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ABSTRACT
Objective: To better understand the complexities of
developing an effective psychiatrist–patient relationship
when both people involved are doctors.
Method: In-depth, semistructured interviews were
conducted with 11 doctors with experiences as
patients of psychiatrists (DPs) and eight psychiatrists
with experience of treating doctors (TPs). A thematic
analysis was undertaken.
Results: The medical culture of unrealistically high
standards with limited room for vulnerability and
fallibility, vigilance for judgment and valuing clinical
over personal knowledge affected both people in the
relationship. DPs struggled with the contradictions
involved in entering the patient role but tried hard to be
good patients. They wanted guidance but found it hard
to accept and seldom communicated dissatisfaction or
disagreement to their TPs. They described widely
varying responses to diagnosis and treatment within
the biomedical model. TPs described enjoyment and
satisfaction and extreme challenge in engaging with
TPs. Despite focusing on providing ordinary care they
described providing extra care in many ways.
Conclusions: This study brings forward important
issues when a psychiatrist is building a therapeutic
relationship with another doctor. These are also likely
to arise with other people and contribute to making
truly patient-centred ‘ordinary care’ a hard ideal to
fulfil. They include: (1) doctors’ sense of ourselves as
invincible, (2) TPs’ sense of personal connection to,
and identity with, DPs, (3) having extensive medical
knowledge and (4) striving to be good patients. We
need to make these issues explicit and enable the DP
(or other patients) to tell their story and speak about
their experience of the consultation so that any
potential rupture in the therapeutic relationship can be
addressed early.

INTRODUCTION
Doctors are people too. Yet as a profession
we have a tradition of holding superhuman
expectations of ourselves and each other.1–4

Doctors in a range of contexts have been
identified as holding a view that we, unlike
our patients, are invulnerable to disease or
just not permitted to be sick.2 5–7 Doctors

also fail to use usual traditional channels of
help-seeking for healthcare.7 Mental health
needs occur in doctors at rates at least equal
to those in the general population and rates
of completed suicide are higher.8 Despite
this, levels of stigma attached to mental
illness in doctors are still high in the medical
profession.8 There appear to be particular
barriers in seeking mental healthcare.5 8–12

The doctor–patient relationship has received
increasing attention in recent decades. There
is widespread commitment to patient-centred
medicine and shared decision-making.13 The
common elements of communication which
contribute to building a therapeutic relation-
ship include exploring patients’ perspective,
using open-ended questions and biomedically
focused questions, showing empathy and joint
strategy development.14 15 There are significant
differences between and within individual
patients, as to their preferences for a partner-
ship model or more paternalistic
approaches13 16 but the contribution of phys-
ician empathy to patient satisfaction is clear.17

The focus on patient-centred medicine
and physician–patient communication is
widespread in medicine generally, but atten-
tion to them within psychiatry has been
limited.18 The quality of the therapeutic alli-
ance has a consistent moderate relationship
to psychotherapy outcomes.19 20 There is also

Strengths and limitations of this study

▪ The major strength of the study is that it pro-
vides in-depth, experience-based data, where
data are lacking: experiences of doctors
engaging in mental healthcare with psychiatrists,
including doctors with extreme mental health
challenges.

▪ Another strength of the study is the different
insider perspectives of the two authors including
a doctor–patient perspective.

▪ Limitations of the study include a self-selection
bias and a small sample size where doctors
working in psychiatry are over-represented.
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an association between therapeutic relationship and out-
comes across a range of areas of mental health, includ-
ing severe mental illness.21 Psychiatric patients described
the therapeutic, helping relationship as the most import-
ant aspect of care.22 Patients in assertive outreach teams
described a partnership model of therapeutic relation-
ship as important for engagement.23

Although there are no previous studies on the devel-
opment of the psychiatrist–patient relationship when the
patient is a doctor, studies on providing general health-
care to doctors and doctors’ illness experience often
include doctors with mental health issues. Primary care
providers have reported that when treating doctors they
experience an emotional connection, and an assump-
tion of having their performance evaluated.10 The
experience of providing care to another doctor was
described as ‘like sitting an exam’.24

Doctors in these studies experienced discomfort,
shame and embarrassment with the patient role.7 24

They struggled with a number of issues; these included
being unwell at all; imposing on another doctor’s time
and being judged for their level of concern about a
trivial illness or for their own diagnosis and treat-
ment.2 3 6 7 11 24 25 They described being a doctor as an
important aspect of their identity and as patients they
were particularly aware of the potential risk to their
ability to practice.3 11 26 27 Maintaining control over
their treatment was also an issue.24 26 They tried to be
good patients28 and described being watchful of the per-
formance of their treating doctors.24 26 They wanted a
doctor who showed competence and decisiveness,
someone they could respect, preferably senior to them
with limited emphasis on patient-centred qualities.24 26

They found it less easy to be open with a colleague and
identified being treated differently because of being a
doctor as unhelpful in some ways.24 26 29 Doctors felt
their lived experience as a patient improved their own
professional practice.24 25 30 31

Doctors in these studies engaged in denial of their
healthcare needs and chose doctors to consult who were
less likely to challenge this denial.2 Doctors minimised
attention to their own health needs and those of their
general practitioner (GP) practice partners.11 Doctors’
friends and colleagues had difficulty identifying and
speaking with them about their mental health con-
cerns.5 It may be that all the aforementioned issues are
more apparent in the area of mental health.9–12 32 In
contrast, doctors and their families made good use of a
psychologists’ practice.33

The aim of this paper is to present experiences of
doctor–patients (DPs) and their treating-psychiatrists
(TPs) in developing a therapeutic relationship.

METHOD
This was an exploratory qualitative study using in-depth
interviews to obtain rich, descriptive accounts of the

experiences of doctors, both as patients and as providers
of treatment to doctors with mental health issues.

Recruitment of participants
Recruitment was challenging. Once we had gained
ethical approval (AKY/04/12/344) we approached the
Medical Council and a doctor who provided support to
other doctors with mental health issues, for assistance.
Both declined due to concerns regarding doctors’ sensi-
tivity about confidentiality. One of the researchers (PR)
was the first participant. One participant was recruited
via letters sent out to psychiatrists. Another offered to
participate after hearing a presentation of some prelim-
inary data. The remaining doctors were recruited via
support networks (eg, a notice about the research was
posted on an online support group website) or other
participants.5 Thirteen were approached and eight
agreed to participate. Thus there were 11 DP
participants.
We approached 11 psychiatrists using purposive sam-

pling to include a range of participants from different
workplace settings and practice orientations (eg, private
vs public practice, psychotherapy vs pharmacotherapy
focus, roles with regard to Medical Council and other
potential referrers of doctors). Eight agreed to be inter-
viewed. All TPs were known to one or both of the
researchers.

Data collection
Two interviews were conducted by JS alone, with the
remainder undertaken by both of us together. Audio
recordings were made of all interviews. Participants were
encouraged to take the time they needed, and some DP
interviews were completed over two meetings (1–
1.5 hours in length). Interviews were held at a place of
the participant’s choice, and these included either their
homes, a hotel or workplaces.
As part of the consent process, participants identified

a support person and gave us permission to contact
them if we had concerns for their well-being. Interviews
started with open questions to encourage participants to
speak freely, followed by more focused questioning to
elicit greater detail. DPs were invited to speak about
their experiences of identifying and living with mental
health issues, accessing mental healthcare, and the
development of their relationship with the treating
psychiatrist; this was undertaken with a particular focus
on the contribution of their professional role as a
doctor. TPs were interviewed following the DPs. They
were initially encouraged to talk about their experiences
of, and responses to, engaging with DPs. Following this,
they were specifically asked about the themes that
emerged from the DP interviews (eg, role of profes-
sional knowledge, responses to receiving a diagnosis and
medication, and reluctance to take time off work). As
data analysis was ongoing during the data collection
phase, the interview questions were modified and
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adapted throughout to take into account the emerging
themes and ideas.

Data analysis
Interviews were transcribed, returned to participants for
review and/or correction and then reviewed by JS, who
removed any identifying data. Following this we devel-
oped a thematic framework.8 NVIVOi (a data analysis soft-
ware package) was used by both researchers to code the
data independently, and results were compared and con-
trasted. Any differences identified (eg, exceptions for
emerging themes) were discussed. This process was
repeated over the period of the study, with the transcripts
revisited and reviewed until agreement was reached. Draft
analysis was emailed to participants for comment,34 with
the analysis endorsed by all those who responded.

Insider perspective
As doctors working in psychiatry, both authors have
insider perspectives (albeit different) with regard to the
research topic. JS works in acute adolescent inpatient
psychiatry (regularly using biological and psychological
treatment approaches within the context of compulsory
care) and PR has worked psychologically in a rehabilita-
tion context with adults with severe and chronic psychi-
atric disorders.
PR has a more specific and significant insider perspec-

tive, in having had repeated experiences of psychosis
and personal experience of engaging in care with psy-
chiatrists about which she has written and spoken pub-
licly.35–37 This was essential in the recruitment of
participants and valuable in building trust. However, an
insider perspective entails a risk that participants will
assume a level of understanding, and that insider
researchers may project their ideas onto participants
(although outsider researchers are not immune to
this38). There are also potential risks of researchers
assuming understanding and limiting participants’ dis-
closures to those consistent with the researcher’s insider
perspective.39 To address this risk, JS interviewed PR first
and an analysis of her interview was undertaken before
the other interviews, so that PR’s insider perspective was
explicitly available to both researchers. We could then
look for similarities and differences with the other parti-
cipants, and manage the influence of her perspective on
the data collection and analysis processes. All interviews
included a researcher ( JS) without this insider
perspective.

RESULTS
Description of the sample
Nineteen doctors took part in the study, including 11ii in
the role of a DP and 8 TPs. There were 22 interviews in

totaliii. Within the DP category, five men and six women
were interviewed, aged between 32 and 54 years. DPs
identified themselves as being treated by their psychia-
trists for the following diagnosesiv: depression (N=8),
psychosis (N=3), bipolar disorder (N=2), generalised
anxiety disorder (N=1) and polysubstance dependence
(N=1). At the time of initial identification of mental
health needs, two had been working in psychiatry, six in
general practice, three as hospital junior medical staff,
one a student and one a specialist. Four changed career
direction and were working in psychiatry at the time of
the interviews. The length of time off work owing to
mental illness varied from less than a month to 2 years.
Eight TPs were interviewed, including five men and

three women, aged between 44 and 67 years.
Participants’ current employment at the time of the
research included full time roles in either private prac-
tice or the public sector, or a mix of both. All engaged a
range of strategies in their work, including some with a
focus on psychotherapy.

The culture doctors work in
Both groups of participants spoke in some depth about
the culture doctors work in. Medical culture, as they
described it, was characterised by explicit and implicit
demands for intellectual capacity, impeccable profession-
alism, extensive evidence-based knowledge, respect for
seniority and authority and ‘perfection’ with regard to
work performance. Several described poor self-worth
despite high achievement beginning in childhood, and
some recounted childhood patterns of denial of painful
emotion. Rigorous expectations in medical school and
the bullying culture of early work years were described
as having strengthened patterns of self-dissatisfaction
and having instilled a relentless striving for excellence.
Participants reported limited room for fallibility, vulner-
ability or illness—and felt that they were constantly ‘up
for judgment’ (TP 1), by themselves, colleagues, the
wider profession and the general public. There were no
apparent differences in how this was described by men
and women in this study.

DPs: taking up the patient role
Given the above, DPs described taking up the patient
role as confusing, at times humiliating and challenging
to their identity, eg:

You get into all these sorts of confused ideas about who
am I and why am I doing this and what is it about…am I
a professional, am I a patient and trying to hold all of
that together. (DP 1)

They spoke of the importance of being ‘open and
honest’ (DP 3) but also of striving to be, and be seen to

iRefer www.qsrinternational.com for further information on the
software.
iiThis included one of the researchers.

iiiSome participants were interviewed twice.
ivSeveral DPs identified more than one diagnosis.
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be, ‘good patients’ (DP 2–5). They were concerned
about being judged by another doctor, and ‘being seen
as demanding’ (DP 2). Thus, they reported that they
often minimised their difficulties and distress:

Giving my history in an ordered way, attending appoint-
ments as instructed…I didn’t want to be troublesome.
(DP 5)

There’s wanting to put on a good face type of situation
(DP 2)

In line with this, the DPs spoke of their concern for
how the interaction was for the TPs. Even when they
were in positions of need, DPs were trying to manage
their behaviour and take responsibility for their treating
doctor. For example, when the DPs shared unsatisfactory
experiences they softened their criticism, often taking
the blame on themselves. Typical comments included:

And I suspect it was a thoroughly horrible situation for
[psychiatrist] as well. (DP 6)

I didn’t want to appear too assertive and too knowledge-
able and too threatening. (DP 3)

DPs described their professionally acquired knowledge
as sometimes unhelpful in the patient role. Some
expressed a view that their training had taught them to
focus on diagnosis, rather than getting to know the
person or hearing their story. They described knowing
how to report symptoms as patients, but lacking the cap-
acity to fully tell their stories or articulate their subjective
distress. Others reported that they found it hard to
bring forward personal knowledge and experience, or
that ‘overintellectualising’ got in the way of effectively
engaging in care:

It [training] keeps you away from a feeling state…allows
you to stay even more in your head. (DP 4)

You end up talking about brain biochemistry to your
doctor which doesn’t fix the problem at all (DP 7)

I wasn’t listening to the cry of my heart, I wasn’t listening
to my pain, I wasn’t listening to the truth I knew about
what had happened and who I was. (DP 3)

Relationship with the TP from the DP perspective
Forming a therapeutic relationship with a professional
peer was difficult for DPs. Indeed, several participants
highlighted that they did not find it helpful to engage
with their TP as a colleague, but preferred them to give
authoritative recommendations. While some described
feeling relieved when such recommendations were
given, others rejected them. However, they generally did
not let the TP know of their differing views, with some
reporting that they appeared compliant, but then disen-
gaged from the therapeutic relationship:

[Psychiatrist] immediately made up his/her mind that it
was clearly biological cause which I totally disagreed with
and that was fine, let him/her talk and ramble on. (DP 7)

I’m actually not going back now, that’s me, I’ll just get
your okay to increase my prescription and say, I’m just
going to go now and I’ll go to my GP, (DP 6)

For some, a reluctance to voice disagreement or dissat-
isfaction was because they feared losing the relationship
or being pathologised if they criticised their psychiatrist:

Doctors don’t want to know if their patients are angry
with them. Doctors want to feel really good and helpful
and wonderful. (DP 3)

There were exceptions to this. One DP was comfort-
able openly challenging their psychiatrist, as evident in
the following interview extract:

I said I want another option. I have no bipolar dis-
order…I was very clear about it. (DP 8)

Treatment experiences
DPs’ experiences of being in treatment and being diag-
nosed as having something ‘wrong’ with them was chal-
lenging—and the research identified a broad spectrum
of responses to having their experience conceptualised
within a biomedical model. Some found it helpful, some
moved between accepting and rejecting it, some railed
against it—and others found it unhelpful:

[Psychiatrist] just said ‘you’re depressed’ and started me
on [medication]…it was just again that huge sense of
relief that I just, I’m unwell and I’m doing something
proper about it. (DP 5)

I went because I thought I was having a few problems.
And [psychiatrist] told me I was depressed and that I
needed antidepressants and I was devastated (DP 4)

While all DPs described being prescribed medication
by their psychiatrists at some stage, some initially self-
prescribed (often with unhelpful effects). Again, a spec-
trum of responses emerged. Many experienced only
temporary relief accompanied by unpleasant and distres-
sing side effects. Some became increasingly stressed and
unnerved by their non-response to medication or, at
worst, to the medication’s exacerbation of their distress.
Some experienced immediate or gradual relief, whereas
one found that being off medication altogether in the
context of a therapeutic environment brought healing.
Examples of comments in relation to medication
included:

I just take it and I don’t give it much thought really.
Except I know they keep me well and I don’t stop. I
mean I realized very quickly that they worked. (DP 9)

4 Stanton J, Randal P. BMJ Open 2016;6:e010216. doi:10.1136/bmjopen-2015-010216

Open Access



I didn’t want to be a doctor. I didn’t want to be a diagno-
sis. I didn’t want to be on medication. I wanted and
needed to be me…as I learned to live with myself then I
kind of…this illness thing evaporated. (DP 4)

The two people in the room
A minority of DPs reported that they were able to tem-
porarily ‘let go’ of their doctor identity, and described
this as a long and painful process, and a crucial part of
healing. In the following extract, one research partici-
pant describes the experience of talking openly about
the anxiety they experienced in the doctor role:

I’d never talked to anyone about it before in my life. I
didn’t know you could, thinking back, I just didn’t know
you could do that… (DP 10)

DPs described how much they appreciated the TP
being available to them as a person, and demonstrating
interest in their story. They highlighted the value of
feeling safe to talk freely, the initially painful but ultim-
ately positive experience of being able to ‘leave the
white coat at the door’ (DP 4), let go of the doctor role
and be themselves with their vulnerability, often more
readily with a senior clinician:

Not bound by ‘I’ve got to fill in my risk assessment docu-
ments and I’ve got to give you a diagnosis’. It just felt
like, actually ‘I’m here and I’m listening to you and I’m
going to do whatever I need to.’ (DP 6)

When TP’s engaged in a more personal way it some-
times created anxiety or raised concerns for DPs. For
example, when TPs asked about colleagues they knew in
common, one (DP 5) felt concerned about adequate
attention to confidentiality. Others described feeling
uncomfortable when TP’s were open about a lack of
diagnostic clarity (DP 7) or rang them at home (DP 6).

TP’s: providing ordinary care in the context of the medical
culture
A recurring theme for TPs was the desire to provide
‘ordinary care’ (TP 2–5). They described working to
provide the same level of intervention and professional
relationship that they would for any other patient. This
included screening, treating and charging DPs in a
standard manner. TPs described feeling connected to
DPs and aware of the risk that collegiality might com-
promise care.
TPs generally reported that they enjoyed working with

DPs, given that they were a resourceful group, with
potential for good treatment outcomes. Some TPs spoke
of DPs being no different from other educated, high-
functioning patients. They described the experiences
they both have, and common identities as doctors as
increasing empathy and facilitating rapport. In this way,
some viewed the DPs’ medical knowledge as helpful,
and providing a connection between the two parties.
There was also a sense that this could be happening to

them, ‘there but for the grace of God…’ (TP 5, 6).
Overall, interviews with TPs showed a sense of their
warmth, generosity and goodwill towards doctors pre-
senting with mental health issues, and a strong desire to
contribute to their well-being:

I’m a doctor and I care about doctors, yeah, part of it’s
about treating your own kind, like helping people in your
own family. (TP 2)

Despite the intention to provide ordinary care TPs
described making themselves more available to DPs and
taking extra measures to maintain confidentiality.

Challenges from the TP perspective
All TPs described challenging aspects of working with
DPs, and some experienced particular discomfort or dis-
tress if they found engagement with the DP difficult. For
example, it was reported that a tendency for DPs to min-
imise their concerns led to late presentation and created
challenges to assessment and care. Moreover, once in
treatment, some DPs demonstrated an ‘impression of
cooperation’ (TP 7) which often turned out to be false.
TPs also spoke about a loss of connectedness following
disclosure of certain aspects of the DP’s personal life
(eg, domestic violence).
TPs highlighted that the collegial relationship which

‘sits in between’ (TP 4) could make interactions during
treatment difficult. They were treating a colleague, and
did not want to jeopardise the relationship. They
described both ‘over-reacting and under-reacting’ (TP
4) or overcompensating in terms of informed consent,
and being slower to push for particular interventions.
This was most acute when facing the possibility of com-
pulsory hospitalisation:

I think if s/he’d been a lawyer or a policeman or a
teacher I might have sectioned him/her…s/he did not
get best service because of being a doctor I was so reluc-
tant to section him/her. (TP 6)

TPs spoke of heightened self-monitoring or a desire to
impress, given that they were being observed by another
doctor. Most described feeling that they were vulnerable
to criticism by the wider medical community, should
adverse events occur (eg, suicide of a DP).
Overall, the experience for the TP appeared to be

heightened positively and negatively when the patient is
a doctor. Of note, some TPs highlighted that variable
behaviour was common among DPs, which meant that
treating this patient group could range from very satisfy-
ing to extremely challenging:

Ranged from being extremely enjoyable, rewarding, inter-
esting, worthwhile to being one of those things I had to
do but wanted to get out of (TP 2)

They’re either being good patients or being really diffi-
cult and foul and revolting. (TP 6)
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Good patient behaviour was noted by some TPs but
the striving of DPs to be seen as good patients was not
described by TPs even when asked about it.

What facilitates an effective psychiatrist–patient
relationship from the TP perspective?
A number of issues were highlighted when discussing
factors that had facilitated an effective relationship with
DPs. For example, TPs talked about how helpful it was
to be older and/or more senior than the doctors they
were treating, or to have previous experience in treating
DPs. Engaging in supervision with colleagues with
experience in this area was particularly beneficial.
Some TPs highlighted the value of their own therapy

or illness experience. This included, for example, a
greater understanding of the challenges involved and
the need to take time off work, as well as the signifi-
cance of no longer having to report to the Medical
Council as an impaired professional:

It’s brilliant, I really love the fact that I’ve been
depressed….It stinks as an illness but it’s a great extra
dimension as a psychiatrist. (TP 5)

I feel really comfortable to talk about [taking time off
work] because it’s part of my experience and I talk about
how I push myself to work, even though I know probably
that it would be better for me to take some time out…I
find that easier really because there’s a bit of a connec-
tion yeah. (TP 5)

In contrast, another TP described how the increased
understanding of the DP’s situation could increase their
awareness of the complexity of giving appropriate
advice:

I should probably have taken time off….But I didn’t so I
know how hard it is to. That’s the other thing—well if I
can do it they can do it….There’s also the—well I
shouldn’t have done it and maybe if someone had told
me really firmly you shouldn’t do it…. (TP 6)

DISCUSSION
Strengths and limitations
This study provides rich and experience-based data in
an area with a dearth of research. We have not been
able to identify any other published research which
explored the engagement of doctors as patients in
mental health care. The study is ‘user-led’ research40

with the potential benefits of an insider perspective in
increased understanding of the significance of the data
and the risks of overinvolvement.41 The sample includes
doctors with experience of severe illness diagnoses who
are barely mentioned in the research. The insider per-
spectives of both researchers as doctors and particularly
PR’s insider perspective as a patient of a psychiatrist
were essential in recruiting.
There is a self-selection bias and doctors who chose to

work in psychiatry after the onset of their DP experience

are over-represented which may raise concern about the
generalisability of the results. But the similarities
between their experience and what has been described
by doctors accessing general medical care and other
people indicates they are not outliers.

General findings
The results of this study indicate that when a psychiatrist
has a doctor as a patient there is risk of adverse effects
on the quality of care and even harm. In the process of
building a therapeutic relationship the two people in
the room are simultaneously negotiating a person–
person relationship, a doctor–doctor relationship and a
psychiatrist–patient relationship, all within the medical
culture.
From the descriptions of the TPs and DPs it appears

that aspects of the medical culture, in particular the
limited room for fallibility and vulnerability, vigilance for
judgement against falling short of high standards and
the tendency to value clinical rather than personal
knowledge, affect both doctors in the relationship. This
has the risk of the problematic aspects of the medical
culture working in negative synergy, as described previ-
ously.2 5 11 Understanding of the development and
impact of the medical culture is emerging. A bullying
culture and high expectations during training, as identi-
fied in this study, have been documented over many
decades42–44 and been demonstrated to be difficult to
eradicate.45 Much of the process of handing on unhelp-
ful values in medicine is implicit46 47 and continues post-
graduation.48 49 Elements of this ‘hidden curriculum’
can undermine what is taught explicitly in courses cover-
ing areas such as communication skills and ethics that
are designed to increase doctors’ capacity to develop
healing relationships.50

The challenges TPs described, in terms of feeling par-
ticularly connected to, or identifying with, DPs are
analogous to challenges in treating family members.
Doctors are often prohibited from treating family
members and, where there is no alternative, to focus on
offering ordinary care.51 The TP’s in this study
described ordinary care as care they would provide to
any other patient. In recent years patient-centred care
has become the accepted norm for best practice, or
ordinary care.13 For doctors, being a doctor is a signifi-
cant part of our identity.3 11 26 27 DPs in this study spoke
of both the need to be able to be present as a whole
person and the need to leave their white coat at the
door. Providing patient-centred, ordinary care for
doctors needs to take account of the whole person,
including the recognition and understanding of the
impact of the medical culture on doctors’ identity and
needs as a person.
The situation with two doctors may be even more com-

plicated than for a doctor treating a family member.
There is a fragility to the connectedness within the
medical culture. Regard is not unconditional, but
dependent on meeting the unrealistically high standards
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described above. As mentioned, bullying and stigmatis-
ing are common.8 42–44 In addition to the high level of
scrutiny and judgement doctors have for themselves and
each other there is also the shadow of the medical
council with the possibility that the DP could lose their
ability to work as a doctor.
DPs in this study described also applying the need to

meet these high standards by being ‘good patients’,
despite the contradictions between the role of the
patient and that of the doctor. Some of the DPs
described using their doctor knowledge to take up this
‘good patient’ role, giving symptoms but not revealing
their whole self, engaging with the TP by seeking and
accepting treatment within the biomedical model,
valuing the psychiatrist’s knowledge more than their
own. This involves consideration on all sides, not
coming into conflict or questioning, carefully monitor-
ing and judging their own behaviour and aware of the
monitoring and judging likely to be going on in the
other. DPs for whom this works well could be some of
the examples the TPs describe as great doctors to have
as patients. However, for several this strategy did not
work.
The difficulties described by DP’s in this study demon-

strate many similarities to doctors’ illness experiences
cited above. However, this study shows a significantly dif-
ferent finding in regard to the spectrum of responses
DPs reported when they experienced psychiatrist’s treat-
ment within a biomedical model. A similar spectrum
also appears to be present in non-doctor patients.
Participants in a multicultural study, who identified a
biomedical cause for their illness, experienced more sat-
isfaction with their treatment.52 On the other hand,
authors with lived experience of psychiatric treatment
have described it as harmful and even ‘spirit break-
ing’.53–55 Double56 described the biomedical model as
denying the patient as a person. Biomedical models do
not appear to be helpful in reducing stigma.57 58

Concern about the medicalisation of human distress is
increasingly evident.59 60

Few, if any, psychiatrists would advocate a purely bio-
medical model. Much as patient-centred medicine was
embraced in general medicine in response to the dissat-
isfaction with the biomedical model,61 psychiatry has
embraced the biopsychosocial model.62 However, despite
the sustained advocacy and teaching of patient-centred
medicine, limited evidence on actual practice indicates
that medical practice may still be largely focused on the
biomedical aspects of medicine48 with a decrease in
patient-centred strategies.63 It appears that psychiatrists
are more likely to focus on the biomedical aspects of
patient care than issues of interest to patients as
individuals.64 65

In terms of what helps create positive DP experiences,
seniority was described as a desirable attribute, both by
the TPs themselves and the DPs in their psychiatrist. It is
of interest what features seniority brings with it, and how
to accelerate their development. More senior clinicians

may have more awareness of medical culture and be
more active in choosing what to assimilate.49 Findings
that empathy decreases over medical school66 indicate
the urgency of attending to skills in maintaining truly
patient-focused care. Effective interventions are available
to increase physician empathy67 and increase practice of
patient-centred medicine.14 15 68 Building of these skills
needs to be addressed in an ongoing way for psychia-
trists and other doctors alongside maintaining knowl-
edge of advances in biomedical research.
The issues identified by the participants in this study

may also be important in developing a therapeutic rela-
tionship with other patients. Features of the medical
culture may be present more widely. Showing vulnerabil-
ity in terms of health help-seeking can be challenging
for many, particularly for men.67 High personal stan-
dards and perfectionism are not restricted to doctors.69

Similarities in response to the biomedical model are dis-
cussed above. Reluctance to challenge clinicians may
also be common and expected where there is a per-
ceived power imbalance.70 The desire to be a good
patient, presenting positively without reporting concerns
or demanding attention, is common, and described as a
barrier to effective healthcare.71–73 Medical knowledge is
increasingly available to the general public via the inter-
net. TPs have reasons to feel connected to and identify
with a range of patients.
This means that strategies to address the issues raised

by the DPs may have a significant contribution to care in
general. For example, TPs were not aware that the DPs
were striving to be good patients. We may be missing
this process in our patients generally, despite decades of
awareness of ‘good patient’ dynamics.71

Moving forward
The risks of adverse experiences identified in this study
when a doctor engages with a psychiatrist indicate that
extra care needs to be taken of the therapeutic relation-
ship. Inviting reflection on the medical culture and the
challenges it entails for the DP taking up the patient
role may help both doctors manage its effects.49 Giving
the DP this paper to read may be helpful. Explicitly
checking for minimising, and encouraging the DP to
tell their whole story, including their lived experience of
‘symptoms’, may help avoid some of the pitfalls
described by participants in this study. Appropriate
supervision is clearly needed.
Small ruptures in the therapeutic alliance in psycho-

therapy which are effectively addressed are associated
with better outcomes.74 75 However, the results of this
study indicate that DPs are likely to conceal a rupture
from their psychiatrist. Part of the process of taking care
of the psychiatrist–patient relationship is to use specific
inquiry to identify any small ruptures in the alliance
early by: (1) asking how they are experiencing the con-
sultation, for example, ‘How well is this conversation
working for you?’ (2) checking the agenda, for example,
‘are we talking about the right things?’ and (3) checking
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how the approach (eg biomedical model, being pater-
nalistic/collaborative) is being experienced—’What are
you thinking/feeling about this approach?’.
These strategies also have the potential to be useful

for other patients. For example, it may be helpful for
patients generally to acknowledge the challenges in
engaging as a patient of a psychiatrist, to be supported
to bring forward lived experience and tell their story,
and use specific inquiry to generate feedback as to their
experience of the conversation. All this needs to be spe-
cifically researched.
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