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ABSTRACT
Objective: To explore healthcare professionals’
conceptions of the care of patients who are also
healthcare professionals.
Design: Explorative, with a qualitative,
phenomenographic approach.
Participants and setting: 16 healthcare personnel
within different professions (doctors, nurses, assistant
nurses, physiotherapists, occupational therapists)
were interviewed about the care of 32 patients who
were themselves members of different healthcare
professions, in one healthcare organisation in
Sweden.
Results: The care of patients who are healthcare
professionals was conceived in five different ways, as:
usual, dutiful, prioritised and secure, insecure and
responsive. An initial conception was that their care
was usual, just as for any other patient, and also a
perceived duty to treat them and to protect their right
to be a patient—as any other patient. Exploring further,
informants described that these patients did receive
secure and prioritised care, as the informants
experienced making a greater commitment, especially
doctors giving privileges to doctor–patients.
A conception of insecure care infused the informants’
descriptions. This comprised of them feeling
intimidated in their professional role, feeling affected
by colleagues’ stressful behaviour and ambiguity
whether the healthcare professional–patient could be
regarded as a competent professional. The deepest way
of understanding care seemed to be responsive care,
such as acknowledging and respecting the patient’s
identity and responding to their wishes of how
treatment was to be met.
Conclusions: Caring for healthcare professionals
seems to trigger different ethical approaches, such as
deontology and ethics of care. According to ethics of
care, the findings may indeed suggest that these
patients should be cared for just as any other patients
would be, but only if this means that they are cared for
as persons, that is, they are given ‘person-centred
care’. This would imply balancing between
acknowledging the vulnerable patient in the colleague
and acknowledging the identity of the colleague in the
patient.

INTRODUCTION
Caring for healthcare professional–patients
might entail challenges other than those
faced when caring for lay-patients, an obser-
vation that has foremost been reported anec-
dotally and almost solely in relation to
doctors caring for doctor–patients. Empirical
studies are needed to further investigate
‘doctoring’ doctors, but also to gain knowl-
edge from other healthcare professions, as
each profession constitutes a part of the
wholeness of care. As there might be risk of
emotional distress, knowledge of experiences
of caring for these patients might entail
awareness of one’s own reactions and this
might have implications for interprofessional
learning in order to provide good care.
The experience of doctors treating other

doctors has been an object of interest since
the 1950s, but has been reported mostly in

Strengths and limitations of this study

▪ A major strength was the inclusion of informants
from diverse healthcare professions caring for
patients who were also members of diverse
healthcare professions. As a uniform pattern was
discovered in the results, this might reflect a
shared interprofessional understanding of the
care for healthcare professional–patients.

▪ Another strength was the capturing of experi-
ences connected with concrete patient situations,
instead of capturing a general opinion of what
could be regarded as the ‘right’ way to care for
healthcare professional–patients.

▪ One limitation might be the recruitment method
—most informants actively communicated their
interest to participate. One could speculate that
these individuals had an urge to talk about these
complicated relationships. However, this was the
case in only half of the interviewed patient
situations.
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the non-empirical literature. A considerable amount of
anecdotal reports have been published, such as case
reports, correspondence, personal reflections and edi-
torials,1–5 and some have even been published in high-
impact journals.6–10 One older review was found, but it
comprised mostly of mental health, non-empirical
literature.11

However, four empirical studies were found about
‘doctoring doctors’12–16 (one reported in two papers:
refs. 14 and 15). All but one focused on general practi-
tioners’ experiences, that is, when the doctor–patients
were not severely ill. The care could be experienced as
rewarding,12 but provoked additional emotional
responses such as anxiety, awkwardness, self-doubt, feel-
ings of role ambiguity and difficulty in defining bound-
aries of the relationship.12–14 Behavioural responses of
both overinvolvement and underinvolvement of the
doctor–patient were experienced.13 14 Overinvolvement
could comprise overidentification with the patient and
being too sociable, as well as an urge to provide the best
care.11 13–15 Underinvolvement13–15 implied care not
being supportive enough17 and being suboptimal,
experienced due to the doctor–patients’ own preferred,
but inaccurate, treatment expectations.13 17

Despite the lack of empirical studies, authors have
made recommendations that doctor–patients should be
treated just like other patients,7 8 11 17 18 as also stated by
the British Medical Association.19 One article sum-
marised: “It is crucial they’re treated as patients,”17 and
other authors have emphasised that those patients should
be given the same information as lay-patients.7–9 17–19

Furthermore, authors have suggested that doctors should
avoid overly close identification with the patient,7 18 leave
plenty of time for discussions and deal openly with the
patient’s anxiety.7 18 Finally, it has also been stated that
doctor–patients have the same right to confidentiality as
other patients.18 19

Only two case studies were found about the experi-
ences of healthcare professionals other than doctors,
those being, nurses caring for a nurse-colleague.20 21

Similar to caring for doctors, the nurses experienced
anxiety and awkwardness.20 21 We have not been able to
find additional studies of other healthcare professionals’
experiences of caring for a colleague, yet we find it
likely that they also experience some kind of emotional
reactions in this care.
In summary, to enhance understanding of the phe-

nomenon of caring for another healthcare professional,
there is a need for both a broader and deeper under-
standing of this care, through inclusion of all healthcare
professions involved in the patients’ care and capturing
conceptions connected to concrete patient cases. In this
study, the term ‘care’ means treating, nursing or respond-
ing to a patient and also encompasses those significant
meanings that the various healthcare professionals place
in their interpretation of the term. Thus, the aim was to
explore healthcare professionals’ conceptions of the care
of patients who are also healthcare professionals.

METHODS
Design
An explorative design with a qualitative phenomeno-
graphic approach inspired by Marton,22 and Sjöström
and Dahlgren,23 was applied, in order to describe
various ways of conceiving and dealing with the phe-
nomenon, and to investigate the conceptions’ internal
relationships.22 According to Marton, in a group of
people, there seems to be a limited number of qualita-
tively different ways of understanding, making sense of
and dealing with a specific phenomenon, and that
insight has implications for learning.24

The present study was part of a larger project describ-
ing healthcare professionals’ experiences of being a
patient or being a family member of a hospitalised
patient.25 It was initiated by the board of a university
hospital in a Swedish County Region, with the purpose
of promoting organisational learning through generat-
ing knowledge from the experiences of various health-
care professionals.

Setting and participants
The recruitment strategy was a passive invitation to all
clinical healthcare personnel employed at three hospi-
tals in one Swedish County Region (approximately 4900
persons), through announcements on the intranet and
bill posting. The inclusion criteria were: having at least
1 year of professional experience and having contribu-
ted in the care given to a patient who is also a health-
care professional. Twelve persons contacted the project
team via email. Nine of these met the inclusion criteria.
To be able to recruit more persons and gain variation of
healthcare professions and specialty, we purposively
asked selected managers (eg, for rehabilitation) to
recruit informants at workplace meetings. Eight add-
itional persons then contacted the first author. In total,
17 healthcare professionals gave their informed consent
to participate (table 1). All were interviewed, but there
was one drop out from the interviews—an occupational
therapist—due to technical problems with the audio
recording, resulting in a total of 16 interviews to analyse
(table 1).

Data collection
Data were collected by means of semi-structured inter-
views by the first author, inviting the informants to both
talk about their experiences and to reflect on them
through a dialogue.22 Half of the informants chose to
be interviewed in their workplace and half in the office
of the first author. The informants each described
caring for between one and three healthcare profes-
sional–patients (figure 1).
The main inquiry was; ‘Please, tell me how you experi-

enced the care for this patient with a healthcare profes-
sion’. Additional questions centred on whether and how
they perceived differences in the care of the
healthcare-professional-patient compared to other
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patients. Follow-up questions were used, such as, ‘What
do you mean by …?’, and ‘Can you say more about…?’.
A pilot interview (not included in the study) was con-

ducted to test the interview questions, resulting in minor
reformulations. The digitally recorded interviews varied

between 30 and 80 min (mean 43 min) and were tran-
scribed verbatim by an experienced research secretary.

Data analysis
The phenomenographic analysis was inspired by
Marton,22 and Sjöström and Dahlgren.23 The focus of
the analysis was to find the various ways of how the phe-
nomenon of being a healthcare professional caring for a
healthcare professional–patient was understood and
dealt with.22 First, all data were read and re-read.
Second, quotes expressing ways of conceiving the phe-
nomenon were identified and formulated as short con-
densations or interpretations of conceptions, facilitated
by the software program NVivo 10.
Third, similar conceptions were grouped together and

reformulated, and preliminary categories of description
across the interviews were developed. Effort was made to
make sense of each particular conception in relation to
the collective. All data that related to general percep-
tions which were not grounded in the experiences of
the specific patient situations and the informant’s inter-
pretation of the patients’ experiences were omitted from
the analysis.
The process of analysis was iterative, moving from

the whole of the transcripts to the condensed, to the
preliminary descriptions and back again to make sure
that informants’ conceptions were correctly appre-
hended, and that all the ways of understanding the
phenomenon, not only the dominant ones, were iden-
tified. Preliminary ‘categories of description’
emerged, which were discussed in an iterative process
with the coauthors. After these explorations, the first
author went back to the data, recategorised, reformu-
lated or formulated new descriptive categories until
final agreement was reached.
The categorisation resulted in the generation of a

preliminary ‘outcome space’ (figure 2), where the
internal relationships between various ways of under-
standing the care were described. This included the
interpretation of a hierarchal relationship of levels of
understanding; from surface to deep understanding.22

This implied recategorisations in the light of the
whole and trying to grasp the relationships between

Figure 1 Illustration of the

distribution of narrations of caring

for patients of different healthcare

professional backgrounds, for

example: from the doctors, there

was one narration about one

assistant nurse–patient.

Table 1 Characteristics of the informants and the

patients discussed in the interviews

Informants n=16

Age; mean years (range) 41 (24–62)

Females/Males; (n) 12/4

Professions

Doctor 6

Registered nurse 4

Assistant nurse 3

Physiotherapist 2

Occupational therapist 1

Professional experience; mean years (range) 13 (2–34)

Reasons for participation in the study

Interested in science 6

Encouraged by manager 5

Complicated care for these patients 3

Emotionally affected by the patient

situation

2

Patients discussed in interviews n=32

Females/males; n 21/11

Professions

Doctor 13

Registered nurse 11

Assistant nurse 7

Physiotherapist 1

Condition

Neurological 7

Cardiological 6

Abdominal surgery (cancer, obesity) 6

Orthopaedic surgery (hip, knee, trauma) 3

Other medical (diabetes, poor general

condition)

3

Psychiatric 3

Other 4

Work relation/no relation with patient 11/21

Relation with patient perceived as

complicated/not complicated

10/22
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the categories until a final agreement was reached
among the authors. Also, the significance of the cat-
egories was assessed by determining the ‘frequency’ of
quotes and their ‘pregnancy’, elucidating which
aspects the informants had emphasised explicitly as
being more important22 23 (table 3).

Ethical considerations
An advisory statement specifying no objections to the
study was provided by the Uppsala Regional Ethical
review board (Dnr 2011/4589). A confidentiality issue
identified was the fear of revealing sensitive matters
related to a colleague and the risk of recognition, as the
setting was only one healthcare organisation. Therefore,
the informants were invited to read the manuscript and
were asked about any evidence of this risk, which was
refuted by the eight who responded.

RESULTS
Five ways of understanding the care of healthcare profes-
sional–patients emerged in the data; usual care, dutiful
care, secure and prioritised care, insecure care and
responsive care. All the conceptions were described by
almost all informants, but insecure care was described
most frequently (table 3). Usual care seemed to be the

most spontaneous and unreflected way of understanding
care, that is, on a surface level, and responsive care
seemed to be the deepest way to understand, comprising
all the other ways of understanding (figure 2).
Illustrative quotes are presented in figure 3.

Usual care
In the initial stage of the interviews, informants mostly
understood care as treating and responding to the
healthcare professional–patient as they would treat and
respond to any other patient. A conviction was described
of the caring not being any different to that of lay-
patients or that they had not reflected over whether it
was different. Informants described recognising that the
patient was a healthcare professional, but expressing not
being influenced by this (figure 3, Q1). This seemed to
be the surface (most shallow) way to understand the
care.
Regarding patients who were recognised as colleagues

in the hospital, the interaction was described as more
personal, but informants felt that they could still make a
distinction between the professional and the private role
(Q2). Also, there was an experience of having less diffi-
culty providing usual care to healthcare professional–
patients who seemed to see themselves solely as patients,
not as healthcare professionals.

Figure 2 Outcome space of the hierarchal relationship between various ways of understanding the care of healthcare

professional–patients, formulated as categories of descriptions and conceptions.
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Dutiful care
Providing equal care for healthcare professional–patients
could also be understood as an obligation; a duty to

treat these patients as any other patient. The focus was
on the informant’s own role. A major duty seemed to be
to adhere to the ward routines and ‘the rule book’. This

Table 3 The significance of frequency and pregnancy of the categories of description23 in the informants’ narratives: ‘+’

represents that the content of the category was mentioned only briefly and ‘++’ that the content emerged repeatedly and/or

was explicitly described (n=number of quotes for each category)

Informants

A. Usual care

(n=68)

B. Dutiful

care (n=103)

C. Secure and prioritised

care (n=111)

D. Insecure

care (n=266)

E. Responsive

care (n=85)

Doctor 1 + + ++ ++ +

Doctor 2 ++ + ++ +

Nurse 3 + ++ ++ ++ ++

Physiotherapist 4 ++ ++ ++ ++

Nurse 5 ++ ++ + +

Doctor 6 ++ ++ + ++ ++

Doctor 7 ++ ++ + ++ +

Nurse assistant 8 ++ ++ ++ ++ ++

Doctor 9 + + ++ +

Doctor 10 ++ ++ + ++ ++

Nurse assistant 11 ++ + + ++

Nurse 12 ++ + ++ ++

Nurse 13 + + ++ ++ +

Physiotherapist 14 + + ++ ++ ++

Occupational therapist 15 ++ ++ ++ ++ ++

Nurse assistant 16 + ++ + ++ +

Figure 3 Quotes for the categories of descriptions.
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strategy could imply stepping into an even more profes-
sional role in order to prevent mistakes.
Professionalism was defined as being much stricter,

being more objective in assessments, and being direct
and clear, without being afraid of harming the patient’s
professional pride (Q3). There was a conception that it
would be a relief if the patients removed themselves
from their professional role and that the patients would
get better care if staff realised that they were as vulner-
able as other patients. Other reasons conveyed for treat-
ing the patient as they would treat other patients were
related to patient safety and justice. This often entailed
giving the same information to them as given to other
patients.
Informants also felt a duty to seek support to be able

to treat the patient as they would any other patient, and
also a duty to influence and support colleagues to treat
the patient as they would other patients (Q4).

Secure and prioritised care
The focus was partly on one’s own role, partly on collea-
gues’ roles and also on the patient’s role. There seemed
to be an understanding that quality of care and security
for these patients was influenced by the fact that the
patient was a healthcare professional. This was particu-
larly expressed when the patient was a doctor.
Informants expressed being more inclined to be com-
mitted to healthcare professional–patients, that it was
right that these patients received additional benefits.
The efforts made for them could comprise shortcuts to
investigations and treatments, letting the patient choose
where to be cared for, and by whom and for how long.
Informants described making these efforts in order to
avoid mistakes, but also with the hope of treatment suc-
ceeding (Q5).
Colleagues were perceived to prioritise these patients

as they kept reminding the informants that these
patients were special, saying things such as, ‘just so you
know, she is a doctor’, or writing ‘nurse’ in the box for
diagnosis in the operation-chart. For the doctor–
patients, privileges mostly comprised of more thorough
investigations and treatment options, and doctors having
more contact with the patient and his/her family on the
ward. Nurses perceived that they received substantially
more support from the doctors in this care (Q6). Junior
doctor informants described a personal feeling of secur-
ity when they involved other senior doctor-colleagues in
the treatment of these patients, but they could also feel
excluded when senior doctors themselves suddenly took
over the responsibility for the care of the doctor–
patients.
There was also a perception that these patients them-

selves contributed to providing both secure and safe
care, in that their knowledge could be trusted, such as
knowledge of self-care and needing less information and
explanations. Experience of sharing professional knowl-
edge with a patient, particularly when the patient had

the same profession or was a workmate, was also
expressed as contributing to a feeling of security (Q7).

Insecure care
The focus of this category was on the informants’ own
feelings of insecurity when giving care, but also on their
colleagues’ behaviour and partly on the patient’s role.
This category dominated the informants’ descriptions
(table 3).
Informants could feel intimidated when learning

about the patient’s healthcare profession. Intimidation
due to the patient’s superior professional knowledge or
status was perceived as fear of exposing ignorance,
failing in front of the patient and an unpleasant experi-
ence of a swayed power balance (Q8, figure 3). For
some, it felt as though they were forcing themselves to
be natural, which in turn induced performance anxiety.
Feelings of being too intimate with a colleague-patient
were perceived as an emotional strain and there was a
conscious endeavour to maintain professionalism. The
feelings of insecurity comprised fear, embarrassment,
concern and compassion when identifying themselves
with the patients.
Many informants described feeling affected by their

colleagues’ stressful behaviour, such as creating a stress-
ful atmosphere around the patient and a loss of profes-
sional distance. They noticed how their colleagues’
change in attitude affected their own role. These situa-
tions could comprise feelings of being persuaded by
others to sidestep routines, resulting in undertreatment
(Q9).
Whether the healthcare professional–patients could

be regarded as competent professionals and their knowl-
edge could be relied on was perceived to generate feel-
ings of ambiguity. Informants expected the patient to
understand better than lay-patients and placed more
responsibility on them (Q10). Surprise was described
when these patients did not comply with the prescribed
treatment. For instance, patients rejected or overdosed
medicine or could not understand advice, such as why
driving was hazardous after stroke. This was related to
any healthcare professional–patient, but was reported
especially in older patients, those affected by a deterior-
ating medical condition, or patients working within spe-
cialities other than the informant’s own specialty. For
instance, this could involve a patient on a psychiatric
ward who was employed as a surgical nurse. Informants
described raised insecurity and being shocked by the
experience that trusting the patient’s professional knowl-
edge and overestimating the patient’s understanding of
their illness could be risky (Q11).

Responsive care
The deepest way to understand the care of patients with
a healthcare professional background seemed to include
those conceptions that paid equal attention to the par-
ticular individual’s needs and one’s own role in provid-
ing that care. This descriptive category focused more on
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the patient’s role and well-being than on the informants’
own emotions and behaviours. Acknowledging and
respecting the patient’s identity encompassed mostly
being sensitive to the patient’s level of knowledge, adapt-
ing the medical language, as well as trying to connect to
his/her knowledge. Informants were aware that it could
be a risk to trust the patient’s knowledge and that the
patients therefore should be treated as lay-patients, but
they expressed that their most important mission was to
acknowledge the patient as a person (Q12). This
centred on being respectful, but not necessarily follow-
ing the patient’s medical preferences; it was mostly
about respect for the person. This involved respecting
the preferred identity that the patient wished to reveal
and included respectful tactics such as giving the same
information as that given to other patients but present-
ing it as ‘this you probably already know’. Another
respectful strategy that the informants adopted was to let
the patient ask questions or to give them the opportun-
ity to demonstrate their knowledge by asking them
questions.
Responding to the patient’s wishes and how these

were to be met could mean being sensitive to changing
desires, such as shifting between being professional and
private. The most dominant adaptation related to pro-
viding information. Informants were sensitive to the vari-
able wishes of the patients of either wanting or not
wanting to speak in medical language (Q13). From their
experiences, they could conclude that these patients
should be treated individually, which implied responding
to them as healthcare professionals, patients, or both,
and being sensitive to their fluctuating wishes.

DISCUSSION
A broader perspective, including the conceptions of a
variety of healthcare professionals, offers a more
complex picture of caring for a healthcare professional–
patient than has previously been reported.7 8 18 19 The
findings are, however, in line with previous studies
reporting evoked anxiety in this care,12–14 20 21 which, in
the present study, was understood as insecure care. This
was particularly apparent in the care of doctors, which
further supports the notion that care of a doctor is
special.
A salient finding was how awareness emerged during

the interviews—from stating that these patients are and
should be treated just like other patients, to an under-
standing that they do receive prioritised care. It appears
healthcare professional–patients can be subjected to
either secure or insecure care; secure care compared to
the lay-patient regarding resources, but less secure care
due to the professionals’ insecurity. Awareness emerged
that responsive care is important for these patients, with
a focus on individual needs. This could mean acknow-
ledging either the patient in the colleague or the col-
league in the patient. Throughout the findings, ethical
issues arose around how these patients should be cared

for and therefore the findings will be interpreted from
an ethical perspective.
There was a notion among the informants of the prin-

ciple of a duty to not discriminate against these patients
and it seemed to emanate from a conviction that usual
care was the best care for healthcare professional–
patients. However, justice-related reasons were also given
to prioritise them. It could be argued, given that the
experiences of insecure care drastically outweighed secure
care, that healthcare professional–patients might have
different emotional needs.26 These needs might be
because of more input due to them having too much
knowledge, which might cause an increase in their
apprehension.27 To not acknowledge colleague patients
might lead to worse care, which in turn would imply
injustice.
The conception of prioritised care was judged as either

right or wrong by the informants; wrong when relating
how colleagues positively discriminated healthcare pro-
fessional–patients. However, the conception also entailed
aspects of secure care, because while informants per-
ceived that such discrimination was wrong, they also
described that positive discrimination contributed to
secure care. The judgements concerned mostly ‘doctor-
ing’ doctors and might support the notion of overinvol-
vement and underinvolvement, as previously
reported.11 13–15 The most complicated relationship
seemed to be between a junior doctor and a senior
doctor–patient, a finding that is consistent with those of
other studies.11 17 Teng et al12 showed that, with increas-
ing experience, anxiety decreased, so that might be a
reason to appoint senior doctors to care for doctor–
patients. However, such practice might imply unjust posi-
tive discrimination.
There was ambivalence in relation to whether or not

the patients’ professional competence could be trusted.
Informants were mostly judging the patient’s trustworthi-
ness, but this can also be interpreted as an analogy of
Aristotle’s golden mean; that this virtue exists between
two extremes.28 Being too trustful of the patient’s knowl-
edge might lead to unsafe care, a finding that has also
been previously reported.13–15 Being too mistrustful
might lead to degrading of the patient’s integrity. This
might be described as an ethical conflict between sacri-
ficing the value of control and sacrificing the value of
the patient’s autonomy in shared decision-making.3 In a
recent study, general practitioners’ strategies for doctor–
patients were either to ignore or acknowledge their
background, but there is no evidence about which strat-
egy is most beneficial.16

Responsive care seems to be the deepest way of under-
standing the care of these patients, as it may encompass
all the other ways of understanding the care, but it also
adds taking a non-judgemental perspective of the
patient. The other conceptions in this study were more
focused on deontological right or wrong, while this con-
ception was more in line with the theory of ethics of
care, expressed by Nortvedt et al29 as: “with the right
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intention and attitude, and respecting persons for who
they are, not merely because they are representatives of
a particular role (eg, being a patient) is important”.
Ethics of care may lead us to the notion of ‘person-

centred care’, as an ethical idea to treat the patient as a
person.30 In connection with responding to the health-
care professional–patient, either as a patient or as a col-
league, the aspect of understanding the whole of the
person30–32 and respect for “who they think they indi-
vidually are”31 33 seemed to be essential. There are,
however, different definitions of person-centred care,31

and some question as to whether it implies respecting
the patient’s autonomy and preferences.30 33 In the
present study, respect for patients’ medical preferences
did not seem to be included. Responsive care centred
more on respecting the identity that the patient wished
to reveal, as also reported by others.30 Thus, the defin-
ition of person-centred care that is most in line with the
present findings seems to be “comprehensive care that
meets each patient’s physical, psychological, and social
needs” (p.8).31 For a patient whose profession is an
important part of their identity, there might be a risk of
infringing on the person’s integrity and dignity if they
are treated the same as any patient. The reverse is also
true—their integrity and dignity might be compromised
by revealing sensitive psychosocial facts about the patient
beyond those that are medically motivated.32

A strategy used by the informants in this study, in their
interactions with healthcare professional–patients, was to
ask questions to acknowledge the patient’s knowledge.
This strategy was also identified in Fox et al’s study of
former doctor–patients.13–15 Grounded in their own pre-
vious experience of disempowerment as patients, the
doctors had been more motivated to ask questions
instead of only informing, in order to empower the
patients.13–15 Person-centred care may not contradict the
previous recommendation of treating the healthcare
professional–patient in the same manner as other
patients, as long as other patients are also acknowledged
for their own preferred identity, such as being an engin-
eer, mother, dog-breeder and suchlike.
Finally, information has previously been reported as

an important issue,7–9 17–19 and recurred in most of the
informants’ narrations in this study. They had different
perceptions about whether or not the information
should be adapted to suit the patient who is a healthcare
professional. When practicing responsive care, informants
expressed sensitively adapting the information to the
perceived identity and perceived capacity of the patient
while conforming to relational-oriented ethics.

Strengths and limitations
It could be argued that the heterogeneous sample of a
variety of healthcare professions might be considered as
a weakness, as the professions have different roles in
caring. However, despite this and also other variations,
in age, specialty and profession of the patients, a
uniform pattern was identified in the informants’

conceptions (table 3), which we consider to be a major
strength in the study. From the perspective of the
phenomenographic method, the variations seemed to
exist within the individual healthcare workers and were
connected to their relationships with different patients.
The uniform pattern might reflect that healthcare pro-
fessionals from different professions share an under-
standing of the care that should be provided to
healthcare professional–patients.
Another strength was that capturing the experiences

connected to concrete patient situations rather than
simply generally describing how informants dealt with
these patients contributed to a rich understanding of
the phenomenon. An argument to be made is that there
is a stipulated difference between descriptions of how
you have dealt with a concrete situation compared to
how you perceive that you generally act. There were
general reflections made in the interviews, but these
were omitted from the analysis, according to phenom-
enographic method.
One threat to the trustworthiness of the study might

be the recruitment method—informants actively com-
municated their interest to participate. One could
speculate that these persons had an urge to narrate
about complex relationships. This was the case in half of
the interviewed patient situations, but some informants
did describe both, complicated and uncomplicated
relationships.
The first author constantly probed whether the infor-

mants’ perceptions were connected to the fact that the
patient had a healthcare profession. One might argue
that this might have provoked the informants to focus
more on the differences between this care and that pro-
vided to lay-patients. However, if this follow-up question
had not been used, it would have been impossible to
know whether the conception was connected to the phe-
nomenon or not.

CONCLUSION AND RELEVANCE TO CLINICAL PRACTICE
Caring for healthcare professionals seems to trigger
different ethical approaches, such as deontology or
ethics of care. According to ethics of care, the findings
may indeed suggest that these patients should be cared
for just as any other patients would be, but only if this
means that they are cared for as persons, that is, they are
given ‘person-centred care’. This would imply balancing
between acknowledging the vulnerable patient in the
colleague and acknowledging the identity of the col-
league in the patient. To improve care for healthcare
professional–patients, we suggest a qualitative
meta-analysis of studies of the experiences of both,
healthcare professional–-patients and healthcare profes-
sionals, in order to connect their perspectives.
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