in that

Posner enters the room, introduces himself to Vivian directly, and

shakes her hand.
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and ethically competent in conducting the medical inter-

view. However, upon closer inspection, he is incompetent

at the interview. Most of the information he obtained was

acquired previously through either a patient questionnaire

or Kelekian’s and other clinicians’ interviews. This infor-

mation is certainly available to him, as Vivian’s medical

record. As a technically competent physician, he would

read that information prior to the medical interview, which

would allow him to ask questions about issues unclear to

him about Vivian’s chief complaint. Certainly, Posner does

not want to prejudice himself by allowing the medical

record to dictate what he should find; but, on the other

hand, he does not want to squander valuable time asking

questions that would reveal little about the patient and

possibly interfere with establishing a meaningful patient-

physician relationship. Also, the pace of the interview or

conversation between patient and physician would be

slower to allow for attentive listening, especially on the

part of Posner.

As a caring and emotionally competent physician, Pos-

ner would conclude the medical interview by engaging

Vivian in a conversation about the meaning of her medical

history and encourage her to think further about what the

illness means to her. Amazingly, at no time during the

interview does Posner offer a word of condolence over loss

of her parents or recognize that Vivian is going to face

eight cycles of chemotherapy with little or no family sup-

port. As an ethically or emotionally competent physician,

he would realize this situation and use the time to explore

Vivian’s anxiety over the impending therapy or to educate

her concerning it. Importantly, for the professional clini-

cian both technical competence and ethical competence go

hand-in-hand.

Posner now proceeds with the physical exam. He has

Vivian lie back on the examination table with her legs in

stirrups; and, he tells her to relax. However, he realizes that

Susie is not present and informs Vivian, ‘‘Got to have a girl

here. Some crazy clinical rule’’ (Edson 1999, p. 25). He

tells her not to move and rushes off to find Susie. Posner

leaves Vivian in this awkward and vulnerable position on

the examination table. While he is gone, Vivian occupies

herself by reciting Donne’s poetry. Posner eventually

returns with Susie. Upon seeing how Posner left Vivian,

Susie scolds him for leaving her alone in that position.

Posner begins the physical exam, ‘‘looking blankly at

the ceiling as he feels around’’ (Edson 1999, p. 27). As he

conducts the exam, Posner talks to Susie about taking

Vivian’s literature course. He tells her how hard the course

was, but how good it looked on his transcript to medical

school admissions committees. The fact that he took the

course even came up during an interview for medical

school. At this point, Posner palpates the ovarian mass

and exclaims, ‘‘Jesus!’’ to which Vivian and Susie respond,

‘‘What?’’ However, Posner, after composing himself,

ignores their question and continues to talk about how he

‘‘survived’’ Vivian’s course and how difficult the poetry

was, with its emphasis on metaphysical wit. He concludes

the exam and then leaves abruptly. Vivian’s response to the

exam is one of utter dismay, ‘‘having a former student give

me a pelvic exam was thoroughly degrading—and I use the

term deliberately’’ (Edson 1999, p. 28).

As a caring and competent physician, Posner would not

conduct the exam as reconstructed above. To start, he

would contact an aide to find Susie or would leave Vivian

in a sitting position, with an apology that hospital regula-

tions require a female to be present for him to conduct the

exam. A caring and ethically competent physician would

understand the sagacity of such a regulation and would not

belittle it as ‘‘crazy.’’ During the exam, Posner would make

every effort, when appropriate or necessary, to inform

Vivian what he was doing and why. He would focus on

Vivian and talk with her about what he was discovering

and not with Susie about Vivian’s course. As a caring and

technically competent physician, Posner would already be

familiar with Vivian’s medical record and prepared in

terms of what he would discover during the exam. Again,

familiarizing himself with this record should not prejudice

Posner on what he does find but would help him conduct

the exam competently, both technically and ethically. The

discovery of the size of the ovarian mass then would not be

such a shock that he would need an explicative—like

‘‘Jesus!’’—to express himself, thereby unnecessarily

alarming Vivian (and Susie). Rather, during the exam,

Posner’s demeanor would be professional and reassuring so

as not to cause Vivian undue distress. And, if she had

questions while he was conducting the exam, he would

answer them prudently and professionally.

After conducting the exam and after Vivian is once

again sitting comfortably, Posner would discuss relevant

and appropriate findings with Vivian and he would inform

her of what he found during the exam without causing her

unwarranted anxiety or suffering. Obviously, he does not

have to discuss the results in their entirety but enough to

give her a sense of what he found. By conducting the exam

in a caring and competent manner, Posner would be better

able to take care of (care2) Vivian. In other words, he

would instill a sense of confidence and trust in her that he is

a medical professional, thereby giving her a sense of hope

and possibly tapping into a placebo effect. Importantly,

such behavior would meet Epstein and Hundret’s criteria

for acting in a competent and professional manner, espe-

cially being technically competent in communicating

effectively with the patient. In addition, he would provide

appropriate and effective healthcare in a compassionate

manner through integrating scientific and humanistic

information about his patient. Thus, by caring about (care1)
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Vivian, Posner would be able to take care of (care2a&b) her

in a competent fashion—both technically and ethically.

Finally, in taking care of Vivian he would reinforce his

motivation to care about other patients and to maintain his

competence to provide the best care2 possible for them.

Conclusion: Peabody confronts Posner

What would be the outcome of an encounter between

Peabody and Posner? What would Peabody say to Posner,

or what advice would he give him about clinical practice?

First, Peabody would certainly commend Posner’s com-

mitment to medical research. Peabody himself was com-

mitted to advancing medical science, with the goal of

treating patients effectively and safely. But, he would also

encourage Posner to include the patient’s existential and

emotional dimensions and needs in his medical practice, in

order to treat the whole patient rather than simply the

patient’s disease or diseased part. To engage oncology cli-

nicians competently, Peabody would tell Posner that he

needs more than an oncology fellowship composed of

treating a patient’s bodily needs. Peabody would stress that

advancing medical care for cancer patients requires not only

efficacious chemotherapy but also genuine concern for the

individual patient’s emotional and psychological wellbeing.

This latter approach to medical practice is wholly scientific,

Peabody would stress to Posner, since a clinician employs

scientific thinking rather than just technical gadgetry to treat

the whole patient. Peabody would disagree with Posner that

a class in medical school on bedside manners is a ‘‘colossal

waste’’ of time, even for basic or clinical researchers. For

example, knowing the emotional state of a patient is an

important variable in an experimental design of a clinical

trial vis-à-vis placebo effect.10 Moreover, such knowledge

may even be as important in the care and treatment of

patients as knowing the underlying pathology.

In conclusion, Peabody would challenge Posner, as a

caring and competent physician, to paint an impressionistic

picture of Vivian—a picture that captures who she is within

her personal and social contexts. Posner would obtain this

picture first through listening to her sickness story or nar-

rative and then through reconstructing that narrative as part

of her medical history.11 By listening to and reconstructing

that narrative, Posner would be able to connect with Vivian

at both an existential and emotional level so as to under-

stand and appreciate how the disease disrupts her everyday

world and thereby to treat her holistically (Toombs 1993).

Importantly, Posner would be able to prepare Vivian for the

realization that her story may not be a restitution narrative

(Frank 1995).12 Her cancer is a chronic disease and is

simply too advanced for the possibility of a cure, i.e.

restoring her to a pre-cancer state. Cancer is not a disease

like an infection, which is easily treatable with drugs like

antibiotics. Posner must help Vivian to see and understand

that her sickness story may be a quest narrative in which

she is embarking on possibly the last leg of her life story.13

As such, Posner should assist Vivian in the search for

meaning to her illness story other than a simple cure.14 In

sum, Peabody would confront Posner by saying, ‘‘One of

the essential qualities of the clinician is interest in

humanity, for the secret of the care of the patient is in

caring for the patient’’ (1927, p. 882).
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