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SUMMARY
The concept of personhood is critical to the provision of
holistic, patient-centred, palliative care yet no common
definition of this term exists. Some characterise
personhood by the presence of consciousness-related
features such as self-awareness while others deem
personhood present by virtue of Divine endowment or as
a result of one’s social relations. Efforts to appropriately
delineate this concept come under scrutiny following
suggestions that patients rendered deeply and irreversibly
unconscious lack personhood and ought to be
considered ‘dead’.
This case report studies the views of a family caring

for a deeply sedated terminally ill patient, to
appropriately site local views of personhood within the
context of sedation at the end of life. The resultant Ring
Theory of Personhood dispenses with concerns that
personhood is solely dependent upon consciousness and
distances sedative treatments of last resort such as
continuous deep sedation from euthanasia.

BACKGROUND
What makes you ‘you’ has variously been suggested
to be dependent on the presence of self-awareness,
the ability to ‘value one’s own existence’, one’s
relational links or one’s connections with the
Divine.1–10 Yet despite its pivotal role in the under-
standing of how patients conceive their quality of
life, dignity and the manner that they would wish
to be cared for, no common understanding of this
term prevails. Resolving this lack of clarity on clin-
ically relevant conceptions of personhood becomes
critical in light of suggestions that any treatment
that intentionally terminates personhood through
the negation of consciousness ought to be consid-
ered analogous to euthanasia.1–17

LiPuma9 explicates his position by stating that
the induction of deep unconsciousness where no
‘minimum level of consciousness’ is retained and
where there is no ‘potential for future conscious
states’, irreversibly abolishes personhood. LiPuma
argues further that existing in a state devoid of per-
sonhood and without any potential for regaining
this feature as terminally ill patients administered
sedative treatments till death such as continuous
deep sedation (CSD) inevitably are, is indistinguish-
able from death.9 LiPuma states that the intentional
suppression of consciousness that irreversibly
negates personhood is indistinguishable from wilful
acts of terminating life.9 LiPuma’s position thus
invites comparisons between CSD and the vexed
practice of euthanasia.9

This position of placing conscious function at the
fore of determinations of personhood is not exclu-
sive to philosophers. It is not uncommon for local
healthcare professionals to resist the employment
of moderate sedation to ameliorate the symptoms
of terminally ill patients for fear of negatively
impacting the personhood of their patients.
Practically, such a position creates a general resist-
ance towards many palliative care interventions at
the end of life, which extend far beyond considera-
tions of CSD. The potential for suboptimal end of
life care particularly in light of increasing publica-
tions on the ethical implications of sedatives use at
the end of life motivates present efforts to appro-
priately characterise the personhood of deeply and
irreversibly sedated local terminally ill patients.2 3 9

Clinical experience suggests that patients on pallia-
tive care view personhood in a manner more akin to
Kitwood’s18 and Buron’s19 holistic conceptions of
personhood. Kitwood’s18 and Buron’s19 conceptions
of personhood envisage it to be a coadunation of
transcendent, individual, social and relational consid-
erations rather than being limited to the one-
dimensional views proposed by LiPuma’s9 conscious-
ness-dependent, Nelson’s1 Divinity-associated or Ho
et al’s20 relational derived concepts of personhood.
Yet even Kitwood’s18 and Buron’s19 conceptions of
personhood are still seen as ‘limited’ within the
Singaporean society that regard personhood in a
more interrelated and flexible manner.20

Though it shares some similarities with
Schotman’s and Jans’s Personalist conception, which
see personhood as ‘being directed towards each
other’, local conceptions are neither religiously
located nor see all individuals as equal within the
eyes of the family and society.20–23 As a result, local
conceptions require culturally appropriate, ethically
relevant, clinical sensitive characterisation.
To crystallise local conceptions, this case report

utilises analysis of observations made and discus-
sions had with a family caring for a terminally ill
member with metastatic bladder cancer to appro-
priately site conceptions of personhood within the
local end of life context.

CASE PRESENTATION
The patient was a 70-year-old doctor with exten-
sive transitional cell bladder cancer that had not
been amenable to multiple lines of chemotherapy.
The massive encroachment of metastasis upon his
liver compounded the effects of his failing kidneys
and left him agitated and confused. His progressive
worsening clinical condition as a result of a chest
infection, increasing episodes of abdominal pain
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from his liver metastasis and the pursuant encephalopathy from
his hepatorenal syndrome resulted in the need for increasing
doses of opioids and haloperidol.

The measured, proportional and closely monitored increases
in his medications led to increasing levels of sedation that
eventually left the patient comfortable but unconscious for the
final 48 h of his life. The proportional use of opioids and anti-
psychotics in this case may be likened to what Quill24 has
termed proportional palliative sedation (PPS). Quill describes
the administration of PPS as being ‘intended to relieve refractory
physical symptoms at the very end of life by using the minimum
amount of sedation necessary to achieve that end. To relieve suf-
fering may require progressive increases in sedation, sometimes
to the point of unconsciousness, but conscious awareness is
maintained as much as possible’.24

The patient’s family members were aware that titrations of
sedatives and opioids to ameliorate his worsening agitation and
pain could potentially sedate the patient. The family consented
to the proportionate application of opioids and haloperidol
when the patient himself was no longer competent. There was
clear and consistent documentation of the patient’s wish for
comfort measures only when he was in the final phase of life.

As a result of the application of haloperidol, the patient was
deeply sedated for the final 48 h of his life and in a state that
would meet LiPuma’s9 conception of CSD. As with CSD, hydra-
tion was not started in the patient’s case though in truth this
was as the patient was already oedematous, hypoalbuminaemic
and exhibiting early signs of respiratory tract secretions.9 The
cessation of hydration and the employment of deep and con-
tinuous sedation till the patient’s demise suggests commensur-
ability with CSD application.

DISCUSSION
Review of the patient’s case involved analysis of the family
members’ reactions to his condition as well as discussions with
various family members.

The patient had a number of close family members and
friends who visited him regularly and cared for him after he was
diagnosed with a progression of his disease. Among this close
circle of friends and family was his care-provider who had been
employed by his family to help with his physical care soon after
his initial diagnosis of bladder cancer. The care-giver and his
close friends were regarded by the patient as ‘family’ and were
frequently consulted about care determinations. They along
with a few close relatives formed his ‘inner circle’.

Following his admission to hospital 5 days before his demise,
the members of the patient’s ‘inner circle’ were frequently at the
patient’s bedside either reading to him, praying for him or
talking to him. Much of this was curtailed once his symptoms
began to mount. This was particularly evident once his symp-
toms did not respond to standard treatment measures and the
patient remained agitated. Some of the members of the patient’s
‘inner circle’ withdrew from his side as a result of their own dis-
tress and helplessness at witnessing his suffering. Others contin-
ued to sit by him but chose to focus upon meeting his physical
needs rather than engaging in conversation or even hold his
hand given that it made him agitated at times. Most sat by him
praying and reciting verses from their respective religious texts
or remained quiet, hardly speaking to each other or to him. The
patient’s colleagues and friends stopped visiting.

Notably once the patient’s symptoms were controlled,
members of his ‘inner circle’ and even his other family members
who had withdrawn from his side returned, calmer, relieved and
eager to revive their active roles in his care. Interactions with

the patient normalised and chatter, prayer and even laughter
filled the room once more as many family members and friends
reminisced about their shared encounters or news that they felt
the patient would find interesting. ‘It’s like a Chinese New
Year’s family gathering’, one relative commented.

The starting of sedation was a multidisciplinary team decision
made following a holistic review of the patient’s situation and
motivated by the primary goal of relieving his suffering. While
family distress was considered, the decision to apply sedation
did not pivot upon it. PPS-like treatments are only applied as a
treatment of last resort under the strict oversight of a holistically
appraised concept of the patient’s best interests and prevailing
clinical guidelines. The application of this intervention is not
taken lightly be either the palliative care team or the family.

For all parties, the implications were clear. Irrespective of his
condition and level of consciousness, the patient’s family main-
tained that he remained a member of their family. Many family
members regarded the patient as being unchanged from his ‘pre-
morbid’ self albeit that he was now ‘asleep.’ As with most local
families of patients who are sedated, unconscious or non-
communicative, the patient’s family members regarded him as
still invested with the familial and social roles that he had occu-
pied prior to his deterioration. Furthermore, the family was
clear that even while unconscious the patient was still deserving
of the same level of consideration and respect that he had
always enjoyed.

The family also stated that they were aware that there were
‘obligations’ to be carried out and social ‘standards’ to be met
that were policed by the ‘wider’ family and community that the
patient belonged to. Meeting these standards and obligations
were a significant consideration for some members of the ‘inner
circle’ especially his wife and influenced the action of the ‘inner
circle’. I will discuss the implications of familial obligations and
‘face’ a little later.

Through a number of discussions with the patient’s family
and analysis of observation made of their practices it is evident
that the attitudes and beliefs of the patient’s ‘inner circle’ are
consistent with those of other local families. This allows for
analysis of the patient’s case to highlight the realities of local
attitudes towards personhood at the end of life and form the
basis of a locally conceived concept of personhood called the
Ring Theory of Personhood (figure 1).

Ring Theory of Personhood
Ring Theory of Personhood (‘Ring Theory’) consists of four
domains that have, through the analysis of the patient’s case,
been shown to be key elements to local conceptions of person-
hood. These domains are depicted as rings. The manner that
these rings interact with each another forms the basis for their
positions within the Ring Theory.

Innate Personhood
Housing these beliefs in Innate Personhood is the innermost
ring of the Ring Theory of Personhood (‘Innate Ring’). The
Innate Ring is founded on the notion that all persons are
imbued with human dignity and rights, irrespective of their
stage of development or deterioration as a result of their con-
nection with the Divine and or simply as a result of being alive
and having human physical characteristics.20 25–28 The Innate
Ring begins at conception and ends only with death.

There was variance in religious beliefs and cultural backgrounds
within the members of the patient’s ‘inner circle’; however the
various members of the patient’s ‘inner circle’ maintained a
common notion of personhood, which was that all living persons
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deserved personhood. There was some disagreement as to when
this innate form of personhood began but all agreed that person-
hood was present from birth and ended only when the person was
biologically dead. This issue of determining the precise moment
when personhood ended was important to the family given that
the patient was deeply sedated for the last 48 h of his life.

Despite the array of religiosity and spiritual beliefs present
among the ‘inner circle’ there was a secular notion that acknowl-
edged that being alive and being human were pivotal to the
endowment of personhood. Being human and being alive and
potentially one’s links with the Divine are seen as the Core
Element of Innate Personhood (henceforth Core) owing to their
unchanging features.

Discussions with the ‘inner circle’ also raise a second element
to the Innate Ring, which is called the Secondary Ring. The
Secondary Ring contains the secondary elements of Innate
Personhood and encapsulates the Core (figure 1). The Secondary
Ring contains changeable features that include the culture, reli-
gion and social roles that a person is born into. These facets may
evolve with the taking of a new name, adoption of a new culture
and or the embracing of a new religion. This notion was evident
among a few of the patient’s ‘inner circle’ that chose to renounce
the faiths that they were born into in favour of a new spiritual
structure. While some classified themselves as free thinkers, a
number embraced Islam and as a result renounced their given
names and cultures for a Muslim way of life. These changes they
felt needed to be acknowledged in the Innate Ring given that it
influenced the manner that one then conceives their personhood.

Discussions with the ‘inner circle’, particularly with respect to
the Secondary Ring, highlight another feature about the Ring
Theory. Personhood is held to be maintained by the person
themselves as long as they are competent and are able to main-
tain their Individual Personhood. When Individual Personhood
is compromised then personhood is endowed by others. Much
therefore is dependent upon Individual Personhood.

Individual personhood
The second element of personhood, Individual Personhood, is
depicted by the Individual Ring and is built upon the Innate

Ring. It revolves around the higher functions of consciousness
that includes features such as self-awareness, self-control, ration-
ality and a sense of time, past and futurity as well as importantly
a continuity of this identity over time.3–8 This ring relates to a
person’s ability to maintain his or her own personhood.

The Individual Ring highlights two key features of the Ring
Theory of Personhood. The first is that it is the Individual Ring
that allows a person to maintain his or her own personhood.
However rather than being lost when Individual Personhood is
lost or compromised, as is the case when CSD is applied and
consciousness is suppressed, the Ring Theory holds that person-
hood persists as a result of the other rings. This flexibility in the
manner that personhood is conceived reveals the second feature
of the ring theory which will be addressed a little later.

On the issue of how personhood is conceived, those who
were in the patient’s ‘inner circle’ were clear on their belief that
the patient maintained his own personhood for as long as he
was conscious and competent. They added that when he was no
longer able to fulfil this role it was they who knew him best
should endow him with personhood in a manner that was con-
sistent with his beliefs, values and goals.

The patient’s ‘inner circle’ maintained that even though con-
sciousness may have been lost the character, personality and
indeed narratives of the patient were still retained within the
other elements of personhood and particularly within the
Relational Ring aided by the ‘scaffolding’ set out by the familial,
societal and religious roles that the patient was born into and
filled. These roles are seen to be specific to the patient and
maintained by the family and society, which are then imbued
with the particular characteristics and personality of the individ-
ual. Reliance upon social and familial roles and obligations high-
lights the acceptance of a further element of the Ring Theory,
the relational aspect contained in both the Relational Ring and
the Societal Rings that follow.

Relational Personhood
Relational Personhood is the third element of personhood and
is contained within the Relational Ring. The Relational Ring
contains those personal relationships that the patient considers
important. In the patient’s case, it is made up of the relation-
ships he shares with those within his ‘inner circle’. The close
personal ties the patient shares with his inner circle and thus the
basis of his Relational Ring is built upon the individual charac-
teristics and personality traits contained within the Individual
Ring.

Membership to the ‘inner circle’ and to the Relational Ring is
not limited to family members as the patient’s case clearly illus-
trates. The Relational Ring may include friends and even paid
carers. Membership of the Relational Ring is also not fixed and
can alter. In the patient’s case, his relationship with his uncle
with whom he had once enjoyed a close relationship was frac-
tured not long after his recurrence was diagnosed. This meant
that the patient chose not to involve his uncle in his life plans
and care decisions. Removal from his ‘inner circle’ meant that
his uncle was not seen as part of the patient’s Relational Ring.

Maintaining a control of membership to the Relational Ring
is deemed important to patients given that it is to these individ-
ual that patients turn to protect their interests and ensure that
they are cared for in a manner that is consistent with their
wishes, values and goals.

The Relational Ring is the means to protect and preserve the
individual characteristics and interests contained within the
Individual Ring highlighting the interdependence of the various
rings within the Ring Theory. The Relational Ring is built upon

Figure 1 The Ring Theory of Personhood.
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the Individual Ring yet it is the Relational Ring that preserves
the distinctive characteristics of the person as well as their inter-
ests once they are no longer able to maintain their own person-
hood. The Relational Ring also ensures that care of the patient
moves beyond simple reliance upon the familial, religious and
cultural backgrounds of the patient that are contained within
the Societal Ring.

Societal Ring
Societal Ring, which contains Societal Personhood, contains two
important elements. The first is that it contains the social, pro-
fessional and familial ties that are not felt to warrant a place in
the Relational Ring by the patient. As a result of their fractured
relationship, the patient’s uncle now belonged in the Societal
Ring. These relationships shared with the patient were not felt
to be sufficiently strong or personal enough by the patient to act
to protect their interests.

The second element of this ring is that it contains the societal,
professional and familial expectations and standards that the
patient and those within their various rings are subject to. These
expectations and standards are seen to police the actions of
those that care for the patient.

Within the local setting this would also include the manner
that familial obligations are met. Here all family members have
obligations to other family members to care for them to a
minimum standard that is set out by societal, familial and cul-
tural standards. These minimum standards of care are also
subject to oversight of legal and professional standards. Failure
to meet these standards in the eyes of the Societal Ring will
result in a ‘loss of face’. Ho et al20 defines the concept of ‘face’
within the local setting as “one’s personal honour and dignity
judged by his or her community. At the end of life, when the
presence of filial piety is considered to be paramount, not per-
forming one’s duties properly would cause one to ‘lose face.’
This humiliation, in a society where relationships are treasured,
is fearfully avoided”.

The Societal Ring also ensures that for patients who have no
Relational Rings or even Individual Rings are provided with a
minimum standard of care and a basic personhood that is in
keeping with local cultural, societal and professional standards.

Flexibility of Ring Theory of Personhood: personhood in
Singapore
Clinical experience and observations of local palliative care
patients and their families suggests that patients see preservation
of their personhood, particularly when they themselves cannot
maintain this faculty, as key.

Thus the manner that personhood is preserved must be flex-
ible and allow for personhood to be endowed when the patients
are no longer able to maintain their own personhood.
Personhood within the conception of the Ring Theory is not
solely dependent upon any ring as long as the patient is alive.
Personhood can be maintained by only the Innate Ring.

Flexibility in the Ring Theory is not limited to how person-
hood is preserved but also in the manner that the personhood
as a whole is conceived. The Ring Theory embraces a holistic
view of personhood that engenders conceiving personhood as
broadly as possible. Considering the effects of CSD upon the
patient’s personhood highlights that his Relational and Societal
Rings both see still envisage him as a person while his Innate
Ring ensures that personhood is maintained till his demise.

CONCLUSION
LiPuma9 suggests that the induction of deep continuous sed-
ation ostensibly till death with little ‘potential for future con-
scious states’ negates personhood and renders a patient ‘dead’.

A more realistic view of personhood is that contained within
The Ring Theory. First, The Ring Theory highlights the fact
that local conceptions of personhood are complex and require
good understanding of social, relational and societal factors.

Second, under The Ring Theory personhood is not conceived
to pivot solely upon consciousness and as a result is not lost
with the induction of treatments such as CSD. The Ring Theory
distances this treatment of last resort for the amelioration of
intractable suffering at the end of life from any comparisons
with the practice of euthanasia.

Finally The Ring Theory serves to better inform healthcare
professionals of the multidimensional nature of personhood and
aid in formulating a clinically relevant means of understanding
this concept which in turn will improve the provision of patient-
centred care to all palliative care patients.

This framework can be adapted to other settings and even to
other communities making the Ring Theory a credible means of
conceiving should personhood within the end of life context.

Learning points

▸ Personhood is not defined solely by the presence of
consciousness or the various elements contained within the
Individual Ring such as self-awareness and
self-determination. Personhood is in fact dependent upon
the various elements contained within the Ring Theory of
Personhood.

▸ Conceptions of personhood are flexible and depend upon a
holistic view of the patient, their psychosocial situation and
those of their family and carers.

▸ Personhood is not lost as a result of applications of
continuous deep sedation at the end of life.
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