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What role, if any, should emotions play in clinical reasoning and 
decision making? Traditionally, emotions have been excluded 
from clinical reasoning and decision making, but with recent 
advances in cognitive neuropsychology they are now considered 
an important component of them. Today, cognition is thought to be 
a set of complex processes relying on multiple types of intelligences. 
The role of mathematical logic (hypothetico-deductive thinking) 
or verbal linguistic intelligence in cognition, for example, is well 
documented and accepted; however, the role of emotional intel-
ligence has received less attention—especially because its nature 
and function are not well understood. In this paper, I argue for 
the inclusion of emotions in clinical reasoning and decision mak-
ing. To that end, developments in contemporary cognitive neu-
ropsychology are initially examined and analyzed, followed by a 
review of the medical literature discussing the role of emotions in 
clinical practice. Next, a published clinical case is reconstructed 
and used to illustrate the recognition and regulation of emotions 
played during a series of clinical consultations, which resulted in 
a positive medical outcome. The paper’s main thesis is that emo-
tions, particularly in terms of emotional intelligence as a practical 
form of intelligence, afford clinical practitioners a robust cognitive 
resource for providing quality medical care.
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I. InTroDucTIon

What role, if any, should emotions play in clinical reasoning (cr) and clinical 
decision making (cDm)? Traditionally, emotions have not played a role, but 
with recent advances in cognitive neuropsychology they are thought to be an 
important component of general cognition. Today, cognition, especially within 
the clinic, is believed to represent a set of complex processes relying on multi-
ple types of intelligences, which may range from a clinician’s cognitive faculty 
to reason logically to an ability to recognize and regulate emotions effectively 
(Patel, arocha, and Zhang, 2005; Gardner, 2006; schore, 2011). The role of 
mathematical logic (hypothetico-deductive thinking) or verbal linguistic intel-
ligence in cognition, for example, is well documented and accepted; however, 
the role of emotional intelligence (eI) has received less attention—especially 
because its nature and function are not well understood. But, clinical studies 
suggest that medical outcomes are connected to a physician’s ability to rec-
ognize, understand, and manage or regulate emotions often emerging during 
clinical consultations (Wagner et al., 2002; Weng, 2008; Weng et al., 2008; 
schore, 2011). For some, then, understanding and managing emotions, as in 
eI, is an important—if at times a necessary—component of cr and cDm, in 
order to provide patients with quality professional healthcare (Feldman, 2001; 
Lane, 2010; Burcher 2011; coelho, 2012), whereas for others, the role emo-
tions play in clinical cognition has yet to be clearly established or satisfactorily 
justified empirically (Lewis et al., 2005; norman, 2010).

In this paper, I argue for a role of emotions in cr and cDm, particularly 
in terms of eI. The paper’s main thesis is that eI is a practical or workable 
form of intelligence, akin to aristotle’s notion of phronesis, which affords 
medical practitioners a robust cognitive resource for providing quality clini-
cal care and should be incorporated—when needed—into clinical practice. 
To defend the thesis, developments in contemporary cognitive neuropsy-
chology are initially examined and analyzed, particularly with respect to 
eI, followed by a review of the medical literature discussing the role of 
emotions in clinical practice, including the psychotherapy notion of affec-
tive transference-countertransference communication (schore, 2011). next, 
a published clinical case is reconstructed and used to illustrate the role 
recognition and regulation of emotions played during a series of clinical 
consultations, which resulted in a positive medical outcome. Basic emotions, 
such as fear or surprise, and complex emotions, such as anxiety or shame,1 
on both the clinician’s and patient’s part are used to demonstrate the impor-
tance of including emotions into cr and cDm. In a concluding section, the 
questions of how emotions facilitated a positive clinical outcome in this case 
study and why they allowed the clinician to succeed where others failed are 
discussed, especially to support the claim that incorporating emotions into 
clinical practice is often necessary in order to provide quality healthcare in 
a professional manner.
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II. coGnITIve neuroPsychoLoGy anD eI

over the past several decades, cognitive neuropsychology has undergone a 
revolution in its investigation and understanding of human cognition (Bennett 
and hacker, 2008; nickerson, 2008; cooper and shallice, 2010). historically, 
especially since the scientific revolution of the sixteenth and seventeenth 
centuries, cognition was thought to represent exclusively mathematical, logi-
cal, verbal, and linguistic intelligences. This version of cognition reached 
an apex in twentieth-century logical positivism and empiricism. however, 
by the end of that century, empirical studies in cognitive neuropsychology 
challenged this limited or myopic view.2 Today, cognitive neuropsycholo-
gists envision human cognition as a set of complex processes that consist of 
multiple intelligences mapping onto both the right and left hemispheres of 
the brain (Tucker, 2007; Gardner, 2011). For example, formal or explicit cog-
nitive activities such as logical and linguistic reasoning generally map onto 
the left hemisphere, whereas informal or implicit cognitive activities such as 
intuitive and tacit reasoning map onto the right hemisphere. eI is associated 
predominantly, but not wholly, with the right hemisphere.3

although no consensus definition of eI currently exists, Peter salovey 
and John mayer provided the first influential—and often quoted—definition. 
They defined it originally as an “ability to monitor one’s own and others’ 
feelings and emotions, to discriminate among them and to use this informa-
tion to guide one’s thinking and actions” (salovey and mayer, 1990, 189). To 
address ambiguities in the original definition—raised by critics—they revised 
it accordingly: “emotional intelligence involves the ability to perceive accu-
rately, appraise, and express emotion; the ability to access and/or generate 
feelings when they facilitate thought; the ability to understand emotion and 
emotional knowledge; and the ability to regulate emotions to promote emo-
tional and intellectual growth” (mayer and salovey, 1997, 10).4 They used the 
revised definition to develop a four-branch model of eI and a test instrument 
to measure it (mayer, caruso, and salovey, 1999). The relationship among 
the four branches in terms of their operations in eI is hierarchical (fig. 1).

The first branch of the eI model involves the ability to perceive and iden-
tify the expression of emotions in oneself or others, particularly authentic 
versus inauthentic emotions (fig. 1). In the next branch, to facilitate thinking, 
the perceived and identified emotions are transformed into emotional infor-
mation or knowledge and assimilated into constructive thinking and judging 
processes. next, the third branch reflects the ability to understand and ana-
lyze the causal relationship of the emotions, especially complex emotions, 
and their impact on the behavior of oneself or others. In other words, it 
involves cognizing emotions to understand their meaning and significance 
with respect to behavior. now that the emotionally intelligent person has 
perceived and identified the relevant emotions, transformed them into emo-
tional information and assimilated that information to facilitate thinking, and 
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understood the impact of emotions in terms of their meaning and signifi-
cance on a particular behavior, he or she can then regulate or manage emo-
tions reflectively for the good of oneself or others—the final branch.5

Before addressing the role of emotions in the practice of clinical medicine, 
models explicating the role of emotions in cDm deserve brief attention. 
ellen Peters and colleagues assign four separate roles to emotions in cDm 
(Peters et al., 2006). The first is emotion qua information. In other words, 
an affect or a feeling about an event or a situation is used to inform and 
thereby to guide cDm. The next role involves emotions as “common cur-
rency,” which enables a decision maker to compare the values of different 
decision choices or options. It permits an epistemic agent to manage par-
ticularly complex emotions or emotional situations within suitable terms and 
thereby to incorporate them into the cDm process. The third is what Peters 
and colleagues call the “spotlight” role, which encompasses two processes. 
The first is directing attention to new or different emotions, which sets up 
the second process in which these emotions now inform and guide cDm. 
The final role for emotions is the motivation of information processing and 
the regulation of behavior. For Peters and colleagues, “affective rationality 
assists decision makers to integrate disparate information and to make sense 
out of a complex world. Without affect,” they caution, “our minds would be 
overwhelmed by what the world offers us; our hearts would be unable to 
guide us through this complexity” (Peters et al., 2006, 83).

hans-rüdiger Pfister and Gisela Böhm (2008) propose a model for the role 
of emotions in cDm that utilizes but extends the model of Peters and col-
leagues. They too assign four roles or functions to emotions. The first appears 
identical to that of Peters and colleagues, that is, information. however, for 

Perceiving & expressing emo�ons

Assimila�ng emo�ons into thinking

Understanding emo�ons

Regula�ng emo�ons reflec�vely

Fig. 1. mayer and salovey’s four-branch model of eI.
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Pfister and Böhm this function pertains not just to emotions qua informa-
tion but also to the comparison and evaluation of emotional information. 
The next three also appear similar but are fundamentally different. The sec-
ond function concerns the speed at which emotions facilitate cDm, espe-
cially given situational constraints and time pressures. This function depends 
on more than simply emotions as common currency by which to compare 
them, but it represents a capacity to judge and decide quickly based on a 
stimulus-specific reaction or reflex. The third function is contingent on an 
emotion’s relevance to the cDm process. This function involves more than 
just spotlighting new or different emotions, but it also includes selecting 
and assessing those features of the emotions salient for cDm. “relevant 
emotions,” according to Pfister and Böhm, “focus attention on a meaningful 
configuration of options, outcomes, and their relationships” (2008, 14). The 
final function of emotions in cDm entails more than simply motivating an 
understanding of emotional information and resultant behavior; it involves a 
commitment to a decision, especially its social and moral facets. This com-
mitment refers to the capacity to adhere to or to persist in a decision and to 
implement it over time.

Finally, charles starkey’s philosophical analysis of the role of emotions in 
what he calls “full understanding” rounds out this brief introduction to eI. 
according to starkey, “emotions are not merely a symptom of the possession 
of an adequate understanding, but rather are necessary for having an ade-
quate understanding” (2008, 425). he defines adequate or full understand-
ing as “an appropriate understanding of an event, given our larger values, 
interests, concerns, goals (those things that relate to our thriving), and is a 
normative concept in that it implies a sufficiency or propriety of understand-
ing” (starkey, 2008, 440). emotions, then, are necessary because full under-
standing requires more than simply rational faculty but also values, interests, 
etc. moreover, emotions allow an epistemic agent to prioritize propositions 
appropriately, given a specific context, and thereby to identify their signifi-
cance or meaning.6 Lastly, “[n]ot every situation that we engage in must be 
emotionally informed,” acknowledges starkey, “but without emotion,” he 
cautions, “deficient understanding and thus deficient action would abound 
and hinder our thriving” (2008, 445). his warning is certainly relevant to the 
practice of clinical medicine.

III. roLe oF emoTIons In cLInIcaL meDIcIne

The traditional role or approach to emotions in clinical medicine and prac-
tice is detachment. To provide objective quality healthcare, according to 
this tradition, the clinician must remain neutral or unaffected by the emo-
tions that accompany human pathologies and relationships. In a sociological 
study of medical students, howard Lief and renée Fox (1963) observed that 
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medical school faculty, as well as the design of its—particularly hidden—cur-
riculum, implicitly encourages students to detach—especially emotionally—
from patients. For example, gross anatomy and the dissection of cadavers, 
generally a medical student’s first patient, strips a student emotionally when 
eventually encountering a living patient’s body and its pathologies. Lief and 
Fox introduced the phrase “detached concern” to denote the attitude medi-
cal students and clinicians exhibit when treating patients. on the other hand, 
they observed that medical students are naturally concerned about patients, 
which often leads to frustration when confronted with the hidden curricu-
lum. moreover, this situation has recently led to several crises in contempo-
rary medicine. The attitude of detached concern and its emotional neutrality 
are unable to sustain the quality of professional healthcare patients seek and 
physicians want to deliver, leading at times to crises in both quality of care 
and professionalism (marcum, 2008).

clinical medicine is saturated with emotions, especially in terms of a 
vulnerable patient who may be facing life-and-death issues. “The clinical 
encounter, or the relation between physician and patient,” observes Paul 
Burcher, “is perhaps unique in that the exchange and processing of emo-
tionally laden information must often occur rapidly and between two peo-
ple who may be near strangers to one another” (2011, 23). To detach from 
the clinical consultation’s emotional dimension, a clinician runs the risk of 
thwarting the formation of a robust therapeutic relationship, remaining sim-
ply a stranger to the patient, and of providing poor or inferior healthcare, 
thereby frustrating both patient and physician. suppressing emotions can 
have a debilitating effect on an appropriate response to a patient’s condi-
tion in that the clinician may miss or even distort clinical evidence needed 
to make a sound clinical decision. according to some contemporary medical 
commentators, a clinician should not detach from emotions but acknowl-
edge and incorporate them constructively to provide the best possible care. 
“By maintaining a healthy relationship between our emotions and practical 
reason, maintaining a critical perspective on our emotional responses and 
on the understanding they produce, and cultivating appropriate emotional 
responses,” observes starkey, “we may avoid emotions that distort under-
standing and disable practical reason” (2008, 452). emotions, consequently, 
can be essential for delivering quality professional healthcare and are not the 
impediments to positive clinical outcomes as once thought.

several medical commentators have recently acknowledged the role of 
and need for emotions in providing quality professional healthcare—par-
ticularly in developing efficacious therapeutic relationships between patients 
and clinicians (Feldman, 2001; Wagner et al., 2002; Weng, 2008; Weng et al., 
2008; Burcher, 2011; coelho, 2012). For example, Peggy Wagner and col-
leagues found limited, but positive, evidence to link patient satisfaction with 
a clinician’s eI test score, as measured by the Bar-on emotional Quotient 
Inventory (Wagner et al., 2002). hui-ching Weng and colleagues have also 

506 James A. Marcum



provided empirical support for the link between a clinician’s eI and patient 
satisfaction (Weng, 2008; Weng et al., 2008). Importantly, they claimed that 
trust, a vital element for forming therapeutic clinical relationships, is the 
basis for this link. In addition, mitchel Feldman noted that not only does a 
patient benefit from a physician’s eI but so does the physician, especially as 
a healthcare professional who strives to practice medicine mindfully. “The 
mindful physician notes the sadness, fear, joy, anger, regret, and other emo-
tions that inevitably arise in the day-to-day practice of medicine. only by 
becoming aware of these emotions,” concluded Feldman, “can the physician 
seek to understand and manage them in a way that will promote personal 
and professional growth” (2001, 98).

In addition, some medical commentators propose that eI may facilitate 
acquisition of the six core competences (patient care, medical knowledge, 
practice-based learning and improvement, interpersonal and communication 
skills, professionalism, and systems-based practice) listed by the accreditation 
council for Graduate medical education (acGe) (Grewal and Davidson, 
2008; Pagnini, manzoni, and castelnuovo, 2009; Webb, 2009; arora et al., 
2010; Webb, young, and Baumer, 2010). For example, in a commentary in 
the Journal of American Medical Association, Daisy Grewal and heather 
Davidson (2008) suggested that eI would assist students in acquiring acGe’s 
competence of interpersonal and communication skills. Basically, according 
to Grewal and Davidson, an emotionally intelligent clinician should make 
the necessary connection with the patient to communicate effectively in 
order to provide quality professional healthcare. sonal arora and colleagues 
reported, in a literature review, that healthcare providers with higher eI forge 
robust therapeutic relationships with patients, especially through their inter-
personal and communication skills, and exhibit increased levels of empathy 
(arora et al., 2010).

Finally, contemporary psychotherapists have developed a notion of the 
unconscious right brain implicit self for incorporating emotions or the affec-
tive into cr and cDm (schore, 2011; marks-Tarlow, 2012). allan schore, for 
example, champions right brain implicit primary processes, such as intuition, 
in forging therapeutic relationships between patients and therapists. “Direct 
access to implicit affective processes is,” according to schore, “essential to 
the co-creation of corrective emotional experiences and, indeed, to effective 
treatment” (2011, 79). What makes such treatment effective or efficacious is 
the “right brain transference-countertransference communication” between 
the therapist and patient during a clinical consultation, or what schore calls 
enactment.7 specifically, the therapist through countertransference is able 
to respond therapeutically to a patient’s transference of emotions arising 
from the patient’s traumatic experience. In other words, such communica-
tion reflects the therapist’s “embodied” cognition or intuition that grasps 
the global pattern behind the patient’s (dysfunctional) emotional response. 
Through unconscious transference-countertransference communication, the 
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therapist is able to help the patient regulate or manage the dysfunctionally 
affective response in a functionally normal manner. as schore concludes, an 
essential outcome of the therapeutic relationship is an expansion or matu-
ration of “the patient’s right brain implicit creative functions” (2011, 94). 
Importantly, this outcome is the result not of making the unconscious con-
scious but of restructuring the unconscious.

Iv. WeInBerG’s cLInIcaL case

In an evocative clinical case, richard Weinberg (1995), a gastroenterologist, 
reconstructs a patient’s healing journey. he starts the case with a description 
of his initial encounter with the patient. “I am not an intimidating person,” as 
Weinberg begins, “but I found my last patient of the day huddled in the cor-
ner of the examining room, as if awaiting an executioner” (1995, 804). she 
was in her mid-twenties and her chief complaint was “chronic abdominal 
pain,” with onset in her mid-teens. The patient’s description of the pain was 
vague and initially did not evoke, for Weinberg, a specific diagnosis. From 
her medical chart, he noticed she had been to almost every gastroenterolo-
gist in town but with little success. he wondered what kept her actively 
seeking medical care. While taking the patient’s medical history, he found 
her “fascinating.” “she was anxious and withdrawn,” observed Weinberg, 
“but nonetheless she projected a desperate courage, like a cornered animal 
making a defiant last stand” (1995, 804). although attractive, he noticed the 
patient dressed to hide it, and during the consultation she did not make eye 
contact with him but generally looked at the floor.

Because the patient was so “uncomfortable” discussing her abdominal pain, 
Weinberg turned to the family history. she was first-generation american; 
her parents had emigrated from Italy. The patient’s mother died when she 
was young, and she assumed maternal duties within the family and man-
aged the family bakery. Like her mother, she was a devout roman catholic, 
attending mass daily but not receiving communion. Weinberg then interjects 
that he enjoys cooking as a hobby but never mastered the art of baking. he 
inquired whether the patient knew about a bakery near the medical center 
whose pastries, especially its napoleons, he enjoyed. Weinberg was caught 
completely by “surprise” at the patient’s “passionate outburst.” “For the first 
time,” narrates Weinberg, “her eyes came alive” (1995, 804). The patient 
told him that she would not feed its pastries to her cat. But, her animated 
response faded quickly, and next he conducted a physical examination, 
which revealed no abnormalities. Weinberg finally made a diagnosis of irri-
table bowel syndrome and prescribed a bland diet and an antispasmodic she 
had yet to take. The patient was unresponsive and the clinician unoptimistic.

although Weinberg asked the patient to return within a month for assess-
ment, she reappeared in the clinic the following week. again, during the 
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consultation, the patient was terse and unanimated in answering questions 
about her chief complaint. “Because she had become so animated talking 
about the bakery the week before, and because baking seemed to be the 
only point of contact I had established with this otherwise withdrawn young 
woman,” Weinberg decided to spend “most of the visit asking her about 
Italian pastries” (1995, 804). The patient did not mention her abdominal 
pain. again, he requested she return within a month, but again she reap-
peared in the clinic the following week.

During the third consultation, Weinberg noticed the patient was “a bit 
more at ease,” along with “dark rings under her eyes” (1995, 804). he then 
inquired about her sleeping. she was not sleeping well because of a recurring 
nightmare. he asked her to recount it for him. “she was silent for some time,” 
remembers Weinberg, “and then took a deep breath, as if she had made a 
decision” (1995, 804). From the description of the nightmare, Weinberg real-
ized the patient had been sexually assaulted. Initially, he hesitated to inquire 
further but continued because of the patient’s imploring “eyes.” For the first 
time, she sketched out the horrid details of the assault. she was 14 when her 
oldest sister’s boyfriend raped her in the bakery late one evening. Weinberg 
attempted to console her as best he could and to refer her to a psychiatrist 
or rape counselor, gently explaining that her case was outside his expertise 
as a gastroenterologist. “But,” as Weinberg explains, “she adamantly refused 
to consider a referral to anyone else. she didn’t trust them. I then understood 
that having unearthed her dark secret, I had become responsible for her 
care” (1995, 805).

Weinberg then scheduled weekly consultations late in the day to afford 
the patient ample time to narrate the events of the sexual assault. The patient 
talked about it and Weinberg listened, unless the discussion became too 
difficult, at which point they talked about baking. after the assault, she “felt 
soiled and defiled.” In response, she would sneak into the bakery late at 
night, gorge herself with pastries, and then expulse herself until fatigued. 
“she was helpless to stop,” Weinberg informs the reader, “for her bingeing 
ritual expiated her guilt and shame, albeit only briefly” (1995, 805). In addi-
tion, she stopped receiving communion as penitence for her “sin.”

after several months of consultations, Weinberg noticed changes taking 
place in the patient’s appearance and demeanor. “her anxious look van-
ished,” he reports, “and she began to smile; she gained some weight and 
remarked she thought it made her look better; a touch of makeup appeared; 
she came into the clinic with a new hairstyle; she informed me that she had 
returned to school part-time and had received her high school diploma. she 
announced that she was taking communion again” (Weinberg, 1995, 805).

The consultations became less frequent, and after 3 months’ absence the 
patient appeared one day in the clinic unexpectedly. “at first I didn’t rec-
ognize her,” admits Weinberg, “such was the extent of her transformation. 
she was vibrant, alive. and she looked beautiful—elegantly attired as if for 
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a night on the town. I realized she was dressed up for me. I also sensed 
that something was completed, that this was a leave-taking” (1995, 805). she 
said she was quitting the bakery, traveling to Italy for the summer, and then 
matriculating to college in the fall. she also brought Weinberg a gift, “six 
perfect napoleons.”

“Thank you for believing in me,” she said.

“I should say the same,” I replied.

she kissed him on the cheek and said goodbye. Then she left and as the 
doors of the elevator opened, she turned and flashed a “radiant smile,” 
warning him not to eat the pastries all at once since it would not be health-
ful. That evening, after dinner while enjoying a napoleon, Weinberg recalls 
a lesson a senior clinician taught him early in his clinical training: physicians 
do not choose their patients but patients their physicians. although Weinberg 
relished the gift of napoleons, he valued more the patient’s “gift of trust.”

v. roLe oF emoTIons In WeInBerG’s cLInIcaL case

although rational intelligence serves a necessary role in Weinberg’s cr and 
cDm, with respect to the patient’s healing, alone it is insufficient. For exam-
ple, during the second consultation, Weinberg depends on a rational or 
logical argument to guide the discussion with the patient about baking in 
contrast to pursuing her symptom of abdominal pain. The two premises of 
the argument are (1) the patient becomes enlivened while talking about bak-
ing and (2) baking provides the only genuine connection with the patient. 
For Weinberg, who wants to connect with the patient and to help her, 
the conclusion is inescapable: discuss baking. as is true for most clinical 
encounters, however, the series of consultations between Weinberg and 
the patient included an emotional context that played an important role in 
the clinical outcome. Weinberg’s incorporation of that context in his cr and 
cDm provided him with a fuller understanding of the patient, so he could 
eventually unearth the cause of the patient’s illness and assist her in the heal-
ing process. specifically, he was able to recognize the patient’s emotional 
state and to understand its impact on her behavior and health. In addition, 
he was able to assist the patient in managing or regulating her emotions to 
the sexual assault in a functional and normal manner.

an abstract reconstruction of the above argument, then, is inadequate to 
capture the emotional information that helped Weinberg, as a right brain 
implicit self, not only to formulate its premises but also to infer its sound 
conclusion. For example, he recognizes the patient is anxious but she con-
tinues to seek medical attention for her abdominal pain, which in turn—
along with her passion for baking—evokes in him a sense of fascination 
about her. Weinberg’s eI functions to afford him a “full understanding”—in 
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starkey’s terms—of the patient and the clinical situation, which eventually 
results in a beneficial outcome. In this section, mayer and salovey’s four-
branch eI model and Pfister and Böhm’s four functions for emotions in 
cDm, along with schore’s notion of the right brain implicit self, are utilized 
to analyze Weinberg’s clinical case in order to defend the paper’s main thesis 
that emotions often play an important role in clinical outcomes and should 
be included in both cr and cDm, when necessary. To that end, the section 
is structured around Weinberg’s clinical decisions in the first and third con-
sultations, along with the emotional reasoning behind them.

During the first consultation, Weinberg makes a clinical diagnosis of irri-
table bowel syndrome. The cr utilized to make the diagnosis certainly 
involves eI, in terms of mayer and salovey’s four-branch model (fig. 2). 
Weinberg exhibits the first branch of eI with the opening sentence of the 
narrative. Describing the patient as “huddled” in the waiting room’s corner 
as if “awaiting an executioner” testifies to his ability to recognize accurately 
genuine emotions in others. he identifies correctly that the patient is anx-
ious and fearful about the present clinical encounter. having identified the 
patient’s anxiety and fear, he then transforms the emotions into information 

Perceiving & expressing emo�ons
• Weinberg recognizes pa�ent's anxiety and fear, 

as well as her courage.  And, he acknowledges 
his own fascina�on and curiosity with the 
pa�ent, who con�nues to seek medical help.

Assimila�ng emo�ons into thinking
• Weinberg u�lizes pa�ent's uncomfortableness 

when talking about herself to shi� to taking the 
family history.

Understanding emo�ons
• Weinberg interprets pa�ent's eyes coming alive and 

passionate outburst as pride in her ability to bake.

Regula�ng emo�ons reflec�vely
• Weinberg manages his emo�ons professionally in 

being unop�mis�c that the pa�ent will return for a 
follow-up consulta�on.

Fig. 2. Flow of Weinberg’s eI during first consultation.
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when he describes her as having the “desperate courage” of a “cornered 
animal.” moreover, he prioritizes his cr based on the patient’s emotional 
state. For example, when he realizes how “uncomfortable” the patient is 
discussing her chief complaint, he moves onto the family history. as for the 
third branch, he begins to understand the patient vis-à-vis complex emotions 
when she becomes passionate while discussing baking. This understanding 
plays an important role for revealing in a future consultation the true etiol-
ogy of her abdominal pain. In terms of the fourth branch, he engages—and 
even reflectively—rather than detaches from his emotional reaction to the 
patient’s transference of her emotional state. For example, he is unoptimistic 
about the diagnosis and whether the patient will return for a second consul-
tation, which indicates his ability to read his own emotional response to the 
first consultation, even though he had utilized rationally acceptable clinical 
standards of practice—as a gastroenterologist—to make the diagnosis.

In reaching a clinical diagnosis of irritable bowel syndrome, Weinberg also 
utilizes Pfister and Böhm’s four functional roles of emotions in cDm. With 
respect to the first function, he converts the patient’s emotional state into 
useful information about her. But the information is more than simply prima 
facie knowledge about the patient’s emotional life; rather, it provides insight 
into the patient qua person. For example, he acknowledges that the emo-
tional information he is gathering leads him to find the patient fascinating 
and motivates him to engage her further than simply given the constraints of 
his clinical specialty (Peters and colleagues’ fourth role of emotions in cDm). 
In terms of Pfister and Böhm’s second function, he reads the patient’s emo-
tional state as uneasy during the personal history and then moves quickly to 
her family history. The “speed” or agility with which he accomplishes this 
task is important for obtaining vital information about the patient in a larger 
social context, information that eventually opens up another horizon in her 
complex emotional life. had he not made the transition quickly, he may 
have lost the opportunity to forge eventually a therapeutic relationship with 
the patient. For the third function, Weinberg focuses on the relevance of the 
patient’s passion for baking, especially the complex emotion of “pride” that 
she exhibits over her ability to excel in preparing Italian pastries. moreover, 
in terms of Peters and colleagues’ role of “spotlight” for emotions, Weinberg 
utilizes the patient’s enthusiasm for baking to obtain additional emotional 
information, embedding her within a cultural context that guides him in 
eventually unearthing the reason for her chief complaint. Finally, based not 
only on the patient’s description of that complaint, which is too vague to 
warrant a specific diagnosis, he does come to a clinical decision of irritable 
bowel syndrome and a prescription of bland diet and antispasmodic—a 
decision to which he is temporarily committed.

schore’s notion of the right brain implicit self provides a psychologically 
deeper unconscious role for emotions, especially in terms of transference-
countertransference communication. such communication between Weinberg 
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and the patient was critical for forging a therapeutic alliance between them. 
For example, Weinberg found the patient attractive even though she dressed 
to hide it. But, what the patient wanted to transfer emotionally was not 
her personal attractiveness qua hidden; rather, it was her fear and anxi-
ety over the ensuing clinical encounter. although he found her attractive, 
what Weinberg responded to in his countertransference was her fear and 
anxiety and not the fact that she dressed to cover her physical appearance. 
Importantly, his response or what he countertransferred to the patient was 
a genuine act of caring, as he engaged her in a discussion about baking. In 
other words, the transference-countertransference communication between 
them resulted in the patient’s feeling that Weinberg was authentically inter-
ested in her as a person and not simply in her illness or disease condition. 
Weinberg’s countertransference of care in response to the patient’s transfer-
ence of fear and anxiety provided a foundation for the formation of a robust 
therapeutic alliance between them.

after the first consultation, then, Weinberg not only acquires specific clini-
cal facts about the patient’s pathological condition but also about her emo-
tional state. he realizes that the pathological information is too ambiguous 
to identify a precise cause for the patient’s severe irritable bowel syndrome; 
but, he is committed to the diagnosis and requests she return for another 
consultation within a month. he is also beginning to fashion through 
transference-countertransference communication a helpful account of the 
patient’s emotional life and his emotional response to it. For example, he 
sees her as an anxious person, for reasons he cannot explain rationally at 
the moment. he interprets the patient’s emotional state in terms of courage 
and a desire for healing, which baffles him in that she has seen other gastro-
enterologists who were unable to help her. Finally, Weinberg is also aware 
of his own emotional response to the patient. she fascinates him, especially 
as an attractive person who dresses to hide it. But most importantly, he asks 
himself reflectively why the patient continues to seek medical help, when 
her description of the chief complaint, abdominal pain, is so ambiguous. 
he realizes a disconnect exists between the patient’s pathological condition 
and her emotional state, hence his unoptimistic stance at the end of the first 
consultation. In sum, Weinberg’s judicious use of emotions allowed him to 
obtain a fuller understanding of the patient that includes more than simply 
her pathophysiology.

Weinberg’s eI functioned preeminently in the third consultation, when he 
assembles clues to the patient’s behavioral and physical condition—which is 
symbolic or emblematic of her emotional state—to discover the etiology of 
her chronic abdominal pain. as the consultation begins, he notices how the 
patient appears “a bit more at ease.” Importantly, in terms of the first branch 
of mayer and salovey’s ability model, Weinberg identifies a subtle behavior 
with respect to the patient’s emotional equipoise, that is, she is beginning 
to relax (fig. 3). The second clue is physical—dark rings under the patient’s 
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eyes. Weinberg interprets this physical sign in terms of her sleeping, which 
he certainly knows is susceptible to a person’s emotional state. The patient 
informs Weinberg that a recurring nightmare disrupts her sleep, and as she 
recounts it Weinberg immediately interprets its meaning. With respect to 
the next two branches of mayer and salovey’s model, Weinberg not only 
converts the physical condition into emotional information but also utilizes 
it to facilitate his thinking to understand fully the patient. his response to 
her story divulges his eI’s acuity and maturity, especially with respect to the 
fourth branch, in that he consoles—rather than recoils from—her in order to 
help her manage and regulate the emotional pain. overall, Weinberg’s skill-
ful eI in terms of the four branches functions to determine the cause of the 
patient’s illness and to attend to it therapeutically.

In unearthing the etiology of the patient’s chronic abdominal pain during 
the third consultation, Weinberg also utilizes Pfister and Böhm’s four func-
tional roles of emotions in cDm. In terms of the first function, he simply 
does not translate the patient’s behavioral and physical signs and expressions 

Perceiving & expressing emo�ons
• Weinberg observes pa�ent is more relaxed and 

at ease. A�er the pa�ent recounts the 
nightmare, he feels himself shu�er in an 
empathe�c response to the pa�ent's sexual 
assault.

Assimila�ng emo�ons into thinking
• Weinberg uses pa�ent's relaxed state to ask a 

personal ques�on about the dark rings under her 
eyes.  He personally feels relaxed and confident 
enough to ask.

Understanding emo�ons
• Weinberg interprets the nightmare and emo�onal 

response to the retelling as a case of sexual assault.  
A�er the nightmare is told, he feels unsure to 
con�nue un�l he interprets the pa�ent's imploring 
eyes to do so.

Regula�ng emo�ons reflec�vely
• Weinberg manages his emo�ons professionally a�er 

the pa�ent informs him of the sexual assault in not 
recoiling or panicking but in consoling the pa�ent.

Fig. 3. Flow of Weinberg’s eI during third consultation.
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into emotional information but also compares and evaluates the informa-
tion, especially to information from previous consultations. For example, he 
senses the patient is relaxed compared to earlier behavior—such as being 
huddled in a corner—and interprets it as improvement in her condition. With 
respect to the second function, Weinberg speedily moves from the physical 
sign of dark rings under the patient’s eyes to inquiring about her sleep. at 
an emotional level, besides a ratio-logical one, he realizes that the dark rings 
are possibly significant in terms of her abdominal pain. In other words, he 
now has a sufficient understanding of the patient, especially with respect 
to her emotional life, to realize at an affective level these dark rings are 
an important clue to her current medical condition.8 Weinberg also utilizes 
Peters and colleagues’ “common currency” role of emotions in cDm to gain 
fuller understanding of the patient as he “shuddered” while she recounted 
the nightmare.9 as for the third function, Weinberg focuses on the relevant 
emotional plea in the patient’s eyes and assesses it as an invitation for him 
to inquire about her nightmare, when he hesitates momentarily. Finally, with 
respect to the fourth function, having “unearthed her dark secret,” he com-
mits himself to the patient’s healing—even though he is not a psychiatrist or 
rape counselor. Importantly, his decision and commitment stem from both a 
social and moral sense of duty as healer and not just as gastroenterologist. 
moreover, Weinberg enlists emotions, with respect to Peters and colleagues’ 
fourth role of emotions, to motivate the acquisition of additional information 
concerning the patient’s emotional life that eventually guides him in unearth-
ing the cause of her chronic abdominal pain and in directing the patient 
along the path of recovery.

schore’s notion of right brain implicit self is particularly useful in account-
ing for the events during the third consultation. according to his model 
of the attachment dynamic involved in forging a therapeutic relationship 
or alliance, both the clinician and patient are utilizing right brain transfer-
ence-countertransference communication to process the clinical information 
divulged in these consultations. For the patient especially, she is beginning 
to trust Weinberg as a reliable and safe source for revealing her sexual 
assault secret. she is gradually overcoming her feelings of low self-worth and 
is maturing in terms of her self-image. an important indication of this matu-
ration process is when the patient recounts her nightmare and sexual assault. 
This revelation on the part of the patient is what schore calls “the height-
ened affective moment of a clinical enactment” (2011, 83). and, this moment 
required Weinberg to negotiate the emotional fallout of the patient’s sexual 
assault but more critically her current retelling or reliving of that experience. 
Indeed, he comports himself in a professional demeanor via transference-
countertransference communication with the patient that conveys he cares 
about her and what happened to her, which results in “therapeutic contact” 
between them. Through this contact, he provides the affective context in 
which the patient can transform her initial emotional response to the sexual 
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assault into an adaptive one, as evident by the transformation of her appear-
ance during their last encounter.

overall, Weinberg’s clinical case is a remarkable example of the role emo-
tions can play in a clinical outcome. Probably their most important role was to 
secure the patient’s trust. This is aptly illustrated when Weinberg inquires about 
the nightmare and the patient hesitates momentarily but then proceeds to tell 
her story of sexual assault to someone for the first time—around a decade 
after the assault. The patient at a deep emotional level realizes she can trust 
Weinberg to help her. Without Weinberg’s use of emotions to connect with the 
patient, especially through a mutual passion for the culinary arts, he may not 
have elicited or earned her trust, and a beneficial clinical outcome may not 
have been possible. as consultations after the third consultation attest, obtain-
ing the patient’s whole narrative—particularly its emotional dimension—was 
critical for her healing. For example, the patient reveals the “guilt and shame” 
that she felt after the incident and the effort she undertakes late at night in 
the bakery to exculpate herself from these complex emotions. Through his 
response to her emotional state, Weinberg provides a safe environment in 
which the patient can narrate the details of the assault and its impact, espe-
cially emotionally, on her. only through obtaining a “full understanding,” in 
starkey’s sense, can Weinberg assist the patient along a path of healing. In 
sum, without incorporating emotions in his cr and cDm, Weinberg may have 
been as ineffectual as the other gastroenterologists who had treated her earlier.

Finally, the question arises as to why Weinberg succeeded in helping the 
patient where other clinicians failed. The answer is found in the second 
consultation in which Weinberg realized that the patient was uncomfort-
able talking about her medical condition. In reaction, for the remainder of 
the consultation he engaged the patient in a discussion about baking. In 
eI terms, he was able to recognize the emotional condition of the patient 
and respond appropriately. his response enabled the patient to manage 
her emotional response to the clinical encounter, as evident by her relaxed 
state during the next consultation. In other words, through his eI, Weinberg 
enabled the patient to avoid the painful emotions associated with the sexual 
assault and to pursue the safer route of discussing baking. In psychothera-
peutic terms, Weinberg sensed the patient’s transference of discomfort while 
discussing her medical condition. Through shifting from her medical condi-
tion to baking, he was able to communicate his concern and compassion for 
her as a person and thereby to forge a therapeutic alliance or bond between 
them that eventually allowed the patient to transform her dysfunctional emo-
tional response to the sexual assault into a functional one. In sum, Weinberg 
succeeded where others failed because as a mature right brain implicit self 
he practiced emotionally intelligent clinical medicine and capitalized on the 
common interest in baking. In making this assessment, I do not claim that 
the other clinicians failed because they were immature right brain implicit 
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selves unable to practice emotionally intelligent clinical medicine or even to 
connect with the patient with respect to a common interest, but that they 
failed for reasons unknown.

vI. concLusIon

although the role of emotions in medical practice remains problematic and 
controversial, they are important and sometimes necessary for effective and 
robust cr and cDm. as the clinical case dramatically illustrates, Weinberg’s 
use of emotions in terms of eI and right brain implicit self complemented his 
left brain rational intelligence to assist the patient in healing and returning 
to a normal and productive life. In conclusion, then, emotions represent an 
important cognitive resource for providing clinicians with a fuller and richer 
understanding of a patient in order to deliver quality professional healthcare.

noTes

 1. considerable controversy exists within psychology literature over the nature—or even list—of 
basic and complex emotions, as well as the differences between them (Prinz, 2004; Izard, 2007; ekman 
and cordaro, 2011; Levenson, 2011; Panksepp and Watt, 2011). Traditionally, basic emotions are bio-
logical in origin and shared with other animals, whereas complex emotions are cultural and unique to 
humans.

 2. Instead of being rational, cognitive psychologists obtained experimental evidence to suggest that 
people are generally irrational in their decisions. This evidence and its interpretation led to what has been 
called the “Great rationality Debate” or “rationality War” (Tetlock and mellers, 2002; stanovich, 2011; 
sturm, 2012).

 3. The right brain-left brain asymmetry has been challenged as overly simplistic, if not mythical 
(hellige, 1993). however, the asymmetry is important in terms of processing emotional stimuli (Gainotti, 
2012).

 4. according to cary cherniss, “although there is no total agreement, most of the major theorists 
seem to accept [mayer and salovey’s definition] as a common definition” (2010, 115).

 5. some commentators include empathy as an additional branch or important component of eI 
(Fox and spector, 2000; Bressert, 2012), especially in terms of the clinical medicine (Ioannidou and 
Konstantikaki, 2008; Burcher, 2011).

 6. starkey offers the example of knowing about a friend’s death, in that proper emotions provide 
a full understanding about it in contrast to no or inappropriate emotions.

 7. an enactment represents the recognition of patient and physician of each other’s behavior as the 
therapeutic alliance is realized.

 8. The rings were probably present in the first two consultations, but he did not have an accurate 
portrayal of the patient emotionally to see them.

 9. Weinberg’s shudder belies his ability to enter empathetically into the emotional pain the patient 
experienced from the sexual assault.
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