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ABSTRACT
There is growing interest in the spirituality of physicians,
relating to burnout and emotional stress and in terms
of dealing with their workload. The authors distinguish
four different lines of research in this area and position
their approach of the “passions of the heart” as a metaintentional feeling for what is good and satisfying, which
we derive from a phenomenological theory of feeling by
Stephan Strasser (1977). Human beings are characterised
by a transcendental openness that interpenetrates human
feelings. Four markers of passions of the heart are identified:
fulfilment, receptivity, life-organising power, and ethical
nature. Based on these markers, the article distinguishes
between concerns identified as passions of the heart,
and other concerns. Four core values are identified in the
concerns of general practitioners (GPs) studied: personal
proximity, self-direction, the whole person, and giving all
people access to the healthcare they need – specifically
the vulnerable. Finally, the authors present the GPs’
testimonies, in which they voice that passions of the heart
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mitigate the effects of negative experiences (emotional stress and burnout) and inspire and
motivate them in their work.

1.

INTRODUCTION

There is a massive amount of research showing that physicians suffer from
emotional stress and burnout, which has a huge effect on their quality of life
as well as on the quality of care that they are able to give (Wiederhold et al.
2018; Karr 2019). There are multiple reasons why physicians suffer from
emotional stress and burnout. One reason is their continual confrontation
with emotional situations such as death and suffering that deal with the
brokenness and contingency of human life. Another reason is that they
experience conflict between giving the care they want to give and aspects
such as bureaucracy, market forces, and a focus on productivity (Van Luijn
& Maalsté 2016:253). These cause physicians to lose intrinsic motivation
(Movir 2012).
At the same time, the physicians’ workload is increasing, due to
changes in patterns of illness, and the fact that, in most parts of the world,
people now live to a greater age than they did previously.
The number of people living with chronic diseases for decades is
increasing worldwide; even in the slums of India the mortality pattern
is increasingly burdened by chronic diseases (Huber 2011:236).

Health is no longer defined as the absence of disease, but as the ability
to adapt and self-manage well-being in three domains: physical, mental
and social. In addition, there is growing awareness of what might be called
a humanist perspective on the professionality of GPs (Des Ordons et al.
2018), and a movement towards so-called positive healthcare (Huber
& Jung 2015). It all adds to the growing pressure on the workload of
physicians. It promotes the feeling that work never stops; yet, at the same
time, physicians feel that they must do more in all domains of health.
Against this background, we observe the growing interest in the topic
of spirituality related to the problems facing physicians in their work (as
indicated above). On the one hand, it is suggested that spirituality can
help in dealing with emotional stress and burnout and, on the other, it
can strengthen intrinsic motivation, and offer important core values of the
profession. In this study we want to contribute to the theory-building and
measurement of spirituality in relation to the professionality of physicians.
In section 2, we introduce different lines of research in this area, and
distinguish four different definitions of spirituality in this debate. In section
3, we introduce a new definition of spirituality, which can overcome the
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shortcomings of the four approaches presented in section 2. We define
spirituality as a passion of the heart, as a meta-intentional feeling towards
what is good and satisfying, which we derive from a theory by Strasser
(1977). In section 4, we introduce the research design and describe the
results of our research into GPs’ passions of the heart. We conclude this
article with a summary and discussion in section 5.

2.

SPIRITUALITY AND WELL-BEING OF
PROFESSIONALS

What do we know about the effects of spirituality on the well-being of
physicians? In this section, we briefly present the state of the art in the
study and theory of this field of research. We map four different approaches
in the field of research on spirituality and the well-being of professionals.
A first approach defines spirituality as a kind of emotional-energy
“account” that can be filled by the breathing techniques of mindfulness
meditation. Spirituality has to do with emotions (feeling), and people
can practise certain techniques to boost this energy. According to Karr
(2018:93), the current evidence illustrates that there are three factors
effective in decreasing stress and promoting high-quality sleep among
physicians: physical exercise, healthy diet, and spirituality. Under the
heading of spirituality, Karr includes practising religion, yoga, meditation,
mindfulness, and Tai Chi.
Practising mindfulness is about being fully aware of what is
happening in the present moment, acknowledging one’s thoughts,
feelings, and body sensations with compassion and devoid of all
judgment (Karr 2018:94).

In a similar vein, another review study reports a set of techniques such
as training in coping strategies, training in interpersonal skills to increase
social support, and the use of relaxation techniques for diminishing stress
(Wiederhold et al. 2018).
A second approach provides a more substantial definition of spirituality.
Wachholtz and Rogoff (2013) report that students, who had higher levels of
spiritual well-being and daily spiritual experiences, described themselves
as more satisfied with their life in general, while students with low scores
on spiritual well-being and daily spiritual experiences had higher levels of
psychological distress and burnout. Spirituality is measured by the Daily
Spiritual Experience Scale (DSES) (Underwood 2011). This scale measures
how we perceive the transcendent in our daily lives – in phrases such as
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“I feel thankful for my blessings”. It conceptualises spirituality and religion
as overlapping domains. This means that the scale is biased towards
religious people.1
In a third approach, the concept of spirituality refers to processes of
inner transformation related to problems in relation to the self, others, and
God. An example is Swart (2015a; 2015b), who derives three movements
of transformation from Henri Nouwen.
•

The first transformation, from loneliness to solitude, focuses on the
spiritual life as it relates to our own experience. For example, physicians
experience the emotion of restless loneliness when a patient dies or
experiences complications.

•

The second transformation, from hostility to hospitality, deals with our
spiritual life as a life for others. In this instance, Swart refers to the
impotence a physician may experience when dealing with the limits
of medical treatment, frustrations with patients’ lifestyle choices, and
confrontation with patients, relatives, or referring physicians.

•

The third transformation, from illusion to prayer, offers penetrating
thoughts on the most mysterious relationship of all: our relationship
with God. It is a movement towards seeking God’s presence in the
outcomes after cardiac surgery.

Swart also makes a strong connection between spirituality and dealing
with emotions, similar to the first type of research. Just like the second
type, Swart has a bias towards religious persons in defining spirituality as
the second type.
Finally, we must mention a fourth type that uses ideals (Van Luijn &
Maalsté 2016), or life goals (Schippers 2017) as an overarching concept,
and that subsumes spirituality into this concept. This type is typical for
much of the research into workplace spirituality in public institutions and
businesses. Life goals provide a sense of meaning and purpose to life
and give centrality to our identity (Schippers 2017:20). The role of life
goals is to regulate our behaviour in terms of both goal-setting and goalachievement plans (job motivation) and dealing with contrast experiences
(stress, absence of values). Although Schippers (2017:9) writes that finding
a purpose in life often requires a lengthy search, she also presents a goalsetting intervention programme aimed at finding a purpose in life, while
simultaneously ensuring that we make concrete plans to work towards
the life goals we have set for ourselves. In this type, emotions are less
1

Morenammele & Schoeman’s (2020) research into this issue also belongs to this second type.
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central, compared to the first type; but both types share the idea that we
can establish life goals through the right techniques and practices.

3.

PASSIONS OF THE HEART

We propose a new approach to spirituality as a source of inspiration and
motivation for physicians and professionals, in general. What is new in
approaching spirituality as passions of the heart? First, we consider
the goal of spirituality beyond human intentionality. We define passions
of the heart as a meta-intentional disposition, not as a goal that can be
reached through techniques or practices. Spirituality as passions of the
heart refers to experiences, in which we are “being apprehended”, “being
overpowered”; that is above and beyond what human beings can realise
(Strasser 1977:294). What individuals and communities can learn is how to
practise discernment.2 Spiritual experiences that inform discernment are
not manageable; neither can they be created.
Secondly, we consider passions as a felt state of mind, in which we
experience our relationship with the world. We disagree with approaches
that define spirituality as emotional energy. What is missing, in this
instance, is an openness to the absolute. We define the “heart” as
the mutual interpenetration of spiritual and felt processes and
the configurated whole of human existence that rests upon this
interpenetration (Strasser 1977:199).

Human beings are characterised by a transcendental openness that
interpenetrates human feelings. The human soul is the embodiment of a
finite spirit, but with an appetite for the absolute (Tallon 1992:356).
Thirdly, we agree that spiritual and religious experiences are related
phenomena; but they are not similar. What they have in common is “a desire
for the absolute”, for that which is meaningful as such (Tallon 1992:345).
What Joas (2016) calls a human experience of self-transcendence and
Strasser (1977) calls transcendental openness does not necessarily
include belief in God. It is possible for the concept of passions of the heart
to define spiritual experiences without presuming a belief in God.
Fourthly, we opine that the idea of transformation is a core concept
in spirituality (see Swart 2015a; 2015b). Hermans (2019) defines the
transformation of the heart as an eschatology of restored capabilities.
Transformation of the heart refers to a shift from impossible to possible; for
2

See Hermans & Anthony (2020) in this journal.
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example, from not being able to forgive, to the possibility of forgiveness.
Passions of the heart are a gift that transforms us on the level of purpose –
for example, the possibility of forgiving (meta-intentionality). The essence
of this transformation is a restoration of freedom, versatility, and world
governance. The transformation of the heart (meta-intentionality) expresses
itself in a restored capability of “I-can-forgive” (intentionality).
Being able to perceive possibilities that are experienced as absolute
shows that man is a being gifted with spirit (“logos”).3 The highest form
of human becoming is defined as the soul, “the bearer of the idea of man
as a being which is also spiritual” (Strasser 1977:170). On the level of the
spirit, human beings are able to project completely abstract values such as
peace, health, beauty, and truth. How is that possible?
World is first of all distinguished from environment in that not
only the real, but also pure possibilities belong to the World. Such
possibilities are not grasped by feeling but are seen by thought.
The Logos indeed, among other things, the possibility of grasping,
ordering and fixing abstract connections in concepts and categories,
and on that basis, advancing to new insights (Strasser 1977:246).

With this subordination of goals to purpose, an entirely new situation
is created. Now man makes values or goods the primary object of his willintention, which gives his freedom much room in which to play. The notion
of passions of the heart refers to the interwovenness of the level of the
spirit as openness to the absolute and human dispositions of deeply felt
directedness to the world. For this reason, we opine that this approach
to spirituality is more adapted to issues of emotional stress and burnout.
Passions are a specific kind of basic transcending awareness.4 The
ideal possibility (transcendence) is felt as a reality of (or in) our lives. This
overwhelming power gives us the enduring power to transform social life
forms and institutions to operate in line with this absolute good.5 Passions
are characterised by four markers.
1.

3

4
5

Passions are characterised by a transcending mode: they
absolutise a region of value that affords fulfilment of life. The

In this instance, Strasser uses Logos in the sense in which it is used in ancient Greek philosophy
and early Christian theology referring to the divine reason implicit in the cosmos, ordering it and
giving it form and meaning (https://www.britannica.com/topic/logos). For an introduction to the
relationship between “pneuma” (“spirit”) in the Gospel of John and “logos” (“word” or “mind”) in
the prologue of John, see Engberg-Pedersen (2012).
A basic transcending awareness can also be expressed in the form of mystical awareness,
contemplative reverie, or the playful cultivation of an aesthetic ideology (Strasser 1977:294).
For an extended account of passions of the heart, See Hermans (2020) (in press).
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absolute (or absolutised) good surpasses everything that man
has experienced before, in fullness, perfection, and value. The
affirmation of a region of value is absolute, in the sense that it is
affirmed once and for all.
2.

Passions are marked by receptivity, which refers to an experience
of being apprehended, being overpowered, being mastered. When
we are drawn to the absolute good, we can “respond” in no other
way than in a mode of unreserved receptivity. In passions, the felt
mode of preparedness manifests as a heightened susceptibility
and capacity for being apprehended by the valuable.6

3.

Passions have a life in organising and concentrating power.
The behaviour of the passionate person is distinguished by
consistency, perseverance, composure, and awareness of goals.
A person who is passionate is able to dedicate him-/herself
unreservedly to a single thing: what is meaningful and satisfying.

4.

Passionate concentration has an ethical nature, and always has
as its object an accustoming of ourselves to a definite region of
value such as peace, care, sustainability of nature, or love. This
region of value emerges in concrete bearers of value; for example,
when care is manifested in caring for sick people, or for migrants.
Characteristic of this passionate concentration is a drive towards
what is beyond ourselves. This drive manifests itself as
an increase in power …, in the intensity of willing, of preparedness
for sacrifice, of the gift of sensitivity for the discovery of means, and,
in general, in the productivity of the heart (Strasser 1977:295).

4.

RESEARCH DESIGN

In this section, we first formulate the research questions. Next, we
describe the research method and instruments as well as sample and data
collection. Finally, we describe the design of the analysis.

4.1

Research questions

The following research questions were formulated:
1.

6

Which concerns of GPs can be characterised as passions of the
heart?

On the other hand, Strasser (1977:295) stresses that this “being apprehended” is always at the
same time a “letting-oneself-be-apprehended”.
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2.

What are the core themes of these passions of the heart?

3.

How do the passions of the heart affect the work practice of GPs?

First, we expect that some concerns are ultimate when they express
the passions of the life of the spirit (see section 3). Passions of the heart
are characterised by fulfilment, receptivity, a life-organising power, and an
ethical nature. Concerns that are not defined by these markers of ultimacy
are final goals.
Secondly, we expected that GPs would articulate concerns related
to the intrinsic values of their work, specifically humanist values (first
research question).
Thirdly, if concerns are ultimate, we expect that they will be a source
of job satisfaction (“this is what I do it for”; “this is why I became a general
practitioner”) and have the power to help the GP deal with emotional stress
and work frustration (“this is not how I want to be as a GP”).

4.2

Research method and instruments

This exploratory study uses the concept of passions of the heart to research
the concerns of GPs. We used an existing interview instrument into
personal biography, which was developed by Van den Brand et al. (2015)
to research existential events on the lifeline, experiences of contingency,
ultimate concerns, and the religious foundation of such concerns. For our
research, we added a question on dealing with the influence of concerns
as general practitioner, in positive and negative situations. We used the
following definitions for the four markers of passions of the heart.
1.

Fulfilment: An awareness of something absolute, in itself bringing
happiness and satisfaction, which can never be saturated in the
pursuit of striving towards this absolute.

2.

Receptivity: The feeling of being apprehended by what is
considered to be an ultimate good, either in an event such as an
encounter, or by a process of gradual crystallisation during life.
When we are drawn to the absolute good, we can “respond” in no
other way than in the mode of unreserved receptivity.

3.

Life-organising: Being able to dedicate ourselves unreservedly to
what is considered in itself absolute and satisfying, in such a way
that it gives orientation and structure to everything in life.

4.

Ethical nature: Aiming at a region of value, a quality of life, or
a good life with and for others, which cannot be manipulated
instrumentally.
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We used Cohen’s kappa to calculate the degree of reliability, following
the procedure of Van de Brand (2016:119). The coders were given a
description of a code and an example of an interview fragment, to which
the researcher had assigned this code. Next, the coders were presented
with other fragments, and were asked whether or not they would assign
the code just described to these fragments. Our test consisted of 12
fragments: three for each code. Four items were false examples.
Table 1 presents the pairwise result of Cohen’s kappa among five
coders. There are three kappas between .40 and .50 (moderate agreement),
and three kappas between .60 and .80 (substantial agreement) (Landis &
Koch 1977). We consider this a sufficient level of agreement between
the coders.
Table 1:

Pairwise calculation of Cohen’s kappa for degree of inter-coder reliability

Encoder 2
Encoder 1

Encoder 3

.47

Encoder 2

.63

.50

.50

Encoder 3

4.3

Encoder 4

.80

.63

Sample and data collection

Respondents were recruited using the snowball method (Babbie 2008:205).
We did not expect to get many respondents to a general call to participate
in the study. Many GPs have very full schedules, and the interview takes
between two and a half and three hours. We expected that GPs would
be more likely to cooperate if they were approached by fellow GPs. The
researcher (Linda Kornet) was able to recruit the first respondent through
her network. This respondent introduced her to two other respondents,
who contacted the remainder of the respondents. This resulted in a total
sample of six GPs (see Table 2): two women and four men, three midcareer GPs (aged 43-53 years), and three (aged 60-68 years) at the end of
their career. Our sample has no GPs at the start of their careers.
Table 2:

Respondents: Gender and age

Man/Woman

Year of birth

Respondent 1

Woman

1960

Respondent 2

Man

1971

Respondent 3

Man

1967

Respondent 4

Man

1952

Respondent 5

Woman

1977

Respondent 6

Man

1952
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Design of data analysis

The interviews were recorded and stored securely. We transcribed in their
entirety the parts of the interviews that focused on motivations, and saved
them anonymously. The data were analysed in three areas: the four markers
of passions of the heart, content of the concerns voiced by the GPs, and
the effect on negative experiences and inspiration and motivation.

4.4.1 First research question
We used deductive coding based on the four characteristics of passions
of the heart. We formulated four codes based on four characteristics
of passions in the theory of Strasser: absolute good, receptivity, lifeorganising, and ethical nature (see section 3).
As a criterion for deciding whether a concern could be characterised as
a passion of the heart, we demanded a minimum of three (out of the four)
characteristics. We consider this to be a stringent criterion; we wanted
to be certain that a chosen concern could be defined as a passion of
the heart.

4.4.2 Second research question
We used a list of core themes or core values mentioned in the literature on
person-related healthcare (see Glas 2018:161-167; Van den Muijsenbergh
2018). This person-related approach is the dominant approach used and
focuses on more than simply the clinical aspects of disease. It is likely
that our respondents will mention the core values of this approach as the
objects (content) of their passions of the heart. But it is a list, and we are
under no illusion that it is complete. We also expected respondents to use
the one core values more in formulating their concerns as passions of the
heart. We only analysed concerns that could definitely be characterised as
passions of the heart (see first research question).
We used the following list of core values in our research:
1.

Treating the whole person, and not only his/her illness or
limitations;

2.

Building a relationship of trust and empathy with patients;

3.

Taking into account the individual characteristics, needs, and
context of each patient, and a treatment tailored to the needs of
that patient, rather than offering the same for everyone (personal
orientation and equity);

4.

Examining the meaning of illness in each patient;
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5.

Determining for each patient what care would be necessary and
appropriate for that person; preserving self-direction;

6.

Involving patients as much as possible in decision-making
(person-centred care), and in plans to improve their environment
(empowerment), and

7.

Being available and accessible to people from all groups.

4.4.3 Third research question
We analysed what the GPs report as the core experiences in their work. On
the one hand, there are positive situations, which they characterise with
phrases such as “This is why I do this work!”. On the other hand, there are
also negative work situations, with which they struggle. All these fragments
were related to the core themes of passions of the heart that resulted in
the analysis of the first research question. We examined the role that
the passions of the heart play in dealing with both positive and negative
situations. If there were no passions involved, we skipped the situation.

5.
5.1

RESULTS
First question: Passions of the heart

Which concerns can be characterised as passions of the heart? All
concerns were the result of an open interview question; the four markers of
passions of the heart were semi-open questions formulated on the basis of
our concept of passions of the heart. We first describe one non-example;
that is, a concern that has no marker for a passion of the heart. Next, we
describe an example, and end with an overview of the passions of the
concerns voiced by the practitioners.
We take a non-example from Respondent 5 (see Table 2: a woman,
born in 1977), who was the only respondent to voice no concern that
could not be identified as a passion of the heart (Table 3, Concern 8). She
summarised her concern as “Giving people insight into what is the matter”.
For example, if we know why we have pain in our back, we can deal with
it better (as she phrased it). “Dealing with it better” is interpreted as
giving people the possibility of having control over their situation (R5:35).7
She did not formulate an experience of happiness, fulfilment or ultimate
satisfaction (Table 3: fulfilling). According to the respondent, insight helps
achieve control. She did not voice receptivity (Table 3) in the sense of
being apprehended by the good. When she spoke of her concern, she used
7

Each quote in Atlas.ti has a unique reference: R5:24 refers to Respondent 5, quote 24.
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terms such as “natural inclination” (R5:23) and “mechanism” (R5:24). There
is passivity, but it is not related to an (absolute) good. If she would not
have this concern, she would find it an impoverishment of her profession
(R5:25). But impoverishment is not the same as an organising principle of
her understanding of what it means to be a GP. Finally, the ethical nature
is missing. Giving insight is considered to be a quality instrumental to
facilitating control.
Next, we describe a concern labelled “Being near to a person” (Table 3:
Concern 6 = respondent 4) which has all the markers of a passion of
the heart:
I want to be a warm physician who radiates attention and compassion
for his patients. And I think that’s what a patient deserves. And also,
that personal continuity. (R4:10)

We need to see the “whole” person, together with his/her life context.
If you are not aware of that context, you also do not understand that
people may not feel good because of it. And then you are going to
treat people medically, when they need something else. (R4:27).

In itself, this concern is fulfilling and gives satisfaction. This fulfilment
is experienced as a feeling that it is good. “When I notice that patients
respond so gratefully to it, I think: It is good that I did it that way.” (R4:17)
The second marker is receptivity. The respondent had known since
his training as a general practitioner that he wanted to be a physician
who would be near to his patients, in a supportive manner. But it was in
practice that he felt it as a vocation. “Then I really had the feeling: Those
people cannot do without me. … And that is something special, I must
say.” (R4:14)
This concern is also life-organising (third marker). The person would
be a different physician without this concern, although he knows that it
affects him emotionally.
And then you are fifty, and then someone of thirty dies and then you
think: wow, that touches me deeply. … So I notice that increasingly,
it is affecting me emotionally. I can explain that, on the one hand –
that you get more emotional when you get older. At the same time,
I occasionally think: how much can I actually handle? What … But
that does not mean that I want to be a physician in a different way.
So that’s why I doubted for a moment, about … I think I can’t be a
physician any other way. (R4:15)
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Finally, this concern has an ethical nature. The intrinsic good that is
implied in this concern is the whole person, in his context, as the aim
of good care. Quality of life is a subjective measure: Every person must
determine for him-/herself what is valuable to him/her (R4:27). When we
do not know a person and is not near to him/her, we cannot support that
person or treat him/her in a supportive manner. The medical treatment
comes to the fore.
We have summarised our findings in Table 3. Concerns 1, 2, 3, 4, 6, 9 and
10 are passions of the heart. Concerns 5, 7 and 8 did not pass our criterion
of having at least three markers. These concerns will be disregarded in the
ensuing analysis.
Table 3:

Markers of passions of the heart
Fulfilling

Receptivity

Life-organising

Ethical nature
Justice, equal
opportunities:

Concern 1 (R1)
Standing up for

Experience of

the vulnerable

satisfaction

and less
fortunate

that every life

A feeling of

Identity marker:

what is good

inextricably

in experiences

linked to being

with vulnerable

a general

own wishes.

people

practitioner

Quality of life:

can organise
according to its

fragile balance
of the world
Concern 2 (R1)
Presence as a
person

Experience of

The feeling of

Determining

Quality of life

enrichment,

what is good.

what it means

by holistic

to be a GP.

approach

value

Presence is
strengthened

Identity marker:

by contingent

without this

experience of

concern, the

depression or

person is not

burnout.

him-/herself

Contrast
experience:
when people
are only seen
clinically.
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Concern 3 (R2)
Being close to
a person

2020

Receptivity

Life-organising

Ethical nature

Experience of

Awareness of

Determining

To improve

happiness and

good rests on

what it means

quality of life so

satisfaction

a belief, inner

to be a GP.

that everyone

awareness.

Identity marker:

Realised

not him-/herself

and further

without this

developed

can flourish/be
happy.
Leading the
good life

during life and
work
Concern 4 (R3)
Being near in
a supportive
manner

Experience of

Awareness

Determining

Quality of life:

meaningful,

of the good/

what it means

to live life to the

being grateful,

satisfaction/

to be a GP

full, including

recognition,

meaningful/

genuineness,

real based on

“able to live on

feeling.

for a long time”

its difficulties

Learning to
appreciate this
in experiences
at work

Concern 5 (R3)

The right
to bear

Facilitate

responsibility

people in

for his/her own

creating health
Concern 6 (R4)
Being near to a
person

life
Very good

Crystallises

Determining

Quality of life:

feeling

in work

what it means

feeling the best

experiences:

to be a GP.

that is possible

experiences
of vocation by
others

Identity marker:
not being him-/
herself without
this
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Receptivity

Concern 7 (R5)
Helping people
to cope with life

Life-organising

Ethical nature

Determining

Quality of life:

what it means

autonomy: to

to be a GP.

be who one

Identity marker:

wants to be.

being yourself
Concern 8 (R5)
Giving people
insight into
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Concern 10 (R6)
Solidarity

Experience of
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Determining

Good life: every

satisfaction

the good is

what it means

person has

something not

to be a GP.

equal access to

manageable

5.2

Identity marker:

Becoming

inseparable

aware in

con-nected to

experiences

oneself

care

Second question: Core values

Which core values do GPs voice in their concerns? We expect that each
concern is able to voice one or more core values. We first analyse each
concern, and then present a summary.
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5.2.1 Concern 1: Standing up for the vulnerable and
less fortunate
The first core value voiced by the GPs is to “give all people equal access
to health care, specifically the vulnerable”. Some people get lost in the
medical system or do not fit in one particular category, so they do not get
the care they need. The passion of this GP is to give vulnerable people
access to the healthcare they need.
There are patients who are not so capable of finding their way in
the world of the hospital … Or vulnerable people who just get lost.
Addicts who also have depression or other psychological complaints
and who then simply get stuck. (R1:36)

The second core value is “self-direction of the patient”. It is easier for
a GP to organise the necessary care for the patient. But this would take
away the core value of self-direction.
I don’t want to patronise them, but for a while I think: yes, you don’t
have the skills to see through that, and now I want to show you the
way. (R1:36)

5.2.2 Concern 2: Presence as a person
The first core value voiced under this concern is “personal proximity”.
As a physician, you sometimes reach a limit, where you cannot do
anything medically, or there is simply nothing you can do, but people
still need support. But not so much with pills, but just emotional
support, that someone puts an arm around them, just holds their
hand and says: I understand ... I can’t do anything for you, but I
understand how you feel. And that can be very valuable. … I can
show that I am also human. … There’s someone next to you there.
You are not alone. (R1:22)

The first aspect refers to emotional proximity in the form of good
listening, empathy, or a touch that makes people feel that they are not alone.
The second aspect refers to the consequence of personal closeness; that
is, the feeling of being understood and seen, which gives the patient relief.
The second core value is described as “focus on the whole person”.
For me it has more to do with the fact that I think health care is not
enough if it is only medical-technical. … Then you only approach a
human being [as] if they consist of muscles, joints, and whatever.
But not ... the soul, I just call it the soul. I would like to see that
[being] more holistic. (R1:29)
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There are more aspects to medical treatment than simply the clinical. The
GP uses the term “soul” to express this “more-than-clinical” dimension.
Another term she uses is “more holistic”.

5.2.3 Concern 3: Being close to a person
There are two core values voiced in this concern. The first is “personal
proximity”. The first aspect that this GP puts forward is to want to stand
next to the patient – not above, as a medical authority. The second aspect
is personal attention and interest in the life of the patient.
At least, a GP who is next to the people and not above the people.
I think that has always been one of the characteristics in my
consultations. ... I find personal attention and interest in someone’s
life very important. (R7:9)

The second core value is “self-direction of the patient”.
Good care is health care that empowers people, in which you
explore together with the patient what the best solution is for that
patient. (R7:21)

According to the GP, self-direction incorporates shared decisionmaking, by exploring together what would be the best solution. It includes
giving back the responsibility of self-determination to the patient. In order
to give this responsibility back, we must focus on the possibilities that the
person still has.

5.2.4 Concern 4: Being near in a supportive manner
The first core value voiced in this concern is “personal proximity”:
to offer people in difficult situations a kind of support, reassurance,
a safety. That is, to be near; to be supportive in being near. (R3:24)
I think a good GP is close to patients. “Person-oriented” means
promoting a quality of life from the perspective of the experience of
the patient. (R3:26)

This GP states that proximity is realised through a kind of support,
reassurance, and safety.
The second aspect is to take the perspective of the patient into
account in promoting quality of life. Emotions are an important element of
experiences.
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The second core value is “focus on the whole person”. This points to
matters beyond the cure of the disease, beyond the practical. Conversation
seems to be both the means and the end to this focus on the whole person.
And what I enjoy the most, that’s just conversation. Because I think
that matters a lot more than all kinds of other things, practical things.
I think I have more to offer there than giving a pill. (R3:17-18)

5.2.5 Concern 6: Being near to a person
The core value expressed in this concern is “personal proximity”. This
value is characterised by attention and compassion, which for this GP is
expressed dominantly by an arm around the shoulder. Personal proximity
also means continuity: Being there when one is needed. Finally, proximity
also implies knowing the whole story of the person and his/her context.
That personal continuity ensures that you as a general practitioner
are always a kind of acquaintance for that patient. ... Because he
no longer has to tell the whole story – because you already know
it. (R4:14)

5.2.6 Concern 9: Giving care in alignment with the
person
The first core value in this concern is “the whole person”. This GP compares
the practice of a physician with art: One does need technical skills, but
also connectedness, intuition, and a feeling for the intangible things. He
seems to suggest that a diagnosis often starts with a feeling of ambiguity
(“not fluff”).
However, it is not possible to put a person in categories. So you have
to connect the protocol to that person. And that is exactly the art.
And the art consists of the technical skills. But the art also consists
of connecting. And also intuition and feeling … the intangible things.
What I said: a feeling of “not fluff”, of “this is correct, and that is not
correct”. (R6:11)

Another core value voiced in this concern is “personal proximity”. To
be near to people means that one knows the patient, the family, and the
context. This knowledge marked by humanity creates a low threshold for
the patient to speak out.

5.2.7 Concern 10: Solidarity
This GP uses the word “solidarity” to voice the core value of “giving all
people access to the healthcare they need”.
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We have to distribute it neatly. So, a kind of solidarity. So it cannot
be that one citizen, because they are in a lower social class, that
they receive less care than a higher social class. Or because they
have less money. (R6:28)

A second core value is “personal proximity”. Being near to the person
takes time, but it is required, in order to discover what the person needs.
In the words of the GP: “making real contact”.

5.2.8 Summary
Four core values were revealed by the GPs in our research. All practitioners
voiced “personal proximity”. Two practitioners voiced all other core values.
•

Personal proximity. This value is about making real contact; that is,
as a person to another person. The aspects included in this value
are good listening; making the other feel that s/he is understood and
seen; seeing the context of his/her experience; radiating warmth
and compassion; real contact expressed in physical touch; allowing
oneself to be touched emotionally, and to bring in one’s own humanity.

•

Self-direction of the person. This value aims at shared decisionmaking, by exploring together what the best solution is for the patient.
It includes giving back the responsibility of making decisions to the
patient. In order to leave the responsibility with the person, one must
focus on the possibilities that the person still has. Self-direction
expresses a focus on the person’s own strength, and on human
flourishing.

•

The whole person. This value is described as a more holistic approach
to healthcare, beyond the medical-clinical. GPs who refer to this
core value mention practising medicine as an art. Technical skills
are needed, but also connectedness, intuition, and a feeling for the
“intangible things”. Often, a diagnosis starts with a feeling of ambiguity
(“not fluff”). These more-than-physical aspects of the person are also
described in terms of taking care of the person’s soul.

•

Give all people access to the healthcare they need, specifically the
vulnerable. Some people get lost in the medical system, or do not
fit into only one category. They thus do not get the care they need.
Every person must have access to the healthcare s/he needs. This
value focuses on vulnerable persons who fall through the cracks and
loopholes of the medical system and do not receive what they need:
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people who are poor, less educated, and have fewer skills to express
themselves.

5.3

Third question: the effects of passions of the
heart on the work experiences of GPs

How do the passions of the heart affect GPs’ work experiences? We
focus on dealing with negative experiences (stress, emotions, specifically
related to human brokenness and vulnerability) and positive experiences
(inspiration and motivation). We present the results for each of the core
values formulated in section 5.2).

5.3.1 Personal proximity
Passions of the heart can help handle the negative emotions that are part
of general practice. Several respondents’ stories related to matters of life
and death.
I remember very well, during my period in … I once had a child with
sudden infant death syndrome. And so I was called there to a child
who was dead in bed. But I didn’t know for how long [the child had
been dead], so I started CPR. And none of that was successful. And
that was incredibly intense.
That is an example of what I mentioned earlier. Why should that child
not live to 70 years old? You see the grief of those parents. And I
was so upset about that, that I also thought: oh, I hope that I don’t
come across this often. Because I don’t know if I can keep that up,
if I come across more situations like that.
At the same time, I also noticed, in the period after that, that the
parents had seen how I had tried to resuscitate the child, which was
not successful. In the period after that, of course, I was able to offer
them guidance, and wondered “How can this happen?”, and so on.
Then we had some conversations – I visited them a number of times,
as I usually did. That was very special. (R4:20)

In the visits and conversations, the GP became very close to the
parents, as a fellow sufferer. Not only did this personal proximity help the
parents deal with the loss of their child; it also helped the GP handle the
emotional stress of the situation. Matters of life and death confront people
with the brokenness and vulnerability of human existence. GPs cannot do
anything about that, in a strictly medical sense. However, they can show
that they understand how the person feels. This also gives meaning and
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deep satisfaction to the practitioner, strengthening him/her so that s/he
can handle stressful situations.
A passion such as personal proximity can also be a source of moral
indignation and moral criticism. The next GP feels what is at stake from
the core value of close proximity, and acts on the basis of this passion of
the heart.
There was a young woman there. I had just started on gynaecology,
I worked there. And that was the first child she would have. And
it didn’t progress. She was on the intravenous drip for nearly 48
hours. And men were not allowed to be there. That woman was
left alone – all the time. And then I would sit with her and have a
chat. And I thought, what is this? And then the staff, the nurses and
gynaecologists – especially the nurses – thought it was ridiculous
for me to sit next to that woman and have a chat and help her get
through. (R1:32)

Passions have a deep power to act, but also to criticise existing
situations and to transform these situations (as far as it is within the agent’s
power to do so).
The stories of the GPs clearly show that the passion of personal
proximity is a deep source of agency for GPs. The next story is that of a
GP reporting on giving help and guidance to young people in crisis:
The most satisfying things are perhaps when guiding young people
in crisis. Young people who are in crisis, it can be anything: anorexia,
depression, or … whatever. And if you can contribute to that, so that
they overcome this illness … Because there, you can be supportive
from your own life experience ... Often it is the case that you try to
give them the optimism to just get through it. … There is always a
turn, an opportunity in life. (R3:19)

In some situations, a practitioner has nothing else to give to support
someone but his/her humanity. In this case, it is the GP’s life experience
that there will always be a turn in circumstances or a new opportunity in
life. The GP as a person becomes the main “instrument” of agency.
Finally, we also observe that the core value of personal proximity is a
source of inspiration and motivation. In the words of one GP:
No, no. You cannot suddenly become a different person. At least,
that would mean to me that I become a different person. (R2:10)

Later he calls it “an extension of who I am as a person” (R2:13). The same
GP reported that, in practice, he sometimes deviates from his motivation
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to stand close to people, because some people need a more dominant
approach. But he does not like doing that. (R2:11)
As a source of inspiration, passions of the heart help GPs deal with the
long hours that come with the profession. If they are close to this source,
they can deal with it.
So I want to be a warm physician who radiates attention to and
compassion for the patients. And I think that’s what a patient
deserves. And also, that personal continuity. … I think I have worked
many hours for my patients. Anyway, I felt really good about it.
(R4:10)

5.3.2 Self-directedness of the person
The heart of the core value of self-directedness is trust and confidence in
the capacity of people to make decisions regarding how they want to lead
a good life with and for others. The GP gives information so that they can
make a decision themselves.
If you understand why you have pain in your back, and that nothing
[necessarily] needs to be broken, you can deal with it better. And I
try to stimulate that very much. So yeah, I don’t know, how do you
say that? Just let people keep control. (R5:35)

In reflecting on the question of whether she could be a GP without this
core value, she indicated that her ultimate intention is to keep the person
in control. Nevertheless, she also said that she is inclined to take over
control to a certain degree when people are no longer capable of directing
themselves – for example, due to a serious illness, or depression.
But if I could never do it again, let people keep their own direction, I
would stop immediately. (R5:17)

She could not be a GP if she was not able to work from a position
of using this passion for the person’s self-directedness as a source of
inspiration and motivation.

5.3.3 The whole person
This core value goes beyond the clinical treatment of the patient and
includes the meaning of the disease for the person, the strengths and
needs of the person, his/her participation in social life, his/her context,
and the possible support available to him/her. Embracing a holistic
perspective gives a GP access to more information to use in dealing with a
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person’s quality of life. Employing this core value, a practitioner is inclined
to observe a situation in a way that goes beyond the clinical perspective.
There was a man who had been very ill for a long time and was also
very tired. And it was about to end. Actually, he knew he was going
to die. But he remained very restless. … Somehow I had the feeling
that there was something else that troubled him. And where that
feeling came from, I have no idea. Sometimes you suddenly have
things like that. And, well, then [at a certain point] I thought: I’m not
getting it [that feeling] anymore. What is this? (R1:31)

Following her gut feeling or intuition, she discovered that this man had
had a disagreement with his brother. After some conversation, he found
peace, and was able to let go of life. It is important to note, in this instance,
that the practitioner was able to act on the basis of this value in a way
that extended her capacity to deal with the person’s situation. It is also
important to see that this was the result of bringing in her own humanity as
a source of seeing, knowing, and feeling.
The GPs indicated that this passion helps them deal with their workload.
It is a kind of paradox: on the one hand, because of this passion they
spend more hours performing their professional services. On the other,
this same passion gives them the strength to carry on and endure long
working hours.
I want to be a warm physician who radiates attention to and
compassion for the patients. And I think that’s what a patient
deserves. And also, that personal continuity. … I think I have worked
many hours for my patients. Anyway, I felt really good about it.
(R4:10)

5.3.4 Give all people access to the healthcare they
need, specifically the vulnerable
We found that the stories of our GPs mainly reported contrast experiences
(for example, about brokenness and vulnerability).
Very recently, there was a 50-year-old woman who had been alcohol
addicted for a long time and who continued to sink further into
addiction; she had also had a depressive episode and wanted to
do away with herself. And she had been hospitalised with severe
liver inflammation, so it was really serious. But she just couldn’t
stop drinking. If you are addicted, you cannot stop. … And I had
not managed to get addiction care, they always pushed it to mental
health care. They said: no, no, she is depressed because she uses
alcohol. … And then I received a letter from … the health insurance
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company, saying no, the company did not purchase enough, we
cannot help this patient. (R1:33)

In her definition, vulnerable people are those who get “lost” in the medical
system, in the sense that they do not get the healthcare they need. The
core value of this GP is a source of moral indignation and criticism.
That injustice, and also that hiding behind all kinds of rules. Where
professionals do not see people, but only hide behind rule. (R1: 33)

She wants that the needs of a person are what decisions are based on, not
the rules and protocols. Putting the needs of people first is a passion of
the heart, which she recognises in other physicians: “I thought: oh, what
bliss – there is someone with a heart!” (R1:3)

6.

CONCLUSION AND DISCUSSION

What can we conclude, on the basis of our research, about the passions
of the heart of general practitioners? Three research questions were
formulated. The conclusion to the first question is that some concerns of
GPs can be characterised as passions of the heart, with the following four
characteristics: fulfilment (transcending; human flourishing); receptivity
(being apprehended); a life-organising power, and an ethical nature. Some
concerns are final ends, which can be distinguished from passions of the
heart, because they lack two markers: transcending and receptivity. Final
ends can be marked by a life-organising and ethical nature. We will return
to this finding in the discussion (below).
The conclusion to the second research question is that four core values
could be identified in the concerns of the GPs: personal proximity; selfdirection; the whole person, and to give all people access to the healthcare
they need, specifically the vulnerable. These are all person-related values
that are part of the so-called humanistic approach to healthcare.
The conclusion to the third research question is that passions of the
heart mitigate the effect of negative experiences (emotional stress and
burnout) and inspire and motivate GPs in their work. We expected this
finding, because of the quality of passions of the heart as meta-intentional
strivings. We will elaborate on this finding in the discussion (below).
Finally, we want to discuss two remarkable findings. The first
extraordinary result was the fact that some concerns were only
characterised by a life-organising power and ethical nature. The markers of
transcendence and receptivity (being apprehended) were not mentioned,
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in some concerns. For this reason, we defined them as final ends, and
not as passions of the heart. Final ends are marked by intentionality: they
are feasible and manageable. Passions of the heart are defined as metaintentional strivings in the life of the spirit, as
the mutual interpenetration of spiritual and felt processes and
the configurated whole of human existence that rests upon this
interpenetration (Strasser 1977:199).

Passions refer to purposes that are fulfilling, but not to be fulfilled by
human power (not feasible), and they are received (not manageable). This
casts doubt on the effect of a goal-setting intervention programme that
aims to find a purpose in life (Schippers 2017:9). Goal-setting is the level
of intentionality; purpose or meta-intentionality. It would be interesting
to study the effect of this type of intervention programme using our
measuring instrument of passions of the heart. We hypothesise that the
life goals formulated by students in these programmes are final ends and
not passions of the heart.
Secondly, we found that passions of the heart mitigate the effect of
negative experiences (emotional stress and burnout) for GPs, on the one
hand, and inspire and motivate them, on the other. According to the theory,
passions of the heart transform people by lifting them up to the level of the
spirit (purpose), and the essence of this transformation is a restoration
of freedom, versatility, and world governance. This experience of more
freedom, versatility and world governance was not part of our research.
We suggest that new research on passions of the heart should include this
aspect of the restoration of freedom, versatility, and world governance.
In terms of purpose, GPs gain freedom to choose and change goals, to
deal with not reaching goals, and to find new goals (specifically humanistic
values). New research should find evidence of this transforming power of
passions of the heart.
Finally, we formulate the study limitations of our research. Our
explorative research included six GPs, sampled using a snowball method.
The strength of our findings is limited to this restricted number and
sampling method. New research should focus on a larger sample (30-40),
using an a-select sampling method.
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