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Clinical case 
Observing boundaries in conversations with patients 
Commentaries by David Stevens, MD, and Felice Aull, PhD, MA 

Jim, a first-year medical student, was participating in an observed standardized 
clinical encounter (OSCE). His assignment was to obtain the chief complaint, history 
of the present illness and past medical history from a standardized patient (an 
actress) in the presence of an attending physician. Jim’s questioning revealed that the 
patient, who had just moved to New York, suffered from asthma and had recently 
had an exacerbation of her symptoms. Jim also happened to be new to New York and 
he, too, had asthma. In the course of the interview, he sought to empathize with the 
patient on these two points by conveying that he understood the difficulties of 
adjusting to the city and also the difficulties of the chronic illness. Jim thought that 
the interview went well, and the feedback he received from the patient and the 
observing physician was generally positive. 

Both the standardized patient and the attending physician took issue, however, with 
the student’s revealing his own medical condition to the patient. They distinguished 
between this disclosure and Jim’s comment on his recent arrival in New York, which 
the patient and attending perceived as an expression of empathy. The attending 
physician said to Jim, “Any medical information that you as a physician-in-training 
share with your patients must be based on your training, not your personal medical 
experience. Furthermore, you are drawing attention to yourself and away from your 
patient by bringing your asthma into the dialogue. This may be a subtle point, but 
empathizing with the patient about your shared experience as a new New Yorker is 
different than empathizing about your shared medical experience.” The patient 
nodded her head in agreement. 

Commentary 1 
by David Stevens, MD 

The patient-doctor relationship is legally and ethically considered a fiduciary 
relationship. The essence of this is that the physician puts the patient’s best interest 
before his or her own. The trust that develops as part of the patient-doctor 
relationship is critical to achieving desired health outcomes such as adherence to 
medication and behavior change. A doctor’s expression of empathy for a patient’s 
situation is effective in promoting a patient’s trust. A comment such as, “I see that 
your headaches are affecting your ability to live your life” tells a patient that the 
doctor recognizes the importance of the problem. By extension, one might expect 
that a physician’s disclosure that he or she has experienced the same problem might 
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go even further in engendering the patient’s trust. The central question is, what are 
the effects of a physician’s or student’s disclosure of personal information to a 
patient? 

To paraphrase the World Health Organization, health is not simply the absence of 
disease, but the physical and mental ability to live one’s life—to work, to play, to 
love [1]. Sick people seek out health care because their ability to live life has been 
affected. To walk into a doctor’s office is to become that doctor’s patient—to 
acknowledge that “my life is vulnerable, and this person will help strengthen me.” 
But the relationship is not automatic, unlike in other arenas. Soldiers are taught to 
“salute the uniform” in the presence of a superior officer; the nature of the 
relationship between a GI and an officer is written in stone, and each person knows 
what to expect from the other before speaking a word. The patient-doctor 
relationship is sometimes this cut and dried—emergency departments frequently 
treat patients whose health is in such a perilous state that they put themselves 
completely at the mercy of physicians they have never met before. 

But the majority of people, even sick people, need some proof that this person is the 
one who will help them get their life back. They have to believe this doctor has what 
it takes—the intelligence, the experience and the dedication, to do whatever it takes 
to protect them from the ravages of disease. They have to believe that, even if it’s 
just for the few minutes they are together, no one is more important to the doctor 
than they are. They have to believe that this doctor is treating them the way he or she 
would treat a family member. It’s not enough to know what the symptoms are—this 
doctor has to understand what the individual is going through. Doctors have to show 
the individual patient that they empathize with his or her situation. 

In 12 years of teaching the medical interview to first-year medical students, I have 
learned that the large majority of medical students embrace the mandate to 
empathize with their patients. They have heard the criticisms that medicine has 
become too technical, too inhuman. They have learned from their own experiences 
that a physician’s impact is far greater when the patient feels the physician truly 
understands him or her. They dream of becoming the kind of doctor that can both 
pull the rare diagnosis out of thin air and also comfort patients in their time of need. 

But if students embrace the importance of empathy, they are less enthusiastic about 
being taught it. Anatomy may be new to them, but they’ve been caring and 
responsible people for some time now. That someone can watch them for 10 minutes 
and tell them what they’re doing wrong can seem bizarre, even disrespectful. Even 
when the student himself knows the feedback is accurate, it is still difficult to hear. 
When the student doesn’t agree, the situation can be quite unnerving. 

The case at hand 
This case involves a student early in his training. The student demonstrated a 
commitment to communicate to the patient that he empathized with the patient’s 
situation, both in the general psychosocial stress of relocating to a new city (even a 
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city as welcoming as New York), and in the specifics of the medical illness. One 
could easily imagine that this patient, alone in a new city, suffering both discomfort 
and physical impairment from an illness, would benefit from a physician who 
respected her, took her concerns seriously and was dedicated to helping her improve 
her health. 

Would self-disclosure of personal information further the patient’s perception of the 
physician as meeting these criteria? The answer, of course, is maybe. For example: 

Patient: “I just moved here from California. It’s been a rough transition.” 
Student: “I moved here from L.A. a few years ago—it certainly can be rough.” 

This expression of understanding, accompanied by the self-disclosure of the 
student’s own move from California, can be both genuine and fairly innocuous in 
terms of the self-disclosure. The risk is that the patient may see the student’s 
response as demeaning. The patient’s move may have been prompted by a very bad 
experience such as a job loss or death of a spouse, and the patient may see the 
relocation as a move downward, from a nice apartment shared with a loved one to an 
unaffordable share with strangers in a marginal neighborhood. The patient may hear 
the student’s attempt to say, “I’ve been there too” as woefully clueless. The patient 
may think to himself, as the saying goes, “your blues ain’t like mine.” The result 
may end up being the opposite of the student’s intention, with the patient now 
feeling, “this lucky bastard just doesn’t know what the real world is like.” 

So what’s a well-intentioned if somewhat out-of-touch physician or student to do? 
First, realize that seeing similarities between challenges we have faced and those that 
patients are facing is a superb first step to developing empathy for someone whose 
life is very different from ours. Second, rather than acting on the gut impulse that we 
and the patient share something significant, use what we know about the situation to 
help us learn more. For example: 

Patient: “I just moved here from California. It’s been a rough transition.” 
Physician: “Moving can be hard in so many ways—what’s made it rough for you?” 

This response lets the patient know that the physician appreciates that moving can be 
truly rough, and it opens the door for the patient to elaborate if he feels the need to. 
The patient would most likely benefit more from a physician who knows that life 
transitions can be traumatic and wants to know the details of this patient’s transition 
than from a doctor who can share details about how different New York City is from 
California. In this case, it is easy to imagine a scenario in which, after discussing the 
particulars of the patient’s move, the doctor and patient might share a laugh over the 
mysteries of the New York subway system. 

The student’s other empathic statement involved letting the patient know that he had 
the same illness. The risks and benefits of this disclosure are essentially the same as 
for the first example. Again, the student risks the “your blues ain’t like mine” with 
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the patient thinking, “Yeah, well you didn’t lose your job because you were too sick 
and you probably have health insurance.” On the other hand, the student can use his 
more intimate knowledge of the sickness to learn more about the patient and develop 
a relationship. For example: “It seems to me that being short of breath must be one of 
the worst feelings there is,” or “asthma can really affect people’s lives—how has it 
affected yours?” 

The examples above demonstrate that a physician’s self-disclosure is not an effective 
shortcut to developing a therapeutic relationship through expression of empathy. 
Does self-disclosure have any role in the medical encounter, or is it by its nature 
detrimental to meeting our professional goals? Self-disclosure runs the continuum 
from a physician’s letting patients know that she is a parent (often communicated by 
personal photographs in the physician’s office) to telling the patient that she herself 
has had a disease. I would argue that both of these examples, and everything in 
between, have risks and benefits. I have had visits with patients who were acutely 
grieving the loss of a child. While my being a parent helped me come closer to 
understanding the patient’s distraught state, I also wished at that moment that I didn’t 
have a picture of my two smiling kids on my bookcase staring at us and heightening 
the difference between the patient’s situation and my own. 

A physician’s disclosure of having a serious illness carries the risks described above. 
Are there potential benefits to disclosure that can’t be accomplished in other ways? I 
would argue that there are. I periodically find myself working with patients with 
whom there is a mismatch between how each of us views our illness. For instance, 
consider patients with chronic illnesses such as asthma, hypertension or diabetes, 
which are characterized by long asymptomatic periods that nonetheless require 
frequent monitoring and daily medications. My goal is that they will take a more 
active role in their illness, but these individuals seem to prefer to forget they have an 
illness as long as they feel well. In these situations, after attempts to explore the 
patient’s resistance without personal disclosure have failed, I will sometimes let the 
patient know that I myself have asthma and that I understand what it feels like to 
wake up feeling great and that having to take medications feels like a reminder that I 
have an illness. In some instances, this has helped patients start to articulate their 
own negative feelings about their illness and how these have been barriers to their 
taking better care of themselves. 

The disclosure of personal medical information can be tempting to physicians and 
students as an efficient approach to establishing a stronger bond with the patient. 
Every individual’s experience of that illness, however, is unique. Effectively 
expressing empathy requires developing an understanding of what the illness means 
to the patient and reflecting this back to the patient. This has little to do with the 
physician’s own personal experience, and everything to do with his or her skill in 
helping patients articulate their deepest concerns and then expressing an 
understanding of these concerns in a way that helps the patients develop trust. There 
may be times when disclosing one’s personal information is uniquely effective in 
advancing the patient-doctor relationship, but even in these situations the self-
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disclosure should be seen as opening a door to a deeper discussion of the challenges 
that the individual patient faces in confronting his or her illness. 
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Commentary 2 
by Felice Aull, PhD, MA 

Until recently, a model of "detached concern" was thought to describe how 
physicians approach their patients and was advocated by many as a proper model to 
follow. Currently, however, physician-scholars trained in medical humanities are 
questioning this model. These physician-scholars argue that detachment is a barrier 
to understanding patients' experiences of illness and suffering, an understanding that 
makes possible accurate and comprehensive diagnosis and a collaborative treatment 
plan; failure to comprehend how a patient feels can jeopardize appropriate diagnosis 
and treatment. In this view, emotional engagement and imagination are necessary 
components of a physician's interaction with his or her patients. For example, Jack 
Coulehan advocates the development of “…emotional resilience, a resilience that 
allows one to experience fully the emotional dynamics of patient care as an essential 
part of—rather than a detriment to—‘good medical practice’” [1]. Similarly, Jodi 
Halpern proposes that emotional resonance and imagination are at the core of an 
empathic approach to patients and that empathy as a supplement to objective 
knowledge is critical for making correct diagnoses [2]. 

When Jim conveyed to the patient with asthma his own experience as a new arrival 
in New York and as an asthma sufferer he was expressing sympathy—an affinity by 
virtue of being "affected similarly by the same influence" [3], but he was not 
necessarily displaying empathy—“the selective use of [emotional] resonance to 
imagine how the patient feels" [4]. The patient's experience of asthma and of being a 
stranger to New York may in fact be quite different from Jim's experience. Jim's 
knowledge of what it feels like to be this particular patient should therefore come 
from listening to her attentively as well as from being sensitive to nonverbal signs 
and clues and from making an imaginative leap that will allow him to grasp her 
specific situation in all of its complexity. This kind of empathic engagement and leap 
crosses a boundary from self to other. Invoking superficially similar experiences, as 
Jim did, is perhaps an automatic response but, according to Halpern and others, is 
inadequate. Physician-scholar Rita Charon argues that the attentive physician 
performs effective diagnostic and therapeutic work by "emptying the self 
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and…accepting the patient's perspective and stance…allow[ing] himself or herself to 
be filled with the patient's own particular suffering, thereby getting to glimpse the 
sufferer's needs and desires” [5]. 

Jim crossed a personal boundary when he mentioned to the patient that he was, like 
her, new to New York and that he also suffered from asthma. Some patients may feel 
more comfortable in the presence of a physician who confides such information; they 
may feel that their concerns will be appreciated. Other patients may be distracted, 
even dismayed when a doctor discusses his own medical condition with them. 
Clearly, caution is the better part of wisdom, yet there may be instances where such 
personal boundaries can be crossed productively. Physician-writer Rafael Campo 
describes at length how he, almost without thinking, told a new patient about his own 
"cancer scare" as he was grasping for a way to tell her that she had a malignant 
tumor. On the surface, such boundary-crossing seems indefensible, but the full story 
is more complicated. 

Initially, writes Campo, 

I was terrified not of the disease itself but of my inability to confront it 
with her…it was her simple, strange gesture that saved me. Without 
warning, she reached out across my desk, and rested her hand lightly 
on my arm. My left arm. We stayed linked like that for a few minutes, 
communicating deeply and wordlessly. I felt the terror in her touch, 
and its gentleness, until it was happening to me, until I rediscovered 
my own narrative [6]. 

Campo proceeds to discuss with the patient her malignancy but also relates the story 
of his own earlier presumptive cancer diagnosis (of the bone on his left arm), later 
shown to be erroneous. In the process, he talks with her about the importance to him 
of his poetry writing. Later in their relationship, the patient brings Campo her own 
poetry—poetry she has written about her illness. Campo concludes that, "[t]he inner 
resources I believed prejudiciously she might lack on that fateful morning of our first 
meeting instead turned out to be prodigious, enough to sustain us both” [7]. 

Campo's story is notable in two respects. First, he responded to an unusual gesture of 
outreach from the patient. She was sensitive to his predicament and he allowed 
himself to respond to her compassion by crossing a personal boundary. In confiding 
his own cancer scare and his way of coping by unleashing an avalanche of poetry, 
Campo became a fellow sufferer and at the same time gave her an idea that, as it 
turned out, helped her to live with her situation. Secondly, Campo is aware of the 
emotional sustenance that he derives from this patient, whom he will accompany in 
the journey toward her death. The personal boundary that they both crossed has 
made possible a relationship of mutual nurturing. 

This sustenance is mentioned by other physicians who have allowed themselves to 
become emotionally engaged by patients. "I found…that emotions…are the energy 
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and life of my practice," states Coulehan [8]. "Detachment ought to be avoided 
because it leads to emotional numbness and a general discounting of the affective 
life" [1]. Kate Scannell's memoir, Death of the Good Doctor, provides detailed 
examples of how she changed her entire way of practicing medicine after opening 
herself up to emotional resonance with the dying AIDS patients in her care, of how 
she connected with patients, "recognizing part of ourselves in each other, in the 
territory beyond the conventional borders that tended to define the topography of 
patient and physician interactions" [9] and of how she came to recognize "the highly 
interpersonal dimension of medical practice in which patients and physicians 
mutually affect each other" [10]. 

Did Jim overstep professional boundaries in an attempt to be empathetic? Yes, 
probably he did, but was he merely sympathetic rather than fully attentive, 
emotionally engaged and imaginative in trying to understand this woman's 
experience of illness? Jim assumed, because superficially he shared experiences with 
the patient, that he understood what troubled her. He was sympathetic, but it is not 
clear that he used this emotional resonance to imaginatively uncover the patient's 
particular experience of asthma (as Halpern recommends) or that he "emptied the 
self" in order to accept the patient's particular perspective (as Charon recommends). 
Further, as I hope the above discussion from the field of medical humanities 
scholarship reveals, hard and fast rules about boundaries do not necessarily foster 
good patient care or responsiveness to the particular needs of individuals, nor do they 
take into account the value of emotional engagement for both participants in the 
patient-physician encounter. 
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Related article 
Medical student in the middle, January 2007 

The people and events in this case are fictional. Resemblance to real events or to 
names of people, living or dead, is entirely coincidental. 

The viewpoints expressed on this site are those of the authors and do not necessarily 
reflect the views and policies of the AMA. 
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