


was being forced to participate more than preferred which was divided into the main attributes: being
forced to take responsibility; being forced to take decision; and being forced to comply and co-
operate. 
CONCLUSION 
Conducting the present analysis from a person-centred framework yielded the novel result, not 
documented in previous analyses, that not all PP is perceived as person-centred but can be 
characterised by communicational struggles with HCPs who either do not allow patients as much 
participation they prefer or force them into unwanted participation. Perhaps this lacuna in the 
previous analyses can be traced to the fact that patients have not been asked direct questions that 
could identify constrained PP, such as: ‘Have you participated less/more in your health care than you 
would have preferred?’ In any case, the attributes of constrained PP identified above must be 
regarded as a novelty in the literature. The illumination of constrained PP also raises the critical 
question if HCPs, in some instances at least, are acting in accordance with the implicit paternalistic 
assumption that it is in patients’ best interest that HCPs determine to what extent patients should 
participate in their own care, regardless of the patients’ preferences and wishes for participation. A 
paradox may lurk here: In order to satisfy the demands of anti-paternalism, some HCPs may see it as 
their moral duty to, so to speak, ‘force patients to be free’. However, such a radical form of anti-
paternalism may itself wind up as being paternalistic and disrespectful. 
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