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From the beginning of their education and training, health care pro-
fessionals are introduced to the principles of patient-centered
care. Across health care systems internationally, professional codes
of practice emphasize that the primary obligation is to prioritize the
interests of patients,1,2 reflecting the moral ethos of the profes-
sion. It shapes not only what clinicians do but also their identity as
moral agents.

However, the emphasis on prioritizing patients has had an
unintended consequence: the systematic marginalization of health
care professionals’ own well-being. Although patient-centered care
remains morally foundational, its near-exclusive focus risks obscur-

ing a parallel ethical responsibil-
ity; namely, the duty to main-
tain the conditions that enable

safe, compassionate, and sustainable practice. This duty demands
recognition of a moral obligation at the level of health care systems,
not merely a matter of personal preservation or resilience on behalf
of the physician.

Given the well-documented prevalence of burnout, moral in-
jury, clinical error, and workforce attrition across health care systems,3

the question is whether neglecting physician care constitutes an
ethical failing. Existing well-being literature has largely framed
physician care in instrumental terms as a means of sustaining per-
formance, reducing burnout, or improving workforce retention.3

Such accounts have often stopped short of explicitly naming the
failure to support physician care as an ethical breach. This article ad-
vances that discourse by offering a more explicitly ethical analysis,
arguing that physician care is not merely supportive of patient care
but also morally constitutive of it. Although the Hippocratic injunc-
tion to do no harm is traditionally directed toward the patient, a mod-
ern ethical interpretation must acknowledge that harm is also done
when the clinician’s own well-being is sacrificed. If a system’s con-
ditions predictably lead to medical error and practitioner burnout,
that system is in direct conflict with the foundational ethos of
nonmaleficence.

There have been efforts to foreground the value of physician
care within health care policy,4,5 yet the translation of such com-
mitments into everyday clinical practice remains limited, and the
gap between policy aspiration and lived experience persists. Fram-
ing physician care as a moral imperative implies that systemic fail-
ure to support well-being is morally significant, not merely unfortu-
nate. In ethical terms, this failure represents a breach of the duty of
nonmaleficence—not only toward patients but also toward practi-
tioners themselves—and raises further ethical concerns related to
justice and fidelity insofar as institutions have an obligation to pre-
vent foreseeable harm, distribute burdens fairly, and uphold the
moral commitments of professional practice. This breach of non-
maleficence is not merely theoretic; it has tangible clinical conse-

quences. When a system’s conditions predictably lead to practi-
tioner burnout, it creates a latent-error environment in which
cognitive fatigue and moral injury become the primary drivers of
medical error. Thus, the duty to care for the physician is function-
ally inseparable from the duty to ensure patient safety.

These dynamics suggest that although physician care is
acknowledged within health care discourse, structural and cultural
barriers continue to impede its implementation. These barriers are
compounded by moral injury (the distress experienced when clini-
cians are unable to provide care that aligns with their values5), rein-
forcing physician care as a moral necessity rather than a profes-
sional adjunct and representing a betrayal of the foundational
standards and ethical commitments inculcated during formative
years of training.

What, then, does effective physician care look like? To answer
this question, the dimensions of self-care and system care need to
be equally attended to. First, self-care is commonly associated with
emotional intelligence, self-compassion, and emotional regulation,6

grounded in the understanding that health care professionals are
most effective in supporting others when their own well-being is ad-
equately supported. At its core, self-care reflects an awareness that
the capacity to care for others is neither limitless nor independent
of the conditions in which care is delivered.

Professional norms surrounding self-care are not transmitted
primarily through policy documents but through observation and
modeling. Senior clinicians, educators, and leaders play a critical role
in shaping what is perceived as acceptable and expected within
health care cultures.7 When senior staff visibly neglect their own well-
being, this behavior can tacitly reinforce self-sacrifice as a profes-
sional virtue rather than a risk factor. Conversely, when self-care
is openly modeled by respected leaders, it becomes legitimized as
a marker of professionalism rather than weakness; they challenge
a cultural hidden curriculum that has long equated professional ex-
cellence with the neglect of personal needs, thereby validating phy-
sician care as a nonnegotiable professional standard. Such role mod-
eling may be particularly influential for students and early-career
professionals, for whom professional identity is still forming, and may
contribute to improved retention and willingness to enter and re-
main within health care professions.8

A more ethically grounded understanding of self-care extends
beyond basic maintenance to include the cultivation of awareness,
boundary setting, and responsiveness to early signs of distress.6

These capacities enable clinicians to recognize when their well-
being is compromised and to respond appropriately, thereby sus-
taining their ability to practice ethically over time. Although essen-
tial, these deeper practices often conflict with a traditional ethos of
sacrifice. Consequently, they may be erroneously framed as a re-
treat from patient obligations, obscuring their actual role as an ethical
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safeguard for both the practitioner’s well-being and the quality of
patient care.

Embedding physician care meaningfully within the health care
professions requires, however, more than individual motivation; it
demands cultural and structural transformation across multiple lev-
els, including policy, education, leadership, and organizational norms.
Although self-care involves emotional regulation, system care re-
quires the intentional design of environments that mitigate cogni-
tive load, ensure safe staffing ratios, and provide protected time for
rest and recuperation. Without these structural scaffolds, resil-
ience becomes an unfair demand placed on the individual to with-
stand an inherently challenging environment. At an institutional level,
physician care should be explicitly recognized within professional
codes of ethics, departmental objectives, and leadership expecta-
tions, signaling that attending to physicians’ well-being is a marker
of professionalism and conscientious practice rather than a per-
sonal indulgence. Departments could incorporate well-being indi-
cators into routine governance processes, treat sustainable work-
load and relational support as ethical priorities, and expect leaders
to model boundaries, rest, and reflective practice. Such measures
would help shift physician care from an optional personal strategy
to a shared professional responsibility, embedded within the every-
day functioning of health care organizations.

Although training approaches aimed at cultivating physician care,
such as mindfulness-based programs, are increasingly available,9

organizations must take care not to present such provision in a
tokenistic way. When offered in isolation, such initiatives risk rein-
forcing the mistaken assumption that well-being is a product of at-
omized interventions that remain exclusively the responsibility of the
individual. True physician care requires sustained institutional com-
mitment and a rigor comparable to that of other clinical competen-
cies, embedded within curricula and supported by working condi-
tions that make ethical practice possible.

By legitimizing and actively supporting physician care, the health
care professions can begin to bridge the gap between the ideals of
compassionate caregiving and the lived realities of those who pro-
vide it. Recognizing this interdependence invites a broader ethical re-
orientation within health care, one that understands care as recipro-
cal rather than unidirectional. Systems that normalize exhaustion and
self-neglect risk cultivating environments in which ethical erosion be-
comes routine rather than exceptional. Reframing physician care as
integral to professional ethics therefore offers an opportunity not only
to protect individual clinicians but also to hold health care institu-
tions morally accountable for the conditions under which care is de-
livered. Without such reform, initiatives that promote physician care
risk remaining aspirational rather than transformative.
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