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Abstract

Quality care is usually evaluated through technical competence, safety, access, coordination, and outcomes, yet patients also
encounter healthcare as an emotionally consequential relationship. This article argues that compassion, recognition, respect,
emotional validation, and relational presence are not optional interpersonal additions to competent care but potential foundations
that shape how care is interpreted, whether patients feel safe enough to participate, and how clinical recommendations become
meaningful within lived experience. The article develops a proposed Emotional Foundations Model of Quality Care that
distinguishes four linked but non-equivalent processes: recognition of suffering, respect for personhood and individuality,
calibrated emotional responsiveness, and the emergence of trust and perceived safety. These processes are situated within
organizational, cultural, digital, and equity conditions that may enable, constrain, or reverse their effects. The model does not
assume that empathic communication directly produces clinical benefit or that patient satisfaction is interchangeable with health
outcome. Instead, emotional quality is conceptualized as a conditional relational infrastructure through which information,
decisions, participation, and adherence may become more or less workable. The framework also recognizes relational harm,
discrimination, invalidation, and failures of recognition as active quality concerns rather than simple absences of compassion.
The article concludes that emotional quality should be studied with construct-specific, longitudinal, multilevel, and equity-
sensitive methods before being used as a universal indicator of clinical effectiveness.
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Introduction patient’s role, professional responsibility, and what it
means to recognize a person rather than merely manage

High-quality healthcare is often described through safety,  a clinical problem [1]. A systematic review of definitions

effectiveness, timeliness, efficiency, equity, and person-
centredness. Yet person-centredness itself is neither
conceptually settled nor reducible to a checklist of
agreeable behaviours. Contemporary accounts show that
the term can carry different assumptions about the
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similarly identified enduring dimensions involving the
patient as a person, a biopsychosocial orientation, sharing
power and responsibility, and the therapeutic alliance,
while also showing that coordinated care has become
increasingly prominent [2]. These dimensions matter
because the emotional experience of care occurs inside a
broader architecture of information, decision-making,
continuity, and clinical responsibility rather than outside
it.

Evidence from serious-illness care makes this
interdependence especially visible. Person-centred care
in that literature includes respect for patients and
families, complete information, involvement in
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decisions, and support for physical, psychological,
social, and existential needs, while the underlying
evidence remains concentrated in high-income settings
[3]. Emotional quality therefore cannot be treated as a
universal interpersonal technique detached from illness
severity, family involvement, uncertainty, culture, or
service organization. Nor should it displace technical
competence. A clinician can be warm but clinically
unsafe, and a technically sound decision can still be
experienced as dehumanizing if the patient is ignored,
stigmatized, or denied meaningful recognition.

This article proposes that quality care has an emotional
foundation when patients can reasonably perceive that
suffering has been noticed, personhood has been
preserved, emotional signals have been responded to
without coercion, and the relationship is sufficiently
trustworthy for participation. These are analytically
distinct conditions. Compassion is not identical to
empathy; respect is not identical to autonomy; validation
is not equivalent to agreement; and trust is not a simple
product of friendliness. The article develops these
distinctions as an original non-empirical theory and treats
the resulting architecture as proposed rather than
empirically validated.

Why quality care has an emotional dimension
Healthcare interactions involve more than the transfer of
diagnostic or therapeutic information. Iliness can expose
dependency, uncertainty, pain, stigma, fear, altered
identity, and unequal control over decisions. Under such
conditions, the manner in which clinical competence is
delivered becomes part of the care experience itself. A
scoping review of compassion research found a broad
literature spanning definitions, patient and clinician
experiences, barriers and facilitators, and reported
outcomes, but also identified continuing gaps and a
limited intervention base [4]. The implication is not that
compassion has already been established as a universal
mechanism of better outcomes. It is that emotional
processes are sufficiently recurrent across healthcare
settings to require explicit conceptual treatment.

The distinction between experience and outcome is
essential. A systematic review of randomized trials found
that interventions designed to increase practitioner
empathy improved patient satisfaction, providing
experimental support for an effect on at least one patient-
reported dimension of care [5]. Satisfaction, however, is
not interchangeable with trust, adherence, symptom
control, clinical recovery, or safety. The broader empathy

literature is methodologically heterogeneous, with
substantial variation in constructs, measures, study
designs, target populations, and intervention approaches
[6]. Consequently, the proposition that “more empathy
produces better healthcare” is too coarse to support a
theory of quality care.

A more defensible interpretation is that emotional quality
alters the conditions under which care is received and
appraised. A patient who experiences attention,
recognition, and respect may be more willing to disclose
uncertainty, ask questions, or remain engaged; another
patient may prioritize efficient information and
experience overt emotional exploration as intrusive.
Clinical urgency can narrow the time available for
relational work, while language discordance, prior
discrimination, digital modality, and organizational
pressure can change what emotional responsiveness is
practically possible. The emotional dimension of quality
care is therefore conditional rather than ornamental: it
concerns whether the relationship permits clinical work
to occur without unnecessarily increasing threat,
invisibility, humiliation, or disengagement.

Compassion as recognition of suffering

Compassion is often placed beside empathy and
sympathy as if the terms referred to degrees of the same
response. Patient-derived evidence argues against that
flattening. In a grounded-theory study in palliative care,
patients distinguished sympathy, empathy, and
compassion and described compassion as involving a
response to suffering that went beyond pity or emotional
resonance [7]. Subsequent work examining the patient
compassion model in non-cancer palliative populations
supported credibility and transferability across the
sampled settings while appropriately leaving broader
transferability unresolved [8]. These findings justify
treating compassion as a distinct relational construct but
not as one with identical meaning or effects across all
healthcare contexts.

Recognition is central because suffering cannot be
responded to compassionately if it is not first perceived
as relevant. Yet recognition alone is insufficient. A
clinician may accurately detect fear but respond in a
dismissive, paternalistic, or purely procedural manner.
Conversely, care may be experienced as compassionate
through concrete actions even when explicit emotional
language is minimal. Item-development work for a
patient-reported measure of “compassionate healthcare
in action” identified observable facets including
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understanding, communication, attention, action,
emotional sensitivity, and connection [9]. This is
important theoretically because it prevents compassion
from being located only inside the clinician’s presumed
emotional state.

Measurement work reinforces the same point while
revealing an important boundary. The Sinclair
Compassion Questionnaire demonstrated that patient-
perceived compassion can be operationalized
psychometrically in people with life-limiting illness
across several care settings [10]. A validated patient-
reported measure does not prove that compassion causes
downstream outcomes, and validation in serious-illness
contexts does not guarantee measurement equivalence
elsewhere. It does, however, support the proposition that
compassion can be studied as a patient-experienced
feature of care rather than inferred from professional
intention.

The model developed here therefore treats compassion as
recognition joined to responsive orientation. The
proposed distinction matters clinically: recognition
without action can feel performative, while action
without recognition can feel efficient but impersonal. At
the same time, action must remain proportionate to
patient preference, clinical need, professional role, and
context. Compassion should not become a justification
for overriding autonomy, demanding emotional
disclosure, or assuming that visibly distressed patients
want the same form of interpersonal response.

Respect, dignity, and individuality

Respect is frequently operationalized through informed
consent and autonomy, but patient accounts indicate a
broader relational meaning. Among multicultural, low-
income women living with HIV, experiences of respect
included being treated as a person, equality, freedom
from blame and prejudice, concern, availability, and
privacy. A qualitative meta-synthesis in intensive care
likewise linked respect and dignity to human integrity,
autonomy, equality, and environmental support [11, 12].
Although these populations and contexts differ
substantially, together they show why respect cannot be
reduced to politeness or procedural choice.

This broader understanding introduces power into the
emotional foundations of care. Patients enter healthcare
with unequal knowledge, vulnerability, and dependence,
and some also carry prior experiences of racism, stigma,
poverty, language  exclusion,  disability-related
assumptions, or diagnostic dismissal. Under these

conditions, recognition of suffering without respect may
become paternalism: the clinician sees vulnerability but
defines the patient principally through it. Respect
functions differently. It preserves the patient’s status as a
person whose preferences, privacy, interpretation, and
social identity remain relevant even when illness reduces
independence.

Dignity also has a material and organizational dimension.
In intensive care, for example, dependency, exposure,
noise, procedures, and limited control can make dignity
contingent on how routines and environments are
managed, not solely on what a clinician says. The
proposed theory therefore treats respect as both an
interpersonal practice and a constraint on the exercise of
professional power. Compassion asks whether suffering
is recognized and responded to; respect asks whether that
response still preserves individuality, equality, and
legitimate patient agency. Neither construct can
substitute for the other.

Emotional validation and relational presence

Emotional validation is sometimes imagined as a
standardized verbal response—naming an emotion,
expressing empathy, or inviting further discussion.
Evidence from recorded clinical encounters suggests that
the relationship between response style and patient
experience is more complex. Clinician responses to
emotional expression were not uniformly associated with
better communication ratings; passive responses were
rated poorly, while explicit provision of information in
response to emotion could be associated with more
positive experience [13]. The implication is that
validation should be defined by engaged responsiveness
to what the patient is communicating, not by the amount
of emotional language used.

Patient-perspective research supports this behavioural
interpretation. A scoping review identified listening,
attentive non-verbal behaviour, kindness, and helping
actions among features through which patients recognize
empathic and compassionate interactions [14]. Yet what
constitutes presence depends on context. Focus-group
work in Qatar showed overlap between patient and
clinician concerns about communication while also
revealing setting-specific expectations around welcome,
speed of care, understanding health information, and
pressures on the service [15]. Relational presence is
therefore not a culturally neutral script.

In the proposed theory, emotional validation means
acknowledging the relevance of a patient’s expressed or
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reasonably evident emotional state without requiring
agreement with every interpretation or prolonging
emotional exploration beyond what the patient wants.
Relational presence refers to the observable availability
of the clinician to receive, interpret, and respond to
patient communication as meaningful. The two can
coincide but need not. A concise explanation may
validate anxiety when uncertainty is informational; quiet

attention may be more appropriate when language would
interrupt grief; direct task-focused action may
communicate presence during acute deterioration.
Because these distinctions are easy to collapse in prose,
Table 1 organizes them as testable relational
propositions rather than as a hierarchy of supposedly
“better” responses.

Table 1. Testability register for emotional validation and relational presence in quality care

Context that may
modify
interpretation

Relational care
state

Relational process
under consideration

Competing
explanation or
uncertainty

Boundary that Proposed
prevents overclaim consequence to test

A Better ratings may Whether matched
. - Validation through . .
Emotion explicitly Patient preference, reflect . engagement improves
acknowledgement, . Engagement is not .
expressed and . . urgency, type of communication . perceived
L . information, . L. evidence of causal .
clinician actively L emotion, continuity —competence rather L . understanding and
clarification, or K . . clinical benefit o
engages - . of relationship than emotional willingness to
responsive action T . -
validation itself continue dialogue
Silence or minimal ~ Minimal verbal Whether patients

Emotion expressed Apparent presence
but response
remains passive or

Time pressure,

uptake of the patient desire for

without demonstrablecommunication style,

response may
sometimes be

response cannot
automatically be

distinguish respectful
brevity from

L . . intentional and classified as disengagement across
minimal patient’s signal brevity . . .
acceptable invalidation settings
Diagnostic Whether clear

Informational
response functioning

Distress is linked
primarily to

uncertainty, health
literacy, language

uncertainty or lack as emotional concordance,
of information responsiveness seriousness of
decision

Improvement may

information quality
rather than relational

information reduces
perceived relational
threat when
uncertainty is the
dominant concern

Emotional care
should not be
equated with

affective language

arise from

warmth

Respectful
containment rather
than expansion of

. Culture, privac
Patient prefers P y

limited emotional
style, encounter

Clinician restraint
preference, coping could represent either
preference-sensitive

Whether preference-
More emotional ~ concordant restraint
discussion is not  preserves trust without
inherently more  reducing disclosure of

exploration . . . . L .
P emotional discussion purpose care or avoidance person-centred clinically important
concerns
Presence through . . Whether checkin
. . g Language difference, L Inferred emotion . . 9
Emotional attention to tone, g . Clinician interpretation prevents
N . digital modality, . . should not be treated . . .
meaning is hesitation, non- interpretation may be misrecognition while

conveyed indirectly verbal behaviour, or
repeated concerns

disability, culturally
patterned expression

as confirmed

inaccurate .
psychological state

maintaining
conversational safety

Practical
responsiveness as a
possible form of
compassion

Patient experiences
action without
explicit emotional
acknowledgement

Acute care,
procedural
encounters, patient
expectations

Efficient action may
be experienced as

Whether practical help
is experienced
differently when
accompanied by
evidence of
recognition

Action alone does
not establish

either caring or .
compassion

impersonal

Trust and perceived safety

Trust is the point at which emotional foundations become
especially consequential but also especially vulnerable to
overstatement. A critical review of contributors to

patient-physician trust identified factors associated with
the physician, patient, relationship, communication,
continuity, time, and wider setting, underscoring that
trust is multiply determined [16]. It should therefore not
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be used as a proxy for compassion or as proof that care is
objectively safe.

Recent emergency-department evidence illustrates both
relevance and uncertainty. Greater patient-reported
compassion from clinicians was associated with lower
healthcare-system distrust, yet the study was cross-
sectional and measured an encounter-level experience
alongside a broader system-level appraisal [17]. The
association is compatible with the idea that interpersonal
treatment informs institutional trust, but it is also
compatible with reverse or reciprocal processes: patients
who enter care with greater trust may interpret
ambiguous clinician behaviour more positively, while
previous experiences of discrimination or institutional
failure may shape both expectations and ratings.

Trust is also dynamic rather than fixed. In community
mental-health care, a randomized trial showed that giving
therapists weekly feedback about patient-reported trust
and respect, in addition to symptom feedback, was
associated with greater improvement in the trial’s
measured outcomes [18]. The intervention does not
establish a general mechanism whereby monitoring trust
improves all care, but it demonstrates that relational
appraisals can be measured repeatedly and incorporated
into feedback processes.

The proposed model therefore defines perceived safety as
a relational state in which the patient has sufficient reason
to expect that disclosure, uncertainty, disagreement, or
vulnerability will not predictably produce humiliation,
neglect, coercion, or abandonment. This is not equivalent
to objective clinical safety. A patient may feel safe with
a clinician whose treatment is technically poor, or may
feel threatened during necessary but distressing care.
Emotional quality matters because perceived safety can
influence whether patients reveal concerns, ask
questions, challenge misunderstanding, or remain
engaged. Trust is thus treated as an emergent and
revisable appraisal produced through repeated
encounters among competence, recognition, respect,
reliability, and institutional history.

Pathways to adherence, participation, and well-being

The strongest temptation in relational healthcare theory
is to draw a direct line from compassionate
communication to better health. The evidence supports a
more conditional architecture. In a cross-sectional study
of cancer patients in China, patient participation
statistically mediated the association between patient-
centred communication and trust, while preference for a

passive decision role weakened the association between
participation and trust. A scoping review of shared-
decision-making interventions likewise found that trust
was not uniformly increased across interventions [19,
20]. Participation therefore cannot be defined simply as
“more involvement.” It is better understood as an
opportunity for involvement that remains sensitive to
preference, decisional burden, illness state, and the
legitimacy of delegating decisions.

Adherence presents a similar problem. A mixed-methods
systematic review in endocrine therapy for breast cancer
identified communication strategies that can support
medication  adherence, including attention to
information, side effects, expectations, and the patient-
provider relationship [21]. Yet adherence in long-term
treatment is shaped by toxicity, beliefs, competing
demands, access, cost, treatment burden, social support,
and changing preferences. Relational quality may
support adherence by improving understanding, making
concerns discussable, or enabling treatment adaptation,
but it should not be used to blame patients when
adherence is difficult or undesirable.

The proposed Emotional Foundations Model therefore
places participation, adherence, and well-being
downstream of conditional relational pathways rather
than treating them as guaranteed consequences.
Recognition may increase the likelihood that distress
becomes discussable; respect may protect choice;
validation may improve the fit between information and
emotional need; and trust may lower the interpersonal
cost of disclosure or disagreement. These relationships
can also run in reverse. A successful shared decision may
strengthen trust, while repeated treatment failure can
strain it; adherence may deepen continuity, while
intolerable treatment may produce disengagement
despite excellent relational care.

This reciprocal formulation keeps the theory clinically
bounded. Emotional quality can make participation more
feasible, but it cannot remove structural barriers, cure
illness, eliminate uncertainty, or convert every
recommendation into an acceptable choice. Its proposed
contribution is narrower and more defensible:
compassion, recognition, respect, and responsive
presence can shape the relational conditions under which
patients interpret care and decide whether, how, and to
what extent they can participate in it.

Emotional failures and relational harm
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Emotional quality becomes most visible when it fails.
Discrimination, dismissal, stereotyping, disbelief,
humiliating communication, and repeated failures to
recognize patient concerns are not simply low scores on
a compassion continuum. Among Black Americans with
chronic pain, perceived healthcare discrimination was
associated with lower patient activation and
communication self-efficacy; in a separate US cohort,
experiences of medical-care discrimination were
associated with lower trust in doctors [22, 23]. These
findings are observational, but they support treating
relational harm as a distinct pathway rather than
assuming that positive alliance can reliably neutralize
prior or concurrent mistreatment.

The language of the “difficult patient” illustrates the
same problem at another level. Qualitative evidence from
healthcare professionals indicates that difficulty
sustaining compassion emerges from interacting patient,
clinician, clinical, and system conditions, including
workload and contextual strain, rather than from patient
characteristics alone [24]. The proposed theory therefore
locates emotional failure across levels: enacted
disrespect, non-recognition, coercive or invalidating
interaction, and organizational conditions that make
responsive care harder to deliver.

To make these failure pathways comparable without
turning them into a severity ranking, Table 2 separates
the mechanism of relational harm from the contextual
conditions that can amplify it.

Table 2. Equity-sensitive pathway matrix for relational harm in quality care

Mechanism by which Competin .
y Context that can P . g Boundary for Proposed quality
care becomes unsafe . explanation or . .
amplify the pathway . interpretation consequence
or unusable uncertainty

Relational-harm case — Discriminatory or stigmatizing treatment

Patient concerns are
filtered through
devaluing
assumptions

Racism, stigma, poverty,
diagnostic stereotypes

Some distrust may
predate the current
encounter

Association does not
establish a single
causal route

Reduced willingness
or capacity to disclose,
question, or participate

Relational-harm case — Repeated non-recognition of expressed concerns

Patient signals are

h Fragmented care, brief Clinical . . Accumulated relational
treated as irrelevant, . . . Disagreement is not
encounters, prior failed disagreement may . o threat and
exaggerated, or . . itself invalidation .
help-seeking be legitimate disengagement

inconvenient

Relational-harm case — Paternalistic compassion

Suffering is
recognized while
individuality or

choice is overridden

Dependency, acute
illness, unequal
knowledge

Urgent risk can
appropriately limit
choice

Respect and
autonomy remain
context-sensitive

Care may feel
protective yet de-
personalizing

Relational-harm case — “Difficult patient” attribution

Interactional strain is

individualized rather

than analyzed across
levels

Workload, burnout,
diagnostic uncertainty,
repeated conflict

Some encounters
genuinely require
firm boundaries

Blame can obscure
remediable relational
or system causes

Boundary-setting is
not equivalent to
disrespect

Relational-harm case — Digital or language-mediated exclusion

Nominal access fails Interpreter gaps,

to become inaccessible platforms,
communicatively assumptions about
usable care digital ability

Modality may be
clinically
appropriate

Reduced recognition,
misunderstanding, and
avoidable withdrawal

Access is not
identical to inclusion

An emotional foundations model of quality care

The proposed Emotional Foundations Model organizes
the preceding evidence as a conditional system rather
than a linear chain. Recognition of suffering and respect
for personhood form separate entry conditions; emotional

validation and relational presence shape how concerns
are received; trust and perceived safety emerge as
revisable appraisals; and participation, adherence, and
well-being remain downstream possibilities rather than
guaranteed outcomes. Digital modality, language, prior
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discrimination, illness  severity, resources, and
organizational conditions act as gates that can enable or
constrain these pathways. Co-design evidence in
culturally and linguistically  diverse telehealth
populations illustrates why nominal availability cannot
be equated with relationally usable access [25].

The model also includes reciprocal and failure pathways.
Trust can increase disclosure, while disclosure can
strengthen or destabilize trust depending on the response.
Good relational care cannot erase unsafe treatment,
structural  disadvantage, or intolerable therapy.
Conversely, clinical uncertainty or necessary boundary-
setting should not automatically be classified as
emotional failure. The model is therefore evidence-
informed but explicitly proposed: its integrated
architecture has not itself been prospectively validated.

The temporal dimension is equally important. A single
respectful encounter may not repair distrust accumulated
through previous dismissal, whereas repeated reliable
encounters may gradually change expectations. Rupture
and repair should therefore be represented as separate
events rather than averaged into a global relationship
score. The same logic applies to organizational transfer:
a patient may trust one clinician while distrusting the
institution that controls access, records, billing, or
complaint resolution. Future validation should test these
levels separately instead of assuming that a positive
dyadic experience generalizes upward to the health
system.

Because the theory depends on conditional transitions
rather than a simple sequence, Figure 1 places explicit
validation boundaries between relational processes and
downstream interpretation.
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Figure 1. Conditional relational pathways and validation boundaries in emotionally grounded quality care

Clinical and organizational implications
The model implies that emotional quality should not be
implemented as a script or a clinician-only training

problem. Co-design work with clinicians and healthcare
leaders supports multilevel approaches incorporating
cultural safety, leadership, and organizational conditions,
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although such work establishes feasibility and design
priorities rather than comparative effectiveness [26]. A
mixed-methods systematic review of organizational
compassion  similarly indicates that workplace
relationships, leadership, and organizational
characteristics shape whether compassion can be enacted
and sustained [27].

Clinically, this favors preference-sensitive listening,
explicit checking of interpretation, attention to dignity
under dependency, and mechanisms for detecting
relational rupture. Organizationally, it supports
examining staffing, continuity, interpreter access, digital
inclusion, complaint processes, and feedback systems as
part of relational quality. These implications remain
hypotheses for implementation rather than proven
quality-improvement rules.

Implementation should also avoid turning relational
quality into surveillance of clinician affect. Measures of
compassion, respect, or trust are most useful when
interpreted alongside care context and patient preference
rather than used as isolated performance scores. A low
rating may indicate relational failure, but it may also
reflect unavoidable bad news, prior system experience,
or a mismatch between a generic communication
standard and an individual patient’s preferred style.
Feedback systems should therefore support investigation
and repair, not automatic attribution of blame.

Results and Discussion

The assembled evidence supports a bounded claim:
emotional processes are relevant to how patients
experience and use healthcare, but their effects are
neither uniform nor independent of context.
Experimental empathy evidence is stronger for
satisfaction than for broad clinical outcomes [5], and
shared-decision interventions do not consistently
increase trust [20]. Discrimination can undermine
activation and communication even when other relational
qualities are present [22]. These findings argue against a
universal “more empathy is better” model.

Several limitations define the theory’s scope. Much of
the available evidence comes from specific diseases,
countries, or service types; constructs are measured with
non-equivalent instruments; and observational studies
cannot establish temporal direction. Emotional processes
may also interact with technical quality in ways that are
difficult to separate empirically. A respectful explanation
cannot compensate for incorrect treatment, while

technically appropriate care can still damage
participation if delivered through repeated humiliation or
exclusion. Validation should therefore combine patient-
reported experience with  behavioural, clinical,
organizational, and longitudinal measures rather than
searching for a single emotional-quality score. Cross-
cultural replication is especially necessary before
generalization.

The proposed contribution is instead a distinction-based
architecture. Compassion concerns recognition and
responsive orientation; respect constrains that response
through personhood and legitimate agency; validation
concerns how emotional meaning is received; trust and
perceived safety are emergent appraisals; and
participation or adherence are conditional behavioural
pathways. Future tests should examine temporal
ordering, reciprocal effects, cross-cultural measurement
equivalence, organizational = moderation, digital
accessibility, and whether changes in proposed mediators
precede changes in participation or outcomes.

Conclusion

Quality care has an emotional foundation when patients
can reasonably experience that suffering is noticed,
personhood is preserved, communication is responsive,
and vulnerability does not predict humiliation or
dismissal. These conditions should not be confused with
technical quality, satisfaction, or guaranteed clinical
benefit. The proposed Emotional Foundations Model
treats  compassion,  respect, validation,  trust,
participation, and relational harm as distinct but
interacting processes embedded within cultural,
organizational, digital, and equity conditions. Its value
lies in making these distinctions testable while preserving
the limits of current evidence.
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