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Abstract

Objective.
 To describe events where doctors have experienced that their own sense of vulnerability might have been beneficial for the patient. 

Design.
 Qualitative focus group study with data drawn from two group sessions. Analysis was conducted with systematic text condensation. 

Subjects.
 A total of 12 GPs (five men and seven women) aged 30-68 participated. Their clinical experience ranged from one to 39 years. 

Main outcome measures.
 Analysis presented different aspects of participants’ experiences of vulnerability experienced as beneficial. 

Results. 
The participants generously shared stories about personal and professional vulnerability which they had perceived and sometimes disclosed to the patient. One cluster of stories dealt with situations where the doctors in some way or other had identified with the patient and his or her problem. They felt that their awareness and capacity for interpretation, creative solutions, and compassion had been enhanced through recognition. Another cluster of stories covered events where uncomfortable feelings due to uncertinty or inconsiderate behaviour sharpened the doctors’ reflexivity towards their own roles in the interaction. Presenting an excuse or sharing the doubt could break the ice and make a difference. 

Implications.
 Vulnerability may
 bring strength, but must be used with caution. Our study opens towards further awareness of the vulnerability of the doctor and how it can benefit the patient in some situations.
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Introduction

Interessevekker: problemområde og setting. Tidligere forskning, spissende mot forskningsspørsmålet
The doctor is expected to behave according to biomedical ideals regarding objectivity, neutrality, and omnipotence [1,2]. However, patients also want a doctor who is compassionate and empathetic
 [3,4]. Zinn called attention to the emotional components of clinical practice, emphasizing the potential of improving quality through personal awareness [5]. Malterud and Hollnagel argued that a better balance between emotions and rationality can prevent humiliations in the consultation [6]. A previous study indicated that doctors’ disclosure, sharing personal experiences and feelings, could be appreciated by the patients [7]. 
However, this study also revealed questions about conditions in which and when exposure of vulnerability would be professionally useful and responsible. 

Forskernes forforståelse, tidligere forsking: mangler vs nye spørsmål, hensikt på konkret målnivå, avgrensning av hensikten
Sharing the experiences of being vulnerable in clinical encounters, we held the preconception that vulnerability was not necessarily negative, but might also function as strength 
[8]. We decided to pursue the question about conditions for beneficial disclosure of doctors’ vulnerability, challenging the existing literature dealing with negative aspects of the issue.
 We set up a study to describe events where general practitioners have experienced that their own sense of vulnerability might have been beneficial for the patient. 
The aim was neither to find out whether vulnerability could be positive, nor to evaluate negative experiences of disclosing vulnerability
.

Tekstboks 1. Oppsummerer introduksjonen og gir forsyn på implikasjonene.
 


Material and methods

Datatype (tekst om erfaring), undersøkelsesmetode, utvalgte deltakere (n, alder, erfaring), etikk, utvalgsstrategi, setting (praksis)
Data were drawn from two focus-group interviews [9] with 12 general practitioners. The study was approved by the regional committee for medical research ethics and The Norwegian Data Inspectorate. We established a purposive sample with variation regarding gender and age. Five men and seven women aged 30-68 accepted the invitation. Participants’ experience from clinical practice ranged from one to 39 years.

Prosedyrer og fokusgruppeintervju (hvem gjorde hva når hvor lenge) + moderators fokus og obervatørers fokus for dataregistrering og evaluering.

We conducted two group sessions (90 minutes) where participants were respectively below 40 years and over 40 years. A moderator (KM) called for stories about situations where being vulnerable in front of patients had been experienced as beneficial for the patient by the doctor. A formal interview guide was not used. Two observers (LF and MG) made notes during the interviews and evaluated the atmosphere and interaction.

Dataregistrering, -bearbeiding og –analyse. Fokus for analyse (hendelsenes “når” og “hvorfor”)
The interviews were recorded on audio-files, transcribed, and then analyzed by systematic text condensation [10], developing descriptions and concepts concerning experiences of potentially positive vulnerability. We emphasized descriptive accounts of events (‘‘when’’), but participants often added explanatory comments that validated their assumption of beneficial effects (‘‘why’’). 
Results

Datainnsamlingsprosess + data abstrahert til to hovedhistorier
: (H1) om legenes gjenkjennelse og (H2) om legenes sårbarhet 
The participants generously shared stories about personal and professional vulnerability which they had perceived and sometimes disclosed to the patient. One cluster of stories
 dealt with situations where the doctors in some way or other had identified with the patient and his or her problem. They felt that their awareness and capacity for interpretation, creative solutions, and compassion had been enhanced through recognition. Another cluster of stories
 covered events where uncomfortable feelings due to uncertainty or inconsiderate behaviour sharpened the doctors’ reflexivity towards their own roles in the interaction. Presenting an excuse or sharing the doubt could break the ice and make a difference. Below, we elaborate these findings.

Billedlig uttrykk for H1 + gjentatt mer detaljert beskrivelse av H1 
In the same boat

Recognizing similarities between their own life and the patient’s story
, the doctors said that they would identify more closely with the patient’s perception of the problem and increase their capacity to search for solutions
.

Oversikt over typer historier hvor legene har gjenkjent sine erfaringer i pasientenes
The participants gave
 different examples of how their life experiences would shape their interpretation of the patient’s story, yet realizing that the patient’s perception and solutions might be different. Drawing on their own experiences
, they could
 more easily understand what was going on. Specific examples were childhood neglect, abuse, divorce, or weight problems. Their insider information, either personal or from family members, made
 them listen more attentively. A young doctor who had some experiences with eating disorders said
:
Sitat fra lege som gjenkjente egne erfaringer med spiseforstyrrelser hos pasienten
Then I feel I have a special understanding for how it is being a relative for this group of patients. (Anna - Group 1)

Historier med eksistensiell gjenkjennelse
The participants also spoke of vulnerability which had been aroused by more general existential matters, sharing the human condition of for example being pregnant, a parent, a child, or mortal. One of the more experienced participants had organized a ceremony in the home of a patient who had died. Together with the family, she said goodbye to the deceased. Later on, the patient’s daughter remarked that seeing the doctor crying had had a great impact on the family.

Historier hvor legen følte likhet med pasienten som kan ha fremmet behandlingen
When the doctor in some way or other felt a similarity with the patient, he or she might offer more extensive support than usual. One of the oldest participants admitted that he himself was a person who had often been ignored. He therefore had a weak spot for patients who did not have such strong resources, exemplified by the story about a mentally retarded patient whom he had personally walked through the social welfare offices:

I figured he wouldn’t reach anywhere in any system. (Steven - Group 2)

Historier hvor legens identifiserte egne sårbarhet ikke ble uttalt
The vulnerability following identification would not always be presented explicitly. One participant said that, in a case of sexual abuse, she could ask the patient the ‘‘right’’ questions because of her own experiences, somehow sending signals about being in the same boat:

I knew out from my own experiences how she reacted. Then I could use my own experiences in the consultation and ask. …And she probably had the understanding that I knew it. (Amy - Group 2)

Historier om adekvat nivå av avsløring av sårbarhet ovenfor pasienter

Considering the adequate level of revealing their vulnerability in front of the patient was among the reflections presented during the interviews. A female participant described a consultation with a patient who was troubled by her ongoing divorce. The doctor had met with similar problems in her own divorce, and finally decided that coming out with some of the positive experiences of coping might help the patient. However, the participants _ especially the youngest of them _ more often held back rather than coming out with their own experiences. A female doctor said: 
I often wonder about using own experiences in the consultations, but in the end I usually don’t. I often consider if it’s wise or not, but I mostly I feel it’s not wise. (Sarah - Group 1) 
Historier med gjensidig eksplisitt gjensidig identifisering av sårbarhet

Sometimes, however, it was neither possible nor necessary to escape an explicit mutual identification. In a small local community, everyone would for instance know that the doctor was also a parent of small children who would know something about never having an uninterrupted night’s sleep. The credibility of the doctor’s advice might then be stronger. 
Billedlig uttrykk for hovedhistorie 2 (H2) + forklaring av H2 



On thin ice

Historier med legers avslørte sårbarhet hvorpå pasienter uttalte fornøydhet

Several stories dealt with events
 where a feeling of uncertainty had revealed their vulnerability. Sometimes, such situations would take a fortunate course, where the patient more or less explicitly remarked on his/her contentment. We also heard stories where the doctor’s perception of a positive outcome had been validated by patients commenting positively on the specific event to one of the other participants in the focus group. 

Historier hvor unge legers unnskyldning etter gale beslutninger bedret videre behandling 

Especially among the young doctors, uncertainty was linked with situations where they had made a wrong decision, such as overlooking a serious infection in a patient who was later hospitalized, or ignoring complaints when complications developed after a shoulder fracture. A positive turn had been reached when the doctors contacted the patients, explained the situation, apologized for their mistakes and offered careful follow-up. One of the participants talked about how she had pushed the subsequent investigations:

She said that she felt incredible gratitude when I had called her and presented the swift appointments which I had arranged for her. Her mother had had a postoperative thrombosis which led to her death. Nobody had ever apologized for this, although she was not on anticoagulation medication. …But the patient said that it was actually very good for her that her own case had been solved in this way. (Betty - Group 1)

Historier hvor sårbarhet hos leger ga bedre behandling for andre pasienter seinere

The perceived benefit of vulnerability might come to a different patient than the one who triggered off the doctor’s feeling of insecurity. A couple of participants spoke of serious incidents where their mistakes had led to the death of a patient. After a hard time of grief, sorrow, and self-reproach, they found themselves ruminating on what could be learnt from such a hard lesson. An experienced middle-aged woman explained:

There were, after all, some positive consequences of this experience for my professional coping in situations where people die. Some of it came from the mother of the child who died - she called me and asked for a talk. We had a long conversation which inspired me to establish the routine that I always contact the family if any of my patients die _ irrespective of my responsibility regarding the mortal outcome. I force myself to call, because this will give them an opportunity to ask questions or even blame me. . . . A lot of them have thanked me for just making myself available for them. (Carla - Group 2)

Bevissthet om ufin behandling for en pasient ga bedre behandling for seinere pasienter

Other stories described incidents where the doctor realized that he or she had behaved rudely or insensitively towards a patient. Such situations would most often develop in such a way that the doctor became aware of the blunder when it had just happened. One of them described a consultation where he lost his patience with a yelling child, where he roared back and scared the boy. Another participant practically made a patient cry by making a thoughtless joke on his way from the waiting room. Such experiences could lead to a positive short-term outcome when the doctor could present an unreserved and immediate apology that was acknowledged by the patient. In other cases, the benefit developed in the long run, by motivating the doctor to change attitude or procedures:

I stopped being careless. (Steven - Group 2)

Avslørt diagnostisk usikkerhet har fremmet relasjoner, men føles smerte- og risikofylt 

Uncertainty would often appear in the doctor when trying to find out what was wrong with the patient. Usually, this feeling would remain within the doctor’s thoughts, but sometimes the participants said they would share their ambiguity with the patient. Yet, admitting their professional insecurity could be experienced as painful for the doctor, exposing their professional vulnerability. A young woman said: 
It feels dangerous - you fear the risk of losing esteem from the patient. …It is also somehow taking a chance - the patient might use it against you, or misunderstand it, or spread it around. (Anna - Group 1)

Forutsetter en viss erfaring for å våge å innrømme feil 

Another participant added that a certain level of experience was needed to dare to admit any crack in the surface. In the first years after graduation, she said, she was absolutely certain about everything. An experience reported across the groups was that as long as the doctor retained the leadership, referring patients for further examinations when they expressed their lack of diagnostic conclusions, the patients responded with understanding and gratitude:

It is almost always positive to signalize that you are uncertain as long as the patient feels that she/he is taken care of. (Anna - Group 1)

Ved legens innrømmelse av diagnostisk tvil, gav pasienten han rett diagnose 

A young doctor told of a consultation where the patient came up with the right diagnostic answer when he himself had said he was in doubt. It was as if the patient rescued him, and both of them were able to appreciate the interaction. Another, from the group of more experienced colleagues, spoke of his embarrassment, finally mixed with relief, when he reluctantly accepted the patient’s persuasion regarding thyroid tests. During these negotiations, the story about two brothers came to the doctor’s mind. The first brother had been diagnosed with leukaemia, and then the second brother asked for a blood cell count. The tests actually showed that he also had leukaemia. Memorizing this story, the doctor gave in and accepted the patient’s wish for a thyroid test which he judged to be unnecessary. However, when the test actually confirmed her hypothyroidism, the doctor wrote to her:

Your intuition was better than my knowledge! (Steven - Group 2)

Later on, the doctor-patient relationship was stronger than ever.

Discussion

Oppsummert resultat tolket for verdi, med forbehold for kommende diskusjon ift metode og andre studier
Our data present descriptive accounts suggesting
 that susceptibility through identification
 can
 enhance
 the doctor’s ability to understand the patient
, and that feelings of uncertainty
 can improve
 the doctor’s awareness of sensitive matters
. However, the interpretation of these conclusions must be considered according to strengths and weaknesses of the study
, as well as the findings from similar studies
.
Diskusjon av metode – indre gyldighet

Did we really hear the ‘‘true’’ stories about vulnerability?

Utvalgets erfaring(+), arbeidssteder (+), alder (+), og etnisitet(-) vs sanne historier 

Our sample covered a broad range of experience backgrounds, from graduation to retirement. The participants had been practitioners in rural and urban contexts all over Norway. The older group was more open-hearted than the younger one, while we noticed no striking differences between men and women. The majority of participants were ethnic Norwegian. A sample including a broader range of ethnic backgrounds could have provided more nuances. 
Fokus-gruppe setting (+,-), fokusgruppe (+a) vs individuelt intervju (+b), positivt fokus (+), ingen lyst til å snakke om negative historier (-)
A focus-group setting can enhance or obstruct mediation of sensitive experiences, depending on the interaction of the group [9]. While an individual interview may provide more confidentiality, a focus group has the advantage of sharing the ‘‘load’’. Several of the participants expressed that it was a relief to focus on the bright side of vulnerability. During the interviews, they mainly adhered to the invitation to relate the ‘‘positive effect stories’’. We concluded that there was no strong urge to balance the discussion with stories about negative effects of vulnerability.

Legens vurdering av pasientens positive erfaring
A crucial point in our interpretation concerns the doctor’s evaluation of the patient having had a positive experience. Recall bias and performance bias can distort the stories, as well as the doctor’s need to construct a positive understanding of him or herself. A few of the stories made us wonder whether the doctor had had a better impression of what happened than the patient might have had. Nevertheless, in the majority of stories, participants made spontaneous remarks about themselves which not could be considered flattering.

Previous knowledge emphasizes risks - our study provides examples of beneficial vulnerability

Previous studies have emphasized risks rather than benefits associated with doctors’ emotions. Prolonged stress or frustration may lead to burnout in doctors, and early identification of emotional slippage is recommended to prevent this [11]. The question of what to share with the patient and what to not share may be a difficult balance [12], with burnout as a negative consequence for those who lose control of professional integrity.

Vår studie tilfører feltet spesifikk utforsking av positive sider ved sårbarhet

Our study adds to existing knowledge by specifically exploring the positive potentials of vulnerability. The participants’ accounts include not only events, but also contextual preconditions and assumptions about explanatory factors. Yet, theoretical perspectives are required to explore the questions of not only when but also why the doctor’s vulnerability may benefit the patient. 
Vår studie utvider feltet fra avsløring til eksistensielle menneskelige fundamenter og utfordrer klinisk usikkerhet

Awareness of counter-transference is a vital element for psychodynamically oriented psychiatrists [13]. In general practice too, reflexivity is fundamental for rational use of emotional responses. Balint groups, where doctors share experiences of demanding relationships, can provide a safe framework for elaborating complex experiences [14]. Compared with our previous study [7], we have extended the field from disclosure to the specific issues of the existential foundations of being human, and also the challenges of clinical uncertainty. Our findings indicate subject matters that can serve as potentials for development of clinical strategies.

Typer gjenkjennbarhet og grad av intimitet vs risiko for negative relasjoner 

While Beach and co-workers identified different kinds of disclosures indicating that the doctor had the same experience as the patient [15], our findings point to more fundamental commonalities of human life than just having done the same thing (‘‘I’ve used quite a bit of that medicine myself’’). However, there are different opinions about where the lines should be drawn, and what kind of intimacy can be recommended [16,17]. Disclosure is perceived differently by different patients, and the doctor must carefully assess what benefits the individual patient. Lack of limitations can lead to transformation of the doctor-patient relationship into a personal, love relationship, perhaps including a sexual relationship, which is obviously beyond the ethical boundary. There is already extensive literature discussing these aspects. None of our participants spoke of episodes where their identification went out of control and would be considered as over-involvement.

Vår og tidligere studier viser at klare unnskyldninger etter feilbehandling kan bidra positivt 

Clinical practice inevitably involves problems that are uncertain and complex [18]. Hewson and coworkers write about ‘‘strategic medical management’’, based on tacit knowledge, which GPs use for management of uncertain and complex medical problems [19]. Some of the examples mentioned by our participants refer to situations of misconduct. Previous studies show that patients prefer explicit apologies when medical errors have been made [20], indicating a paradigm change in medicine regarding disclosure and revealing uncertainty in front of patients [21]. According to our findings, behaving explicitly honestly in such situations, the doctor may even contribute valuable elements to a difficult interaction.

Implications

Generalisering, med forbehold. Forbehold, men foreslår mulige årsakssammenhenger. Foreslår videre forskning 
Vulnerability gives
 strength, but must be used with caution
. Used adequately, it can
 help build trust and the patient can feel
 more taken care of.
 However, when the doctor’s emotions are exposed primarily in the service of the doctor, it can give the patient a feeling of not being taken care of.
 Our study calls for further exploration of how and when the doctor’s vulnerability can benefit the patient in some situations. 
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The doctor is expected to be detached and omnipotent, yet compassionate and empathetic. Attention is usually drawn to the negative aspects of doctors’ vulnerability and emotionality related to burnout or misconduct. 





Focusing on the potential benefits of vulnerability in the doctor, we find that it may bring strength, but must be used with caution. 


Vulnerability may be experienced as positive in situations where the commonalities of human life trigger off a sense of identification, enhancing the doctor’s ability to understand the patient. 


Events implying professional or personal uncertainty may have improved the doctor’s reflexivity and awareness of sensitive matters of interaction.











�Hovedtittel som favner tema, emne eller fokus for studien.:10 ord, 65 tegn uten mellomrom. 


�Undertittel som angir undersøkelsesstrategi og –setting: 6 ord 36 tegn. 


�Strukturert sammendrag med signalordene eller veiskiltene for hinnhold: Hensikt, Design, Subjekter, Analysefokus (hovedutkommemål), Resultater, og Implikasjoner/Følger. 





Sammendraget er meningsfylt stående aleine. Det gir et tverrsnitt av artikkelen med størst omfang av Resultat, hvilket tilsvarer vektingen i hovedteksten.


�Hensikten er skrevet på nivå med det som på norsk kan kalles mål. Altså et konkret mål: å beskrive hendelser. 





Formålet eller det overordnede målet for studien er implisitt: å hjelpe leger til å praktisere bedre, ved å forklare i hvilke situasjoner deres egen sårbarhet kan virke til fordel for pasienten. 


�Design angir type kvalitativ forskningstilnærming og spesifisert undersøkelsesplan eller  -design og navn på detaljert type tekstanalyse.


�Deltakernes antall, kjønnsfordeling, aldersfordeling og spredning i klinisk erfaring. 


�’Hovedutkommemål’ eller ’fokus for analysene’ angis som deltakernes erfaringer.


�’Resultatene’ eller ’funnene’ kommenterer først forskningsprosessen (”…generously shared stories…”). 





Dernest angis de to hovedkategoriene av resultatet (One cluster… Another cluster…). Disse er fremkommet av å indusere eller trekke sammen deltakernes enkelthistorier. 





Inni hver hovedkategori gis det beskrivelser som kan bidra til å forklare situasjonenes verdi for leger. Beskrivelsene hentyder mulige årsakssammenhenger. I den første hovedkategorien gjøres dette ved å beskrive resultatet: Legene følte at deres identifisering med pasientens problem (uavhengig variabel, u.v.) har økt (påvirkningens retning) deres bevissthet og evne til å forstå (avhengig variabel, a.v.). 


�’Implikasjoner eller følger’ angir først studiens mulige nytte for klinikere. Det foreslås en årsakssammenheng mellom legens fremvisning av sårbarhet (vulnerability) [les: foreslått u.v.) og nytte for pasient og terapeut (strength) [Les: foreslått a.v.]. Punktet ’Implikasjoner’ avslutter med å foreslå  retning for nye forskningsstudier (”Our study opens towards…”


�Mykt verb, tar høyde for studiens forskningstilnærming med induserte funn. 


�Spisset interessevekker som hekter på leseren. Angir problemområdet og settingen.


�Oppsummerer tidligere forskningsstudier relatert til problemet. 


�Indikerer ubesvart spørsmål fra tidligere studie. Angir forskingsfonten. 


�Angir forskernes forforståelse. 


�Angir retning for studien ved å angi forskingsspørsmålet. 


�Angir: 


forskningsdesign på en grov måte


hensikten (beskrive hendelser)


subjekter (leger og pasienter)


setting (allmennpraksis)


avgrensning av spørsmålet (bare positive situasjoner)


nytten for legen (situasjonsbeskrivelser hvor sårbarhet lønner seg)


nytten for pasienten (situasjoner som er fordelaktige for pasienten)


�Avgrenser hensikten med å angi hva hensikten ikke er. 


�Tekstboksen (som mangler tittel i originalartikkelen) oppsummerer først ’Introduction’ med nåtidig viten, hensikts og fokus. Til slutt angir den (i punktene) hovedfunn og implikasjoner med betydning for legen. 





Med andre ord: boksens innhold forklarer og begrunner studien samt gir legene et forsyn på hovedfunn og forslag til implikasjoner. Men den skulle hatt en forklarende tittel. 


�De 2 hovedhistoriene (H2) er abstrahert fra detaljmaterialet. H2 er: (1)hvor legenes gjenkjennelse har bedret pasienthjelpen og (2)hvor legenes usikkerhet har skjerpet evnen til å samarbeide med pasientene. �Med andre ord: forskerne har indusert eller integrert detaljmaterialet til to hovedkategorier historier eller hendelser. Disse presenteres før detaljhistoriene eller eksempler på enkelthistorier. 


�1.hovedhistorie.


�2.hovedhistorie. 


�Tekst om tekst, altså metatekst, som binder sammen ’avsnittet med hovedhistoriene’ til avsnittene under med ulike ’spesifikke eksempler’ og ’generelle eksistensielle eksempler’. Avsnittene under gir mange historier innen ulike emner (elaborate) fra detaljmaterialet. Disse underbygges ytterligere med spesifikke sitater fra informantene.


�Underoverskriften ”I samme båt” gir et bilde på hva legene føler i situasjoner hvor de gjenkjenner pasientens oppfatning av problemet og øker deres evne til å søke løsninger. 


�mulig årsak eller uavhengig variabel (u.v) (gjenkjennelse) og (b) mulig virking eller avhengig variabel (a.v.) (økt evne til å hjelpe) 


�mulig virking eller avhengig variabel (økt evne til å hjelpe). 


�Referatverb (RV)


�Mulig 


�Tolkningsverb (TV)


�TV


�RV


�Forklaringen av H2 er med beskrivelser av (a) mulig årsak (følelse av usikkerhet) og (b) mulig virking (økt evne til å samarbeide med pasienten). 


�Referatverb.


�Mykt verb som tar høyde for observasjonsstudiens induktive karakter. 


�Foreslåtte 1.u.v.


�mykt verb


�mulig påvirkningsretning av 1.u.v.


� mulig 1.a.v.


�mulig 2.u.v.


�mykt verb og foreslått retning for virkningen av 2.u.v.


�mulig 2.a.v.


�Tar høyde for og forespeiler metodediskusjonen for leseren. 


�Tar høyde for og forespeiler diskusjon eller validering opp imot eksisterende forskningsresultater.


�Generalisering. Sterkt verb. Ikke i overensstemmelse med verbet i Abstract.


�Forbehold for negative sider av sårbarhet.


�Mykt verb angir forbehold iht. metodisk tilnærming.


�Mykt verb angir forbehold iht. til metodisk tilnærming. 


�Positivt kunnskapsbidrag til legenes praksis. 


�Forbehold for situasjonsbestemmende faktor. 





