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ABSTRACT

Culture refers to shared practices reflected in language, religion, beliefs, rituals, family structure, and moral/legal systems. It is universal, local, generationally transmitted, and pervasive, as every living person is embedded within a cultural context. Culture is a key determinant of health-behavior, from the experience of illness and wellbeing, to the expression of distress and symptom manifestations, to attitude towards seeking care. Culture provides the framework of the patient-carer relationship and the expectations for care. Cultural Awareness and Responsiveness is one of the core concepts of Person-centered Medicine (PCM). PCM calls for considering ethnic identity, cultural values, language, communication needs, gender, sexual preference, spiritual needs as crucial components of optimal care for the individual and the community at large. Ancient and traditional medical practices are an expression of unique cultural heritage, many of which emphasize person-centered principles. The historical medical practices of Arabic and Islamic traditions during its golden age, was the most advanced of its time and echoed in many of its practices the principles of person-centered medicine. Arabic and Islamic historical medical practices during its golden age was a complex and transformative system of medical education and care. It represented the first example of a pre-modern system in terms of hospitals that were publicly funded and functioned both as a medical school as well as a hospital. Care provided was based on principles of social justice, benevolence, and egalitarianism in receiving care derived from religious traditions. An example is presented of one such hospital called Bimaristan Argun Alkamili in Aleppo, Syria (1354) (bimaristan is a Persian word for house of the sick) that was built specifically to care for the mentally ill. The Bimaristans became a prototype of modern hospitals in Europe. The Bimaristan Argun Al-Kamili embodied many person-centered principles by providing a host of personalized care elements, from medicinal plants, aroma, music and story-telling therapies to a forward-looking architectural design which provided an eco-habitat that promoted healing in a humanistic, caring and dignifying environment.
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PERSON-CENTERED MEDICINE: PARADIGM SHIFT IN DIAGNOSIS AND CARE

Person centered medicine affirms the whole person of the “patient in context” as the center of clinical care and health promotion at the individual and community levels [1]. Person centered medicine strives for a medicine Of the person (of the totality of the person’s health, including ill and positive health); By the person (by the clinicians/health workers, who is also a full human being); For the person (for the fulfillment of the person’s health and life project), and With the person (in a respectful and empowering relationship) [2].

Person centered medicine represents a paradigm shift in diagnosis and care. The first paradigm shift is the diagnosis of the health status, which include the totality of health, instead of focusing only on ill health, as it is commonly done in standard clinical practice. Therefore, both ill health and positive aspects of health are subjects of the diagnostic process. The second paradigm shift is highlighting the partnership with the patient as well as the stakeholders by empowering the voice and participation in the diagnostic and care process. The third paradigm shift is to highlight the role of narrative and subjective experience of the person seeking care [3]. The person-centered medicine diagnosis and care is in alignment with the world health organization, constitution of the definition of health as “Health is a state of complete physical, emotional, and social well-being not merely the absence of disease. “ WHO, 1946 [4]. These paradigm shifts proposed by person centered medicine will move the attention of care from merely the focus on illness and on the patient as a passive recipient of care to the person who is a partner, and a protagonist of their own care. Assessment of well-being and positive aspects of health has been given very limited importance in the diagnosis and care for the patient. However, positive aspects of health, strengths and resilience are fundamental for health restoration and the recovery process. Two main definitions have been advanced for the positive aspect of health or well-being. The classic Eudaimonic view (Ryff 1989) affirms that well-being is more than personal happiness. It involves the quest to actualize human potential, to realize the personal “daimon” or “true nature” [5]. The second view, advanced by C. Robert Cloninger [6] states that wellbeing depends on integration of physical, mental, and spiritual health. It highlights the central role of self-awareness in wellness and positive emotions, insight, judgment, and foresight. PCM also highlights the importance of the partnership approach and shared decision making between the person presenting for care, the clinicians, and other stakeholders in the person’s life, which may include families, significant others, and other relevant community members. Another key feature of PCM in highlighting the voice of the patients and other stakeholders in care is the inclusion of personal narrative reflecting the subjective experience of health. This is fundamental to express the person’s unique cultural believes, hopes and expectations which are key determinants of health behavior. The two pillars of person-centered medicine include a) Science and applications of interventions validated by the scientific methods which are deemed essentials in guiding the selection of effective treatments, and b) Humanisms as the essence of care guided by ethical principles summarized by the Belmont Report including Respect for the Person respecting individual’s autonomy and choice, avoiding exploitation, and protecting the more vulnerable. Beneficence maximizing potential benefits and minimizing potential discomfort and avoiding doing harm. Justice with fairness, truthfulness and fair sharing of benefits and burden. Ethic is the first principle of PCM, and it expands on these domains [2]. Person-centered medicine also represents a new challenge to the scientific methods. It implies a science that need to account for the multiple complexities of dynamic adaptive systems, considering the multiplicities of social, biological, and environmental and ecological influences.

PERSON-CENTERED PRINCIPLES

Key principles of person-centered Medicine were determined by a reiterative process that involved consultations with international experts, Delphi group methodologies and validation studies conducted at international treatment centers involving diverse groups in India, United Kingdom and the United States [7, 8]. Eight key principles were identified. These include the following: 1) Ethical Commitment: respecting the person’s rights, dignity, autonomy, empowerment, personal values, choices, needs, life project fulfillment. 2) Cultural Sensitivity: Considering ethnic identity, cultural value, language, communication needs, gender, sexual preference, spiritual needs. 3) Holistic Scope: Consideration of biological, psychological, social, cultural, spiritual & ecological factors in health; both ill health and wellbeing and positive health (strength, resilience, resources, quality of life). 4) Relational Focus: Partnership in care (clinician, patient, family), empathy, interpersonal trust. 5) Individualized Care: Individuality and uniqueness, historical and contextual factors considered, and personal development and growth promoted. 6) Common Ground for Collaborative Diagnosis and Care: Shared understanding in diagnosis and care, focus on the whole person, collaborative decision making. 7) People-centered Systems of Care: Promotion of health and rights of all in people in the community, community participation, collaboration across disciplines, personalized, integrated, people-centered primary care. 8) Person-centered Education and Research: Health system promote person-centered public education, health professional training, person-centered research.

MEDIEVAL ARABIC AND ISLAMIC MEDICINE

Medieval Arabic and Islamic medicine refer to the period between the seventh and fifteenth century, referred to as the golden age of medicine. It was a complex and eclectic system of care derived from many traditions of healings which included the Greco-Roman, Persian, Chinese, and Indian (Ayurvedic) traditions and practices. It revived the Greco-Roman medicine through Syriac and Arabic translations and transmitting to Europe a vastly increased knowledge and organized medical education and health care system, with innovative hospital structures, which formed the prototype of modern hospitals. Campbell 1926 in his book on Arabian Medicine wrote “The European medical system is Arabian not only in origin but also in structure” [9]. The practice of medicine was based on ethical and moral principles derived from religious, cultural, and professional duties. Advances in medicine were transformative. New techniques were developed in medicine, dissection, surgery, and pharmacology. First hospitals were founded, and physician training and certifications were first introduced in the health profession. Encyclopedia of medical knowledge were also written. Medical Education was primarily conducted in hospitals. An apprentice system was used and a model for apprentice was adopted from Junior-Shapur in Persia (636 A.D.). A record to teaching was also maintained. Well known physicians such as Al Razi (Rhazes, 854-932 A.D.), Ibn Sina (Avicenna 980-1037 A.D.), and Ibn Zuhr (Avenzoar 116 A.D.) were both hospital directors and Deans of medical schools.

Medical education was divided into three main phases. The first included basic preparation which was provided by private tutors. This part consisted of lectures and self-studies, alchemy, and medicinal herbs as many hospitals maintained herbal gardens. The second phase was a preclinical training where a student was assigned to a larger group inside the hospital. Students were assigned to young physicians who lectured them on pharmacology, toxicology, use of antidotes, and getting familiar with the library.

The third phase included clinical training. Students were assigned in small groups to a famous physician/experienced instructor. They attend ward rounds, discussions, and lectures. Clinical observations, physical examination, diagnosis, and judgement were stressed. Outpatient assignments were followed with instructor supervision and discussion of the case. Students were asked to examine patient and report on six major factors which included patient’s action, excreta, nature, and location of pain and/or, swelling, effluvia of the body, color and feel of skin (hot, cool, moist, dry, flabby), yellowness of the eyes, and whether patients could bend their back. Students also kept records of the patients seen. Al Razi (Rhazes (841-926 A.D.) advised students to compare patients’ symptoms to the description of diseases in textbooks. The Curriculum included internal medicine topics such as the description of meningitis clarified by Ibn Sina. Surgery training required performing procedures such as amputation, excision of various veins, and hemorrhoids. Orthopedics was widely taught and involved treating fractures. Other topics included therapeutics and pathology. Ophthalmology was taught by private apprenticeship and cataract surgery were common. Even psychotherapy was practiced by Ibn Sina and Al Razi. Obstetrics on the other hand was left to midwives. Medical Graduates were required to pass a licensing exam to enter medical practice. Licensing examination was required for all doctors with a licensing board under the direction of Muhtasib (inspector general). The Muhtasib also administered the Hippocratic Oath to the physicians after passing the licensing examination and issuing the license. The Muhtasib also inspected weights and measures of pharmacists. Pharmacists were employed to inspect drug sold in pharmacy or apothecary [10].

Hospitals were run by the government and directed by physicians and served all citizens without regard to color, religion, sex, age, and social status. There were separate wards for males and females. Staff were same sex, nurses, and porters. Different diseases were located on different wards and convalescents had separate sections. Hospitals kept records for patients. Patients were given hospital apparel and their valuables were stored. Upon discharge, patients received 5 gold pieces till they were able to sustain themselves. Hospitals were teaching hospitals for medical students and provided housing for students. Hospitals had inpatient and outpatient departments. Water supply and bathing facility were provided. The had pharmacies dispensing free drugs for patients. They also had a conference room and well-furnished libraries. Also, separate hospital for lepers were constructed. In contrast, lepers in contemporary Europe were burned. Anecdotally, some of these hospitals were known for special features. For example, the Nur al-Din Bimaristan, a hospital and medical school in Damascus, current day Syria, founded in the 12th century, was known for its elegant rooms, library and foods. People would dissimulate illness to enjoy the hospital food. The Qayrawan Hospital in Tunis (830 A.D.) is reported to employ the first known female nurse from Sudan. In Egypt, the al-Mansur Qalawun Complex in Cairo (1284-85 A.D.), included a hospital, a school, and a mausoleum. Al Adudi Hospital in Baghdad (981 A.D.) reported to have the best equipment along with interns, residents, and 24 consultants. The budget of the Mansuri hospital in Cairo was the largest of any public institution. The Khalifate in Bagdad under the Abbasid Dynasty requested that physicians regularly visit jails to care for the sick. Notable is also the availability of libraries with very large collections of books such as the Tulun Library in Cairo 872 A.D. with 100,000 books, the Mustansiriyya library in Baghdad with 80,000 books, the Cordova library in Andalusia, Spain with 600,000 books, the Cairo library with 2,000,000 books and the Tripoli library with 3,000,000 books [10].

Humanism was part of hospital care. Hospitals had specialized wards to take care of specific diseases. Physicians were required to make rounds on patients. Hospitals were provided with fountains to cool the air in front of patients especially on the wards that contain patients with fever. The mentally ill were treated with kindness, music and storytelling was provided at night to sooth patients. Care was provided through hospitals as well as through mobile hospitals. Mobile hospitals were sent to rural areas for the disadvantaged. By the early 12th century, the mobile hospital had become so extensive that it needed 40 camels to transport it. Safety in the practice of medicine was also monitored. In 931 A.D. Calif AlMuqtadir in Baghdad learned of the death of a patient due to a physician’s error. He ordered his chief physician Sinan-ibn Thabit Qurrah to examine all those who practice the art of healing. During that first year alone, 860 were examined. Physicians paid attention to the possibility of medical errors and the suffering it may cause. Al-Razi (c. 854 – 932 A.D.) is quoted to say, “Despite acting with the best of intentions, health professionals have sometimes done more harm than good to the patients who have looked to them for help.” He was known to investigate the effect of the medicine on himself first [11]. That era produced extraordinary physicians that influenced medicine for centuries to come. The most notable about these physicians was their empirical approach to illness and health. Most famous of them is Ibn Sina (Avicenna) (980-1037 A.D.) who is quoted to say, “Therefore in medicine we ought to know the causes of sickness and health.” And “Medicine is a science from which one learns the states of the human body with respect to what is healthy and what is not, in order to preserve good health when it exists and restore it when it is lacking.” His book “The Canon of Medicine”, was the most influential book throughout Europe for centuries. Al-Zahrāwī (936 – 1013 A.D.) was deemed the father of surgery. He was the most cited surgeon through the Middle Ages, and his 30-volume medical encyclopedia “Kitab al- Tasrif,” was taught at medical schools until the 17th century. Ibn al-Nafis (1213-1288 A.D.) a damascene physician, who attended the Bimaristan al-Nuri as a student in Damascus. He was known to be as the father of the theory of pulmonary circulation. He was the first to describe pulmonary circulation antedating William Harvey’s description of pulmonary circulation by 4 centuries and then the coronary circulation in 1242 A.D. He also described the earliest concept of metabolism and developed new systems of physiology and psychology to replace the Avicenna’s and Galen’s systems. His most famous works include “the Commentary on Anatomy in Avicenna’s Canon” and “The Comprehensive Book on Medicine” which was the largest encyclopedia ever published in medicine, publishing 80 books before his death. The emphasis on empiricism was clear in his quote stating: “Truth is truth unto itself, not because people say it is.” The contributions to medicine of these and others during that golden age was remarkable and spanned the breadth of medical sciences. These included public health addressing diet, fasting (physical and spiritual benefits), hygiene, spiritual practices, and harmful effects of alcohol; Pharmacology including descriptions of medicinal plants and herbs (over 250 plant species), and minerals. Terms used in medicine of Arabic language origins include alkali, alcohol, aldehydes, alembic and elixir. Other therapeutic modalities including massage, hydrotherapy, cupping, and wet cupping (Hijama); bacteriology with comments on the transmission of certain diseases and the differentiation of measles from smallpox; anesthesia with the invention of the “soporific sponge” soaked with narcotics and aromatics; surgery with Al Zahrawi (930-1013 A.D.) describing more than 200 surgical instruments; ophthalmology with the treatment of cataracts; and psychotherapy and the humane care for the mentally ill.

One of the salient aspects of care which also aligns with the person-centered approach was the importance placed on the physician-patient relationship. This relationship was dictated by historical Islamic perspective of core values of justice, and “Ihsan”. The concept of “Ihsan” has deep root in the Islamic and Arabic culture and captures the notion of compassion as well. Ihsan” means to be good, tolerant, sympathetic, forgiving, polite, cooperative” [12]. The physician is expected to be kind, humble, compassionate, honest, trustworthy, and to respect confidentiality. He must have the interest of the patient at heart. He should avoid wrongdoing, not abusing his/her status for monetary gain, and not misleading his/her patient. Developing therapeutic alliance was also sought after as highlighted with this Ibn Sina anecdote. Avicenna used to tell his patient: “Look!. You, I and disease are “3”. If you help me and stand beside me, we become “2”, and the disease will be left alone; then we will overcome it and compel your illness. But if you stand beside the disease, you will become “2” and I will be alone, then you will overcome me, and I will not be able to cure you”.

The influence on Ibn Sina in mental health was remarkable and was covered in The Canon’s third book under disorders of the nervous system, including sexology, lovesickness, delusion, hallucination, insomnia, nightmare, mania, melancholia, dementia, epilepsy, apoplexy, paralysis, vertigo, stroke, spasm, and tremor, and it also classifies 15 kinds of pains [13]. He was a holistic physician who studied and understood human condition from different points of view and implemented his knowledge in his practice. He did not separate soma from psyche, or humanism from science.

Perhaps one of the primary contributions of Islamic Arabic medicine that is person centered is their attention to the therapeutic and healing qualities of the built environment. This is very clearly illustrated by their hospital’s architecture. A prime example of this architecture that was built to alleviate human suffering is the architecture of hospitals that were built to care specifically for people with mental illness. Bimaristan Arghun al-Kamili (build 1354 A.D.) in Aleppo, Syria [14]. The architectural design included very spacious and high ceilings well-lit and airy environment. It provided multi sensorial stimulation that aimed at enhancing serenity and calmness. It has gurgling fountains strategically placed in front of patients’ rooms including those who were in a secluded ward, and calming scents, of plants and flowers. This mid 14th century mental hospital had specialized wards for men and for women as well as a special area with single rooms for more unstable patients. It had also a pharmacy in addition to a section for outpatient care. It offered for their patient’s bath, drugs and medicinal herbs, kind and benevolent treatment, occupational therapy, music therapy such as singing and music, in addition comic performances, and storytelling. Amenities and therapies provided in that hospital very much echoes what mental hospital are striving for in modern time and it was very much centuries ahead of its time.

CONCLUSIONS

Arabic and Islamic Medicine is a complex and highly sophisticated system of health care. It was eclectic and included Graeco-Roman, Chinese, Persian and Ayurvedic practices and was anchored in ethical and moral principles derived from religious, cultural, and professional duties. It had a transformative influence on medical care as it revived Greco/Roman medicine, through Syriac and Arabic translators. It transmitted to Europe a vastly increased knowledge and organized medical education and health care system.

Innovations in hospitals are now being echoed by an emerging attention to the role of architecture in enhancing health and wellbeing. Arabic and Islamic Medicine is person-centered as it had vastly contributed to what is essential by increasing medical knowledge, and systemizing education and care, while upholding and enriching Humanism, which is the essence of medicine.
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