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The hospital
is flooded with
emotion.
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FEATURE ESSAY

The Hospital:
Emotional

Crucible for
Moral Action

Hospitals are engines of science and
bureaucracy, but they are also saturated
with fear, grief, hope, courage, trust,
and love. If care is to be moral as well
as clinical, emotion cannot be denied;

it must be recognised, interpreted, and
responsibly engaged.

By DR PHILIPPE FOUBERT

he hospital is flooded with emotion. It is, in the poet Amy Clampitt’s
phrase, ‘the enclave of the stricken,” and in Richard Selzer’s words, an

inner space charged with pain and relief. Yet those who work in hospitals

clinicians, executives, administrators, ethicists—are always at risk of routinising
what they witness. Ritual, protocol, and institutional process can make suffering

look manageable on paper while its human force remains unspoken.

A hospital is undeniably a bureaucracy, but it is also called to be a home of
hospitality to frailty. Here people are born, often crying first and smiling later.
Here illness, injury, loss, fear, fatigue, anger, grief, hope, trust, courage, consolation,
and love all coexist. Healing and recovery occur beside bewilderment and misery.

And, very often, the hospital is where people come to die.

Emotion is therefore not a distraction from care. It is one of the conditions
of care. Scientific knowledge, administrative order, and clinical skill remain
indispensable, but without emotional recognition they can become morally thin.
To care well is to notice the undercurrents—those spoken and unspoken feelings
moving through patients, families, and staff—and to respond with honesty,

steadiness, and compassion.

If we fail to read those currents, we risk drifting while assuming we are still

on course. The moral task is not to suppress emotion, but to navigate it.
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If clinicians
require that
patients conceal
their actual
emotions to play
the sick role by
being ‘good
patients,” both
patients and
clinicians lose an
opportunity for
moral solidarity.
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Sickness and Emotional Work

Illness fractures the intactness of a person’s former life and
threatens the future of the story they thought they were living.
Even when the sick role temporarily lifts everyday obligations,
patients still perform demanding emotional work. They wrestle
with fear, frustration, uncertainty, and loss; they search for
meaning while learning how to live differently—or how to die.

Patients also absorb subtle expectations to be stoical, grateful,
brave, or cheerful. We sometimes ask them, without saying so, to
be ‘good patients’ when what they may really need is to grieve, to
complain, to question, or to express anger at what has happened
to them. When caregivers deny those realities, patients and
families can be deprived of vital moments of truth, reconciliation,

and farewell.

What people need is not denial but recognition: recognition of
this person’s pain, fear, and vulnerability, and recognition of our

shared humanity in the face of illness.

Clinician: Know Thyself

Clinical ethics and emotion are inseparably intertwined. To act
well requires emotional self-awareness. Skilled clinicians ask
themselves: How are my feelings affecting my judgement? Have I
been the compassionate presence I promise to be? Am I wise
enough to seek help when a situation exceeds my emotional
resources?

Good care asks for a difficult balance—neither over-identification
nor self-protective distance. Clinicians must be able to pass into
the patient’s world, accompany them, and return with clarity
enough to continue caring. That takes courage, maturity, and
practice.

Empathic communication begins by noticing direct and indirect
expressions of feeling. When a patient senses that they have been
understood, something intrinsically therapeutic occurs: the
isolation of illness is reduced, and connection becomes possible
again.
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Emotional Integrity in
Clinical Community

t is not enough for one clinician to be emotionally intelligent. Hospitals make ethical
decisions through teams, wards, conferences, and committees. That means emotion and

moral conviction must be recognised at the level of community as well as individual encounter.

Patients and families often carry the heavy emotional burden of decision-making. Some
want information and autonomy; others experience choice as unfamiliar, exhausting, or
overwhelming. Clinicians help shape the moral atmosphere in which such choices are made.
Their responsibility is not only to offer options, but to create conditions in which patients
and families can participate with as much clarity, support, and honesty as possible.

Reason and emotion are not rivals. Both are essential to sound ethical judgement.
Emotion signals care, commitment, and the human meaning of suffering. In care conferences
and team discussions, staff should attend not only to data and protocols but to the emotional
chemistry of the case—within the family, among the team, and within themselves.

True collaboration is an emotional and ethical achievement. When leaders foster shared
decision-making rather than hoarding authority, patients feel the reassurance of a coordinated
community of care. The wider goal is to create, even within the institution, an atmosphere of
emotional sanctuary—something closer to what is often felt at the bedside in a home.

Only if we accept emotion as part of the moral project of care can suffering be fully
understood and responsibly incorporated into clinical plans. Only then can the hospital, so

often an emotional crucible, become a compassionate home.

¢ Our willingness to express,
elicit, and listen to emotion
should be understood as part
of our ethical identity. 7

ONLY THEN CAN THE HOSPITAL, SO OFTEN
AN EMOTIONAL CRUCIBLE, BECOME A COMPASSIONATE HOME.




