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AUTHORS Stanton, Josephine; Randal, Patte 

 

VERSION 1 - REVIEW 

REVIEWER Max Henderson 
Leeds & York Partnership NHS Foundation Trust  
Leeds  
UK 

REVIEW RETURNED 10-Nov-2015 

 

GENERAL COMMENTS INTRO  
correct to identify the challenges of becoming a patient when you 
are a doctor  
Daksha Emson was a junior doctor  
The 'cause' of the doctors health problem is a challenge. Concluding 
that aspects of the work may be a causal factor may require a doctor 
to criticise another doctor, which we are often reluctant to do.  
The introduction is a little lengthy.  
Ethics approval is sited here - it should be in Methods  
 
METHOD  
V disappointing that the Medical Council and a treating doctor 
declined support for the study.  
Was there a topic guide developed in advance? Was there any 
element of reflexivity during the course of the study?  
What steps were taken to assess whether or not the DP was well 
enough to take part?  
Given that TPs were interviewed after DPs but by the same 
interviewers, to what extent did experience of the earlier interviews 
impact on subsequent interviews? Would the findings have been the 
same if the order were reversed?  
Correct to identify insider issues  
No mention of the role of the regulator- this shadow hangs over 
many DP-TP interactions in a way that distinguishes them from non 
mental health consultations  
There is distinction in becoming a DP whilst still working, and when 
off sick. Receiving and providing care at the same time is a burden.  
Projecting aspects which they find intolerable such as being 
demanding  
Taking responsibility for the treating doctor a- brilliant  
Ambivalence in the relationship, and disagreements about diagnosis 
and treatment are not unique to DPs, and TPs should be used to 
handling the sensitively  
Onus must be on TPs to behave a in a supra professional way- 
asking about colleagues in common or ringing them at home are 
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examples of poor care and boundary breaches  
This reviewer would be concerned that treating doctors share 
experiences and identities as a means of facilitating rapport. Tis 
must be especially mindful of boundaries.  
"Some took extra measures to maintain confidentiality" - this should 
be ALL  
Being older and more senior than the Dr you are treating should be 
irrelevant. This is a skill that can be developed and taught.  
Supervision is crucial. Working in an environment that is safe and 
supportive is needed to do this work safely.  
Being ill yourself is not necessary.  
The discussion about the validity or otherwise of the biomedical 
model seems a little odd and out of place. There a whole range of 
reasons why DP s struggle to engage in mainstream care. Strikingly 
few doctors know much about psychiatry. Even psychiatrists are 
poor at recognising their own illness.  
The onus is on the TP to create an environment where the DP can 
leave their D status at the door. This is the paradox of normality, 
TheTP has to work much harder to make the engagement ordinary 
when with a DP but must nonetheless strive to do so  
There appears to be little in the study describing what the TPs do to 
make the situation better for DPs.  
 
DISCUSSION  
The authors are correct to identify the particular limitations of their 
sample, in particular the over-representation of doctors who chose to 
work in psychiatry after the onset of their illness. This will limit the 
generalisability of any observations. This is a niche group, within a 
nice group.  
The authors suggest being a doctor-patient involves an “inherent 
contradiction”. This reviewer would dispute the ‘inherent’ nature of 
this. It is just a cultural phenomenon. There is nothing ‘inherent’ 
about doctors’ views of their own invincibility, and medical schools 
and training schemes should seek to challenge this.It is hoped there 
will be a time when doctors are as accepting of their frailties as their 
patients, and therefore as caring of themselves and their colleagues 
as their patients.  
This reviewer does not accept that TPs have a tacit agreement to 
avoid acknowledging their own and the DPs vulnerability. Similarly 
the phrase “rather than personal stories” is narrow and pejorative. If 
DPs are prioritising their medical knowledge her their lived 
experience I wonder if this is to limit the anxiety of the clinical 
encounter - and if so it is the role of the TP to recognise and 
acknowledge that anxiety and create a clinical space where the DP 
feels more comfortable.  
This reviewer is not clear why there is such an emphasis on the DPs 
acceptance or otherwise of a (not defined) “biomedical” model. 
Again these parallel discussion suggest that the DP is not entirely at 
ease in the encounter, and again the TPs role is to put the patient, 
any patient, at ease in the encounter. Although not presented as 
such there may well have been benefit for the patient described who 
‘entered the room as a colleague with a few problems’ (NOT an ideal 
start) and left with a diagnosis. If there were a diagnosis to be made 
what was the TP to do? Withhold?  
It is not clear on what basis the conclusion “The TP is likely not to be 
aware of how hard the DP is working to be a good patient” can be 
drawn. I fear there are times in this discussion when sources beyond 
the study findings are being relied on but are not referenced. They 
should be acknowledged so the reader can make their own 
judgement about their relevance, or be removed. The suggestion to 
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use paper-and-pencil ratings scales (which ones, for which 
conditions?) appears totally at odds with the earlier comments about 
narrative/story v clinical knowledge.  
I am really not sure that this paper was constructed to allow 
conclusion (ii) to be drawn and suggest that debate is engaged in a 
separate paper.  

 

REVIEWER Dr Margaret Kay 
The University of Queensland, Australia 

REVIEW RETURNED 23-Dec-2015 

 

GENERAL COMMENTS To the authors:  
Thank you for the opportunity to review this manuscript.  
This article specifically considers doctors who seek psychiatric care 
and is one of the few articles written about this issue, though not the 
only work reporting such experiences. It captures interesting 
perspectives of the treating psychiatrists and doctor-patients.  
 
Abstract  
The abstract is a key entry point to a manuscript. It is important to 
craft the abstract for the reader who is as yet unfamiliar with the 
contents of the manuscript so that the reader is drawn into to delve 
deeper into this work. Currently the methods section is quite weak 
e.g. the type of interview used could be added here.  
 
In the results section of the Abstract, the term doctor culture seems 
unusual. The more usual term would be medical culture. There is a 
sentence commencing: “Doctors struggled”. It unclear if the authors 
are referring to doctor-patients here or both DPs and TPs. This could 
be clarified for the reader. The final sentence of the results is unclear 
to the reader unfamiliar with the manuscript.  
 
In the conclusion section, the term “doctor culture” remains unclear. 
The use of the terms narrative competence seems to be a very 
precise concept and it is difficult for the reader to engage with this 
term without a definition. Similarly “effects of use of the bio-medical 
model and the role in the therapeutic relationship of connecting as 
two people in the room” is an awkward sentence for the uninitiated 
reader. Simplifying this conclusion will strengthen it.  
 
Introduction  
The introduction is interesting and provides the important 
background for the reader.  
There is a tendency to use the personal pronouns such as “we” and 
“our” e.g. “we have a tradition of holding superhuman expectations 
of ourselves and each other”. I would suggest that the third person 
be used for the presentation of this paper. However I recognise that 
this is a personal preference. I am uncertain if there the journal has 
a preference here. While the introduction presents a number of 
serious historical cases and a few studies, it is not really clear how 
these link into to the research project itself. I think the paper would 
be strengthened with less examples of headline news items and a 
better engagement with the literature that describes the doctor 
patient relationship, esp research into this issue of the doctor-patient 
relationship. Later in the manuscript, terms such as shared decision 
making are used. Perhaps these concepts could be neatly 
introduced in this introduction. The current literature investigating the 
doctor-patient would be worth exploring. Similarly the narratives of 
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doctors who have described their experiences of health access may 
be useful here.  
 
The referencing in the paper, including in the introduction seems a 
little unusual with some places having multiple single references and 
other places having grouped references. This should be edited. 
There are times when the phrasing of the concepts should be 
revisited to improve the flow, e.g. “evident by few with general 
practitioners and the use of more informal channels” (p5 lines18-20) 
is unclear in its meaning to the reader.  
The term conspiracy of silence is described here as “obscuring the 
mental health needs of doctors” and I am not sure that this 
accurately reflects Clode’s message which seems to focus more on 
stigma and reduced access to care through “denial”.  
 
On p5 line 39 there is a reference to Emson but no year is provided 
and similarly there is a mention of a review into the challenges that 
doctors face and there is not year for this review, nor is there a 
reference to this.  
On p6 line 27, the word identified may not be the best word.  
The aim states on line 48. It might be better placed in a separate 
paragraph.  
 
Method.  
The method section is reasonably well presented. The consenting 
process should be included. This section has some footnotes and I 
am unsure if this is acceptable, or if these should become 
references. The comments about the insider perspective are 
essential.  
 
Results  
The results are generally presented well and are very interesting. It 
is indeed useful to have these data. The small numbers of 
participants is reasonable given the difficulty identifying such 
participants.  
p12 line 24 has two full-stops after a bracket.  
p13 at the top of the page refers to doctor-culture again.  
On p13 line 36, the word “humiliating” is used but the data do not 
appear to justified this word. It may be best to remove this.  
p 18 lines17-24, the font is different to other quotes  
In the later section of the results, there is some interpretation of the 
results that appears to be poorly justified by the data being 
presented and it would be easier for the reader if the words 
surrounding the quotes did not introduce other concepts unless the 
data clearly supported it. e.g. “At a broader level, they felt that they 
were vulnerable to criticism by the wider medical community, should 
adverse events occur”. This comment is not clearly justified by the 
data and may be better placed in the discussion, or supported with 
data. Similarly p 21 lines 28-9 “helpful it was to be older and/or more 
senior” does not seem well supported. And again “as well as the 
significance of no longer having to report to the Medical Council as 
an impaired professional” (lines 43-44).  
On p 22 line 12, the phrase “confusion with their own responses” 
requires clarification, or else it should be removed.  
 
Discussion  
The discussion is an important section and I feel that this section 
requires significant revision to present a more robust discussion of 
the issue. To understand the engagement between DP and TP, the 
reader needs to be reminded of these issues within the usual 
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therapeutic relationship. Most of the issues raised in this discussion 
would appear to be the same issues that all health literate patients 
experience with TP (and vice versa). If these experiences are 
special/unique for DPs then the authors need to demonstrate this 
issue by identifying where this difference lies. Currently, without 
adequate reference to the volumes of data on the usual therapeutic 
relationship with in the shared decision making consultation, it is 
difficult to be assured that the relationship is indeed different and 
how it is different. Comments such as “need to acknowledge 
vulnerability in the patient role” (p 23 line 49) are issues for all 
patients. The statement relating to “the tacit agreement to avoid 
acknowledging their own and the DP’s vulnerability. As a doctor 
observed by another doctor” (p23 lines 52-54) appears unsupported 
as being unique to the DP-TP consultation.  
The introduction of the concept of “narrative competence” appears 
quite abrupt and it is not clear how well this relates to the findings of 
this study. In particular, it is not really clear how the findings 
demonstrate “that shared decision making may be more difficult for 
DPs because the doctor in the patient role is also prioritising their 
own medical knowledge over their lived experience”. This is an 
interesting concept, but it is not clear that this was a finding of this 
study from the data, or simply an abstraction being proposed by the 
authors.  
Similarly, there is a comment: “It is significant, therefore, that 
although DP’s responses to the biomedical/pharmaceutical 
approach varied, several participants identified this approach as 
unhelpful and counter to a healing process.” (p24 lines 47-53), yet it 
is not clear why this is significant as many patients who are non-
medical would also find this is the situation and that is why the 
debate alluded to in the next sentence exists.  
 
Again, “Some of the DPs described using their doctor knowledge to 
take up the role of a “good patient”, giving symptoms but not 
revealing their whole self, engaging with the TP by seeking and 
accepting treatment within the bio-medical model, valuing the 
psychiatrist’s knowledge more than their own.” (p25 lines 4-9) would 
seem quite common behaviours of any patient, not just doctor-
patients.  
 
In p25 lines 32, the term “catastrophic” seems too strong for the 
quote it reflects.  
 
In p25 lines 44-5, “TP as safe enough to feel fully present” seems a 
little vague with the concept of “present” not being clear to the 
reader. It is not clear that “They described this as pivotal to healing.” 
is an accurate reflection of the data.  
 
While the analogy to treating family is interesting in this discussion, it 
is quite different in reality. The medical registration authorities 
suggest that doctors should not treat their own family and if this 
analogy was taken to the natural conclusion, it could be suggested 
that doctors do not treat doctors. The value in the analogy lies in all 
doctors recognising the need to reflect upon the potential for the 
consultation to be affected when there is a something comfortably 
familiar about the patient being treated. This occurs many times 
when we treat other patients who are not doctors (e.g. parents with 
children the same age etc). If the relationship is governed by a 
medical culture (doctor culture) then it is very reasonable for the 
authors to provide clear examples here of how this is the case to 
strengthen their argument. The authors state this as an important 
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finding in their abstract, yet their rationale, supported by the data, 
remains a little unclear. e.g. Why is “The TP is likely not to be aware 
of how hard the DP is working to be a good patient”? Does the TP 
think that other patients are good patients, but not the DP? It is 
unclear how the data support this statement.  
On p26 line 29, the phrase, “experience of being up for judgment” is 
unusual and could be re-phrased, or explained. Surely the “TP has 
to work without feedback” if any patient “doesn’t indicate when they 
disagree”. This is a common problem in all medical consultations 
when the consultation is not patient-centred.  
 
In the moving forward section, the sentence “Enabling doctors in the 
role of patients to acknowledge vulnerability may be supported by 
making the challenge explicit” is a complicate sentence and the 
concept would be easier for the reader if it was presented in simpler 
terms. The list of recommendations appear to be underscoring good 
therapeutic practices of the shared decision making model and it 
would be useful to underscore this point but clearly stating that 
establishing a patient centred, shared decision making therapeutic 
relationship has benefits for all patients including the DP-TP 
consultation. The paragraph (p 27 lines 21-32) lists the things that 
the TP and DP need in their relationship, to move outside of the 
“doctor culture”, yet this appears to be simply restating good 
practice, rather than something that is special for the DP.  
 
The conclusion section is more problematic. It appears to 
underscore the very issues that the authors have not yet provided 
strong arguments for with their data. Therefore this leaves these 
comments as interesting opinion, rather than clearly supported 
research findings. It is possible that the data would be presented to 
support these findings, but the discussion needs to be tighter to walk 
the reader through these issues. It may be that the authors have 
some other quotes that could also support their case. Again the 
three elements that the authors suggest require further research, are 
suggestive of elements of a consultation that would be required in all 
good therapeutic relationships i.e. the patient’s culture (or many 
cultures) needs to be understood, awareness of the biomedical 
model’s impact on the consultation and the therapeutic engagement 
(being fully present) are vital to all medical consultations.  
 
The presentation of the strengths and limitations on page 4 do not 
yet read smoothly.  
 
References  
There are some errors in the references that should be corrected.  
Ref 2. has a comma and a full stop at the end i.e. “e000017,.”  
Ref 3. Has a spelling error in “physicans”  
Ref 7. Has a spelling error “Helalth” and “Publising”  
Ref 6. Seems to be missing the punctuation after “A gift of stories”  
Ref 19. News A.  
Ref 30. Has an error in “The space betweenL On”  
 
I would suggest considering the reference -  
Sved Williams A. Medical practitioners and their families as patients. 
Australas Psychiatry  
2004;12:18-22.  
 
Consideration of more references to the research into the doctor-
patient relationship generally, and also engaging with the literature 
around the usual therapeutic relationship would be worth 
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considering. 

 

VERSION 1 – AUTHOR RESPONSE 

Responses to Reviewer 1, Dr Max Henderson  

 

INTRO  

correct to identify the challenges of becoming a patient when you are a doctor  

Daksha Emson was a junior doctor.  

 

Thank you for this. We are no longer referring to her.  

 

The 'cause' of the doctors health problem is a challenge. Concluding that aspects of the work may be 

a causal factor may require a doctor to criticise another doctor, which we are often reluctant to do.  

 

We agree that this is an important issue and DPs described reluctance to give negative feedback to 

their TP.  

 

The introduction is a little lengthy.  

 

The second reviewer has recommended some significant changes to the introduction which we have 

made.  

 

Ethics approval is sited here - it should be in Methods  

 

Thank you again, this is moved.  

 

METHOD  

V disappointing that the Medical Council and a treating doctor declined support for the study. Was 

there a topic guide developed in advance? Was there any element of reflexivity during the course of 

the study?  

 

Because of the limited information available the initial interviews were very open. The last sentence 

describing data collection refers to reflexivity in that the topics raised in previous interviews were used 

to structure following interviews.  

 

What steps were taken to assess whether or not the DP was well enough to take part?  

 

Part of the consent process involved requesting a contact person for the interviewers to inform of any 

concerns which arose around the interview process and permission to make that contact. We have 

specified this in the methods section.  

 

Given that TPs were interviewed after DPs but by the same interviewers, to what extent did 

experience of the earlier interviews impact on subsequent interviews?  

 

This is explicitly described in that TPs were asked about themes which arose in the DP interviews.  

 

Would the findings have been the same if the order were reversed?  

 

The findings may not have been the same if the order were reversed. We specifically placed the DP 

at the centre of this study. We believe that this is appropriate as they are the group whose voice is the 

hardest to access.  
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Correct to identify insider issues  

No mention of the role of the regulator- this shadow hangs over many DP-TP interactions in a way 

that distinguishes them from non mental health consultations  

 

We presume that the “regulator” refers to the Medical Council, which is mentioned in the results 

section, but we appreciate the pointing out that this needs to be more explicitly addressed in the 

discussion and have done this, so thank you for that.  

 

There is distinction in becoming a DP whilst still working, and when off sick. Receiving and providing 

care at the same time is a burden.  

 

We agree with this in general terms but it was not a significant theme described in our results.  

 

Projecting aspects which they find intolerable such as being demanding  

Taking responsibility for the treating doctor a- brilliant  

Ambivalence in the relationship, and disagreements about diagnosis and treatment are not unique to 

DPs, and TPs should be used to handling the sensitively  

 

We agree with the similarity of the issues faced by DPs and other patients and have made this more 

explicit.  

 

Onus must be on TPs to behave a in a supra professional way- asking about colleagues in common 

or ringing them at home are examples of poor care and boundary breaches  

 

We agree that TPs need to take extra care of the doctor-patient relationship in this context. This is our 

major thesis. We do not agree that for a psychiatrist to ring a patient at home with respect to an issue 

related to their care is necessarily a boundary violation.  

 

This reviewer would be concerned that treating doctors share experiences and identities as a means 

of facilitating rapport. Tis must be especially mindful of boundaries.  

 

We agree that TPs must be specially mindful of boundaries. We are concerned that the sentence, 

“They described their shared experiences and common identities as doctors as increasing empathy 

and facilitating rapport.” could be confusing. The TPs were describing shared experiences both have, 

not sharing experiences. We have changed this to talk about “experiences they both have” to 

decrease risk of confusion.  

 

 

"Some took extra measures to maintain confidentiality" - this should be ALL  

 

With such small sample numbers we have not attempted to define numbers of participants expressing 

a view, the value of the work is more to bring forward the range and quality of views expressed. 

However, the “some” in this sentence is somewhat misleading as extra measures to maintain 

confidentiality were commonly described and we have deleted it, thank you.  

 

Being older and more senior than the Dr you are treating should be irrelevant. This is a skill that can 

be developed and taught.  

 

This may well be true, but we were reporting the views of the participants. Preference for more senior 

doctors has also been described in previous studies as we have described in the introduction.  
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Supervision is crucial. Working in an environment that is safe and supportive is needed to do this 

work safely.  

Being ill yourself is not necessary.  

 

We agree with these comments.  

 

The discussion about the validity or otherwise of the biomedical model seems a little odd and out of 

place.  

 

Concerns about the bio-medical were described by participants.  

 

There a whole range of reasons why DP s struggle to engage in mainstream care. Strikingly few 

doctors know much about psychiatry. Even psychiatrists are poor at recognising their own illness.  

 

We agree  

 

The onus is on the TP to create an environment where the DP can leave their D status at the door. 

This is the paradox of normality, The TP has to work much harder to make the engagement ordinary 

when with a DP but must nonetheless strive to do so  

 

We agree with this as did the TPs in the study.  

 

There appears to be little in the study describing what the TPs do to make the situation better for DPs.  

 

The major focus, as we have described, was on providing ordinary care, with other extra measures 

such as more availability, more attention to confidentiality and getting appropriate supervision.  

 

DISCUSSION  

The authors are correct to identify the particular limitations of their sample, in particular the over-

representation of doctors who chose to work in psychiatry after the onset of their illness. This will limit 

the generalisability of any observations. This is a niche group, within a nice group.  

 

We agree with the limitations in the sample but the overlap with what the participants in this study 

report, reports of doctors engaging in general medical care and the general public indicate that they 

are not outliers. We have stated this in the paper.  

 

The authors suggest being a doctor-patient involves an “inherent contradiction”. This reviewer would 

dispute the ‘inherent’ nature of this. It is just a cultural phenomenon. There is nothing ‘inherent’ about 

doctors’ views of their own invincibility, and medical schools and training schemes should seek to 

challenge this.It is hoped there will be a time when doctors are as accepting of their frailties as their 

patients, and therefore as caring of themselves and their colleagues as their patients.  

 

We agree wholeheartedly with this and have dropped the word “inherent”.  

 

This reviewer does not accept that TPs have a tacit agreement to avoid acknowledging their own and 

the DPs vulnerability.  

 

This statement as it stood has not survived the rewrite of the discussion. We were referring to the 

feature of the medical culture of doctors’ not accepting our own frailties, but this was not clear enough 

in the previous version of the paper.  

 

Similarly the phrase “rather than personal stories” is narrow and pejorative.  
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We have changed the phrase “personal stories” to “lived experience”.  

 

If DPs are prioritising their medical knowledge her their lived experience I wonder if this is to limit the 

anxiety of the clinical encounter - and if so it is the role of the TP to recognise and acknowledge that 

anxiety and create a clinical space where the DP feels more comfortable.  

 

We agree and have addressed this in the discussion and conclusions.  

 

This reviewer is not clear why there is such an emphasis on the DPs acceptance or otherwise of a 

(not defined) “biomedical” model.  

 

This reflected what came forward in the data. We have reported it in the results and may have 

understated it.  

 

Again these parallel discussion suggest that the DP is not entirely at ease in the encounter, and again 

the TPs role is to put the patient, any patient, at ease in the encounter. Although not presented as 

such there may well have been benefit for the patient described who ‘entered the room as a colleague 

with a few problems’ (NOT an ideal start) and left with a diagnosis. If there were a diagnosis to be 

made what was the TP to do? Withhold?  

 

This is an important challenge for psychiatry as concern with the biomedical model is widespread. Our 

recommendation is to seek feedback explicitly in an ongoing way within the consultation so that 

adverse responses can be elicited and addressed.  

 

It is not clear on what basis the conclusion “The TP is likely not to be aware of how hard the DP is 

working to be a good patient” can be drawn.  

 

The TPs were asked of their awareness of the DPs striving to be good patients and this was not 

prominent to them. However, in the process of multiple re-working of the presentation of the results 

this had been inadvertently left out. We have remedied this. Thank you for pointing this out.  

 

I fear there are times in this discussion when sources beyond the study findings are being relied on 

but are not referenced. They should be acknowledged so the reader can make their own judgement 

about their relevance, or be removed. The suggestion to use paper-and-pencil ratings scales (which 

ones, for which conditions?) appears totally at odds with the earlier comments about narrative/story v 

clinical knowledge.  

I am really not sure that this paper was constructed to allow conclusion (ii) to be drawn and suggest 

that debate is engaged in a separate paper.  

 

We have extensively rewritten the discussion and conclusion and hope we have addressed these 

concerns.  

 

 

 

Responses to reviewer 2, Dr Margaret Kay  

 

To the authors:  

Thank you for the opportunity to review this manuscript.  

This article specifically considers doctors who seek psychiatric care and is one of the few articles 

written about this issue, though not the only work reporting such experiences. It captures interesting 

perspectives of the treating psychiatrists and doctor-patients.  
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Abstract  

The abstract is a key entry point to a manuscript. It is important to craft the abstract for the reader who 

is as yet unfamiliar with the contents of the manuscript so that the reader is drawn into to delve 

deeper into this work. Currently the methods section is quite weak e.g. the type of interview used 

could be added here.  

 

In the results section of the Abstract, the term doctor culture seems unusual. The more usual term 

would be medical culture. There is a sentence commencing: “Doctors struggled”. It unclear if the 

authors are referring to doctor-patients here or both DPs and TPs. This could be clarified for the 

reader. The final sentence of the results is unclear to the reader unfamiliar with the manuscript.  

 

In the conclusion section, the term “doctor culture” remains unclear. The use of the terms narrative 

competence seems to be a very precise concept and it is difficult for the reader to engage with this 

term without a definition. Similarly “effects of use of the bio-medical model and the role in the 

therapeutic relationship of connecting as two people in the room” is an awkward sentence for the 

uninitiated reader. Simplifying this conclusion will strengthen it.  

 

Thank you for these comments about the abstract. We have addressed them and rewritten the 

abstract to reflect the rewriting of the discussion.  

 

Introduction  

The introduction is interesting and provides the important background for the reader.  

There is a tendency to use the personal pronouns such as “we” and “our” e.g. “we have a tradition of 

holding superhuman expectations of ourselves and each other”. I would suggest that the third person 

be used for the presentation of this paper. However I recognise that this is a personal preference. I 

am uncertain if there the journal has a preference here.  

 

We argue strongly for the use of the first person. The insider perspective we have as doctors is 

important for the study and the personal presence of doctors is a central issue for the paper. 

However, we could change if required by the editors.  

 

While the introduction presents a number of serious historical cases and a few studies, it is not really 

clear how these link into to the research project itself. I think the paper would be strengthened with 

less examples of headline news items and a better engagement with the literature that describes the 

doctor patient relationship, esp research into this issue of the doctor-patient relationship. Later in the 

manuscript, terms such as shared decision making are used. Perhaps these concepts could be neatly 

introduced in this introduction. The current literature investigating the doctor-patient would be worth 

exploring. Similarly the narratives of doctors who have described their experiences of health access 

may be useful here.  

 

We found this helpful feedback and have rewritten the introduction to focus on the therapeutic 

relationship including patient centred care which includes shared decision making and accounts of 

experience of doctors in general medical treatment.  

 

The referencing in the paper, including in the introduction seems a little unusual with some places 

having multiple single references and other places having grouped references. This should be edited.  

 

Thank you, we have addressed that.  

 

There are times when the phrasing of the concepts should be revisited to improve the flow, e.g. 

“evident by few with general practitioners and the use of more informal channels” (p5 lines18-20) is 
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unclear in its meaning to the reader.  

The term conspiracy of silence is described here as “obscuring the mental health needs of doctors” 

and I am not sure that this accurately reflects Clode’s message which seems to focus more on stigma 

and reduced access to care through “denial”. On p5 line 39 there is a reference to Emson but no year 

is provided and similarly there is a mention of a review into the challenges that doctors face and there 

is not year for this review, nor is there a reference to this.  

On p6 line 27, the word identified may not be the best word.  

 

These sentences have now gone from the introduction.  

 

The aim states on line 48. It might be better placed in a separate paragraph.  

 

We have done this, thank you.  

 

Method.  

The method section is reasonably well presented. The consenting process should be included.  

 

We have done this  

 

This section has some footnotes and I am unsure if this is acceptable, or if these should become 

references.  

 

We have checked with the editor and footnotes are acceptable  

 

The comments about the insider perspective are essential.  

 

Results  

The results are generally presented well and are very interesting. It is indeed useful to have these 

data. The small numbers of participants is reasonable given the difficulty identifying such participants.  

p12 line 24 has two full-stops after a bracket.  

p13 at the top of the page refers to doctor-culture again.  

 

Thank you, we have addressed these.  

 

On p13 line 36, the word “humiliating” is used but the data do not appear to justified this word. It may 

be best to remove this.  

 

The “data” comprise hundreds of pages of transcript. The bulk of the reporting of these data is in the 

non-italicised descriptions of what the participants said. The quotations cited in the paper are 

illustrative only. Where appropriate we have added “eg” or similar connectors to indicate this but we 

understand it to be a standard way of presenting qualitative research data. Specifically with respect to 

the word “humiliating”, we realise it could be read as if it was experienced as humiliating by all, so 

have included the qualifier “at times”, but this is a fair representation of the range of experiences 

described by the participants. There is a comment at the end of the section headed “treatment 

responses” which does include interpretation and we have taken this out. It read: “The powerful and 

widely divergent responses indicate the intensity and unpredictability of responses doctors had to 

their experiences being conceptualised and treated within the biomedical model.”  

 

p 18 lines17-24, the font is different to other quotes  

 

Thank you, we have addressed this.  
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In the later section of the results, there is some interpretation of the results that appears to be poorly 

justified by the data being presented and it would be easier for the reader if the words surrounding the 

quotes did not introduce other concepts unless the data clearly supported it. e.g. “At a broader level, 

they felt that they were vulnerable to criticism by the wider medical community, should adverse events 

occur”. This comment is not clearly justified by the data and may be better placed in the discussion, or 

supported with data. Similarly p 21 lines 28-9 “helpful it was to be older and/or more senior” does not 

seem well supported. And again “as well as the significance of no longer having to report to the 

Medical Council as an impaired professional” (lines 43-44).  

 

In line with the comment above the allusions to the medical council and seniority are reporting what 

was said by the participants. We have amended the above quoted sentence to make it clearer that it 

reports descriptions of participants.  

 

On p 22 line 12, the phrase “confusion with their own responses” requires clarification, or else it 

should be removed.  

 

Thank you for pointing this out, we have changed the wording to make it clearer.  

 

Discussion  

The discussion is an important section and I feel that this section requires significant revision to 

present a more robust discussion of the issue. To understand the engagement between DP and TP, 

the reader needs to be reminded of these issues within the usual therapeutic relationship. Most of the 

issues raised in this discussion would appear to be the same issues that all health literate patients 

experience with TP (and vice versa). If these experiences are special/unique for DPs then the authors 

need to demonstrate this issue by identifying where this difference lies. Currently, without adequate 

reference to the volumes of data on the usual therapeutic relationship with in the shared decision 

making consultation, it is difficult to be assured that the relationship is indeed different and how it is 

different. Comments such as “need to acknowledge vulnerability in the patient role” (p 23 line 49) are 

issues for all patients. The statement relating to “the tacit agreement to avoid acknowledging their 

own and the DP’s vulnerability. As a doctor observed by another doctor” (p23 lines 52-54) appears 

unsupported as being unique to the DP-TP consultation.  

 

This is extremely helpful feedback and we have used it to rewrite the discussion.  

 

The introduction of the concept of “narrative competence” appears quite abrupt and it is not clear how 

well this relates to the findings of this study. In particular, it is not really clear how the findings 

demonstrate “that shared decision making may be more difficult for DPs because the doctor in the 

patient role is also prioritising their own medical knowledge over their lived experience”. This is an 

interesting concept, but it is not clear that this was a finding of this study from the data, or simply an 

abstraction being proposed by the authors.  

 

Thank you for pointing this out. We have not used the term, “narrative competence” but this is implicit 

in the importance of bringing forward lived experience.  

 

Similarly, there is a comment: “It is significant, therefore, that although DP’s responses to the 

biomedical/pharmaceutical approach varied, several participants identified this approach as unhelpful 

and counter to a healing process.” (p24 lines 47-53), yet it is not clear why this is significant as many 

patients who are non-medical would also find this is the situation and that is why the debate alluded to 

in the next sentence exists.  

 

This is again a useful comment. We think that the fact that doctors who are trained in the medical 

model have similar responses to the general public to experience diagnosis and treatment within the 
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medical model is of interest. It is not prominent in the descriptions of previous studies of doctors’ 

experiences with general medical illness. There is also a potential significance to the fact that the 

medical model is shared between the DP and TP. We have re-oriented our addressing of this issue in 

the discussion.  

 

Again, “Some of the DPs described using their doctor knowledge to take up the role of a “good 

patient”, giving symptoms but not revealing their whole self, engaging with the TP by seeking and 

accepting treatment within the bio-medical model, valuing the psychiatrist’s knowledge more than 

their own.” (p25 lines 4-9) would seem quite common behaviours of any patient, not just doctor-

patients.  

 

As above we agree and this is part of the feedback we have taken account of in rewriting the 

discussion.  

 

In p25 lines 32, the term “catastrophic” seems too strong for the quote it reflects.  

 

This was clear in the data in several participants but we have not been able to tell people’s stories for 

risk of breaching their confidentiality. This has meant we have not been able to spell out catastrophic 

sequences of events. The specific sentence has not survived the rewrite.  

 

In p25 lines 44-5, “TP as safe enough to feel fully present” seems a little vague with the concept of 

“present” not being clear to the reader. It is not clear that “They described this as pivotal to healing.” is 

an accurate reflection of the data.  

 

These sentences have not survived the re-write  

 

While the analogy to treating family is interesting in this discussion, it is quite different in reality. The 

medical registration authorities suggest that doctors should not treat their own family and if this 

analogy was taken to the natural conclusion, it could be suggested that doctors do not treat doctors. 

The value in the analogy lies in all doctors recognising the need to reflect upon the potential for the 

consultation to be affected when there is a something comfortably familiar about the patient being 

treated. This occurs many times when we treat other patients who are not doctors (e.g. parents with 

children the same age etc).  

 

Again, we agree with this and have reframed the issue as an issue which arises when treating doctors 

and can be of importance to all patient relationships.  

 

If the relationship is governed by a medical culture (doctor culture) then it is very reasonable for the 

authors to provide clear examples here of how this is the case to strengthen their argument. The 

authors state this as an important finding in their abstract, yet their rationale, supported by the data, 

remains a little unclear. e.g. Why is “The TP is likely not to be aware of how hard the DP is working to 

be a good patient”? Does the TP think that other patients are good patients, but not the DP? It is 

unclear how the data support this statement.  

 

The TPs were asked if they were aware of doctors working hard to be good patients and most were 

not. This was a clear finding, however, it had inadvertently been dropped from the results in one of the 

many re-writes. We have corrected this, so thank you for pointing that out.  

 

On p26 line 29, the phrase, “experience of being up for judgment” is unusual and could be re-

phrased, or explained.  

 

This, again, has not survived the rewrite.  
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Surely the “TP has to work without feedback” if any patient “doesn’t indicate when they disagree”. 

This is a common problem in all medical consultations when the consultation is not patient-centred.  

 

We agree that this is an issue for all medical consultations.  

 

In the moving forward section, the sentence “Enabling doctors in the role of patients to acknowledge 

vulnerability may be supported by making the challenge explicit” is a complicate sentence and the 

concept would be easier for the reader if it was presented in simpler terms. The list of 

recommendations appear to be underscoring good therapeutic practices of the shared decision 

making model and it would be useful to underscore this point but clearly stating that establishing a 

patient centred, shared decision making therapeutic relationship has benefits for all patients including 

the DP-TP consultation. The paragraph (p 27 lines 21-32) lists the things that the TP and DP need in 

their relationship, to move outside of the “doctor culture”, yet this appears to be simply restating good 

practice, rather than something that is special for the DP.  

 

We also agree with this and have addressed these issues as part of the rewrite.  

 

The conclusion section is more problematic. It appears to underscore the very issues that the authors 

have not yet provided strong arguments for with their data. Therefore this leaves these comments as 

interesting opinion, rather than clearly supported research findings. It is possible that the data would 

be presented to support these findings, but the discussion needs to be tighter to walk the reader 

through these issues. It may be that the authors have some other quotes that could also support their 

case. Again the three elements that the authors suggest require further research, are suggestive of 

elements of a consultation that would be required in all good therapeutic relationships i.e. the patient’s 

culture (or many cultures) needs to be understood, awareness of the biomedical model’s impact on 

the consultation and the therapeutic engagement (being fully present) are vital to all medical 

consultations.  

 

We have also rewritten the conclusion section.  

 

The presentation of the strengths and limitations on page 4 do not yet read smoothly.  

 

We have revised this.  

 

References  

There are some errors in the references that should be corrected.  

Ref 2. has a comma and a full stop at the end i.e. “e000017,.”  

Ref 3. Has a spelling error in “physicans”  

Ref 7. Has a spelling error “Helalth” and “Publising”  

Ref 6. Seems to be missing the punctuation after “A gift of stories”  

Ref 19. News A.  

Ref 30. Has an error in “The space betweenL On”  

 

Thank you for identifying these issues, we have addressed them.  

 

I would suggest considering the reference -  

Sved Williams A. Medical practitioners and their families as patients. Australas Psychiatry  

2004;12:18-22.  

 

This paper is an interesting exception, as the author points out. There is not space to discuss this in 

the paper but the exception could be due to the exceptional qualities of the author as a clinician.  
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Consideration of more references to the research into the doctor-patient relationship generally, and 

also engaging with the literature around the usual therapeutic relationship would be worth 

considering.  

 

We have taken this good advice. 

VERSION 2 – REVIEW 

REVIEWER MAX HENDERSON 
Leeds & York Partnership NHS Foundation Trust  
UK 

REVIEW RETURNED 23-Apr-2016 

 

GENERAL COMMENTS The authors have substantially rewritten the paper. The rewriting 
addresses the most serious of my concerns.  

 

REVIEWER Dr Margaret Kay 
The University of Queensland, Australia 

REVIEW RETURNED 14-Apr-2016 

 

GENERAL COMMENTS I appreciated the opportunity to review this paper which provides 
important insight into understanding the perspectives of the doctor-
patient and the treating doctor. While there has been a lot written 
about these issues, there has been very little research and, in 
particular, very little qualitative research into this very important 
issue.  
This paper is valuable because it “provides in-depth, experience-
based data”.  
It is a well-written paper and pleasure to read.  
There are some aspects of the method that are a little unusual but I 
feel that the authors have adequately justified their chosen method.  
There are a number of areas in the method in which the authors 
report results – specifically how many participants were recruited 
using what recruitment method. Although this is unusual, it helps the 
reader to know this information at this early stage and I feel that it is 
very reasonable to this is outlined in this manner.  
The themes are presented clearly and are well supported with the 
illustrative quotes.  
The limitations of the research are clearly articulated and do not 
attract from the paper.  
The suggestions that the authors make about how to move forward 
are very helpful and embedded with well-structured consideration of 
the broader evidence describing the doctor-patient relationship.  
I feel that this paper should be published and do not have any 
recommendations for revision.  
I wish the authors well in their future research in this area. 
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