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Preface

Young adulthood is a time of substantial transition, growth, 
risk, and opportunity. Transitioning out of adolescence 
involves developmental challenges including, but not limited 
to, establishment of independence, crystallization of person-
ality, navigation of intimate relationships, and laying the 
groundwork for a career. This stage of life is also the time 
when psychiatric conditions and other mental health issues 
often first present, with the possibility of delaying or derailing 
these developmental milestones. For these reasons, young 
adulthood is a critical period – one that can set stage for the 
rest of a lifetime.

Medical trainees (including medical students and residents) 
and junior attendings are typically young adults. The usual 
demands of young adulthood can be intensified and aggravated 
by the specific challenges faced in medical education and the 
subsequent responsibilities of working as a physician, from 
work load and work hours to caring for the very sick, to finan-
cial debt, and to the pressures of the “culture” of medicine and 
medical institutions. Generally resilient and competent as a 
population, physicians in training and early in their careers face 
substantial stress and often benefit from, or require, psychiatric 
care. The alternative is grim. Studies estimate that physicians 
have the highest rate of suicide of any professional group, with 
almost one suicide daily by a physician [1, 2]. Difficulties may 
start early, with some estimates indicating that up to one-half of 
medical students will experience burnout, and more than 10% 
will have suicidal ideation over a 12-month period [3].
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Generally, medical trainees and young physicians have 
treatable mental health conditions, and early identification 
and treatment can drastically alter the trajectory of illness 
and their lives. Despite this, there can be a reluctance to pur-
sue care [5]. The limiting factors abound – time constraints, 
shame and stigma, and concerns about potential negative 
impact of a psychiatric illness on one’s future career. 
Psychiatric care during this decisive period can be essential 
for these individuals, establishing the basis for ongoing men-
tal health and resilience, with implications on future well-
being, career success, and professionalism.

Most psychiatrists will at some point be in a position of 
providing care or consultation to medical trainees and young 
physicians, even if they do not work specifically for mental 
health services dedicated to this population, and in so doing 
will ask to assess and manage complex issues during a 
dynamic period in their patients’ lives. The psychiatric care of 
these physician-patients must tend to the specific context of 
healthcare training; the potential hazards of untreated illness 
on these patients’ lives, loved ones, and the profession of 
medicine; and the characteristic challenges that exist in the 
treatment of “one of our own.” We compiled this casebook to 
highlight the typical experiences met in the psychiatric treat-
ment of young physicians: from diagnosis to management and 
from interfacing with the systems that oversee and support 
these physician-patients to addressing common countertrans-
ference responses that arise when a physician treats another 
physician. Through the use of illustrative cases and relatable 
discussions, we hope the reader will gain understanding and 
comfort with treating a variety of mental health issues in phy-
sicians and physicians-in-training.

The patients presented in this book were created as fic-
tional cases to reflect the experiences our authors have had 
with students and junior doctors who have presented to see 
us – in the therapy office, the emergency room, or the inpa-
tient psychiatric setting. These are patients who may be diffi-
cult to treat, but the care of whom can be particularly 
rewarding. While we explore topics and indications for 
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treatment that are universal – such as burnout, onset of major 
mental illness, suicide, professionalism issues, and substance 
use  – we hope to emphasize the ways in which managing 
these conditions in medical students, residents, and junior 
attendings made these cases uniquely challenging.

Clinical material is drawn from the authors’ clinical experi-
ence over many years and in different treatment settings, as 
well as idealized and prototypical diagnostic presentations. 
All cases presented have been developed by the authors com-
bining characteristics of real individuals as well as fictitious 
elements. No case presented in this book represents a specific 
individual; there is no direct association between one of these 
cases and an individual that our authors have provided care 
for professionally. First and last names were created and 
assigned and have no connection to actual patients.

New York, NY, USA� Janna S. Gordon-Elliott 
White Plains, NY, USA� Anna H. Rosen 
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�Case

Joseph Martinez, a 26-year-old, third-year medical student at 
a medical school in a small city, hoping to match in neurosur-
gery, presented to the psychiatric emergency department 
(ED) of the affiliated hospital with security officers from the 
medical school.

Joseph, who had never been treated for any psychiatric 
condition in the past, had been escorted from the medical 
school library to the ED when he refused to leave the library 
at closing time (11 p.m.). The security officers explained that 
they had found him pacing up and down the stacks mumbling 
medical-sounding words under his breath and insisting to 
them that he had to stay until he had “solved the equation.” 
The officers told Joseph that if he would not leave, they 
would call the police, at which time he became loud and 
physically threatening, shouting that he had been commis-
sioned by the surgeon general to find a cure for kidney failure 
by solving an obscure equation that had been lost to medical 

Chapter 1
The Case of Joseph 
Martinez: A Medical 
Student with Mania
Shannon G. Caspersen
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history until he himself unearthed it during his internal medi-
cine rotation, the shelf exam for which was the following 
morning.

The security officers, both of whom had worked many 
shifts in the affiliated hospital’s psychiatric ED, recognized in 
Joseph the pressured speech and grandiosity that they had 
seen in some patients in the psychiatric ED in the past, so 
called for backup and escorted him there rather than calling 
the police.

On presentation to the ED, Joseph appeared disheveled 
(several days’ beard growth, dark circles under his eyes, oily 
hair, and food stains on his shirt and white coat). When 
approached by the second-year psychiatry resident working 
in the ED, Joseph recognized him and said, “I know you from 
med school. You were a fourth year when I was a first year. 
It’s always the dumbest med students who match in psychia-
try. You would never understand the level of medical com-
plexity I am engaged in right now. Get me the attending.”

The resident, maintaining a neutral tone, explained that 
the attending would be there in the morning but that for 
now Joseph could perhaps describe how he had come to be 
in the ED.

Joseph’s speech was indeed pressured as he described 
how he had been awake for the last 3 nights attempting to 
solve “the equation to end ESRD [end stage-kidney dis-
ease] and dialysis forever.” He stated proudly that, prior to 
those 3 nights, he had done three overnight shifts in a row 
on the medicine wards by taking shifts for two of his class-
mates, in hopes of getting extra credit on his internal medi-
cine rotation. He stated that he was confident that he would 
“ace the shelf exam” the following morning, provided that 
he was released immediately from the ED to finish study-
ing for it. He was so confident, he said, that he felt he could 
devote several hours to solving the equation, as requested 
by the surgeon general, before sitting down to study for the 
shelf.

When interviewed by the attending psychiatrist in the ED, 
he presented similarly, with pressured speech, increased 
energy and goal-directed activity, and grandiosity.

S. G. Caspersen
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Collateral obtained from Joseph’s internal medicine course 
director confirmed that Joseph’s behavior had changed over 
the last week, and the director was planning to contact the 
medical school dean the following morning, after the shelf 
exam, to express concern.

Joseph denied ever having had any psychiatric problems in 
the past or in the present. He stated that if he were not 
released from the ED immediately, he would “punch out” the 
attending and the resident and also sue the hospital.

The attending determined that the second-year resident, 
who had indeed known Joseph socially in medical school, 
should not manage the case in the ED.  Joseph refused to 
answer any questions that did not directly pertain to his being 
discharged from the ED, refused medication offered, and 
refused admission to the inpatient psychiatric unit at the hos-
pital, stating, “my psych rotation isn’t until the end of the 
year—I’m saving the easy ones for the end.”

Joseph was determined to be a risk to others, given his 
threatening statements and physical aggression, and a risk to 
himself given his having not slept in at least 6 nights and his 
highly irritable state. He was hospitalized involuntarily.

The ED attending was also the inpatient unit attending, 
but Joseph was assigned to a different resident, who he had 
not known previously. He was able to view this resident as his 
physician, rather than as a peer, which helped him assume the 
patient role more easily on the unit than he had been able to 
in the ED.  He remained dismissive of the attending and 
refused to discuss anything other than his discharge during 
rounds but would speak with the inpatient resident individu-
ally. They would walk down the ward hallways while talking, 
so that Joseph could pace, as he had been doing since his 
arrival, and the resident could take history. The resident was 
able to glean that Joseph had had episodes of depression in 
high school and college, but had never sought treatment, and 
the episodes had self-resolved. He learned that Joseph’s 
mother had major depressive disorder and that his paternal 
grandfather had been institutionalized following a “nervous 
breakdown” for many years. The resident was able to con-
vince Joseph to produce a urine sample, which was negative 

Chapter 1.  The Case of Joseph Martinez: A Medical…
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for substances of abuse, and Joseph reported that he never 
used drugs, licit or illicit, and had never had more than three 
drinks at a time, about once per month.

Joseph denied ever having had suicidal ideation, engaging 
in self-injuring behavior, or committing violence toward 
others.

�Principles of Diagnosis and Management

�Diagnosis

The most appropriate diagnosis for Joseph is bipolar I disor-
der, severe, current episode manic, with psychotic features [1]. 
He is exhibiting a discrete period (approximately 1 week 
based on his report of 6 sleepless nights and a change in 
behavior noted by the course director over the last week) of 
elevated and irritable mood, grandiosity (believing he has 
been commissioned by the surgeon general to solve one of 
medicine’s more significant ailments), decreased need for 
sleep, pressured speech, and increased goal-directed activity 
(extra shifts, all-night studying). His physical aggression and 
erratic behavior are interfering with his functioning. His his-
tory of depression, though untreated, supports a diagnosis of 
bipolar disorder, as does his family history of mood disorders, 
including his grandfather’s “nervous breakdown” which may 
have represented a manic or depressive episode. The fact that 
his manic episode was severe enough to necessitate a hospi-
talization qualifies Joseph for a diagnosis of bipolar I.

As this was an initial psychiatric presentation, the inpa-
tient treatment team considered a wide differential diagnosis, 
including substance-induced bipolar or psychotic disorders, 
primary psychotic disorders, and personality disorders. The 
negative urine test and the lack of substance use history aside 
from monthly moderate drinking make a substance-induced 
manic episode less likely (though the urine sample was not 
produced immediately, and therefore would not reveal the 
use of substances that do not appear in urine outside of a very 

S. G. Caspersen
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short time window, or those substances that may not be 
detected by the particular toxicology assay). The prominence 
of mood symptoms in addition to the psychotic symptoms 
prioritizes a bipolar disorder over a pure psychotic disorder. 
The substantial change in mood and behavior over a short 
(1-week) period makes a personality disorder less likely. 
Further collateral obtained from Joseph’s dean and from his 
parents clarified that he had not exhibited prodromal symp-
toms consistent with an emerging psychotic disorder, was not 
known to use any substances (including psychoactive pre-
scriptions that could induce mania, such as stimulants or 
corticosteroids), and was not known to have previously dis-
played any of the behaviors that were present in the week 
leading up to his hospitalization. His parents did note that he 
had been a “moody” teenager who could spend several days 
in bed without showering. These behaviors, which his parents 
at the time attributed to “typical teenagehood,” could have 
represented untreated major depression.

�Management

The most important initial treatment for bipolar mania is 
mood-stabilizing medication. Ideally, Joseph would have 
received medication from the ED, but since he was refusing 
and did not pose immediate bodily harm to himself or others 
in the ED, he was not given intramuscular medication. On the 
inpatient unit, where he quickly developed a rapport with the 
resident, he was offered oral valproate, which was titrated to 
a therapeutic blood level, with quetiapine at bedtime to 
restore a normal sleep pattern, which in turn diminished the 
mania. Lithium would have been an option for mood stabili-
zation as well, but given Joseph’s psychotic preoccupation 
with ESRD, he refused a medication that was potentially 
nephrotoxic.

Once a patient with mania begins to stabilize, the patient 
may be more receptive to group and individual therapy, 
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with a focus on safety, discharge planning, and recurrence 
prevention.

�Principles for Doctors Treating Doctors

Some of the symptoms and behaviors that can lead to, 
exacerbate, or represent mania are glorified in medical 
student culture. Being high-energy, being able to stay up 
all night to study or do shifts, and engaging in highly 
focused goal-directed behavior are not only desirable in 
medical students—they are requisite. In an individual like 
Joseph, who is genetically predisposed to bipolar disorder 
and is in the age range at which a first episode character-
istically occurs, the demands and pressures of medical 
school can make the symptoms he was experiencing seem, 
at least at first, to be normative. His taking on extra shifts 
and staying late in the library could be experienced by 
him and by his peers and instructors as typical of an ambi-
tious and high-achieving medical student, or, in med 
school slang, a “gunner.” Even his delusions of grandeur—
that he has unearthed an obscure equation and must solve 
it at the behest of the surgeon general in order to cure 
ESRD—are ego-syntonic with the medical student’s ide-
alized calling to achieve, innovate, and save lives. Perhaps 
Joseph would have had more insight into his mood distur-
bance at an earlier stage if it had not been aligned so 
closely with the goals and values of a budding medical 
professional.

Once Joseph was brought to the ED by concerned secu-
rity staff, his identity changed from grandiose hero-physi-
cian, saving the world from ESRD, to patient. He found 
himself in the far from grandiose position of being a patient 
on a medical service of a specialty he seemed to disrespect 
and under the care of a physician whom he regarded as a 
peer—and an inferior one at that. We do not know what his 
attitude toward psychiatry and this particular resident/for-
mer schoolmate was prior to his manic episode, but there 

S. G. Caspersen
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was likely a degree of disdain pre-mania that was exagger-
ated or revealed in the context of the illness.

As Joseph’s valproate level became therapeutic, he was 
able to discuss how he experienced his hospitalization as a 
fall from grace—from a “AOA-track neurosurg-matcher” to a 
“nutcase on the psych ward.” On the one hand, he expressed 
fear that his “brain was broken” and he would need to drop 
out of medical school, and on the other, he demanded that his 
psych rotation be changed to an away-rotation at a hospital in 
another city, because he was ashamed of being a patient and 
of how he had behaved toward the ED resident and the 
attending when he was manic.

While gently addressing these all-or-nothing, black-and-
white statements with techniques of cognitive behavioral 
therapy, the inpatient clinicians considered, among them-
selves, the quite realistic risks of Joseph’s continuing on an 
ambitious medical career. For example, there were good rea-
sons to be thoughtful about future lifestyle demands, such as 
lack of sleep and changes in sleep schedule, which are risk 
factors for mania in patients with bipolar disorder. If he were 
to choose to match in neurosurgery, Joseph’s shift schedule as 
a medical student, resident, and attending might increase his 
chances of manic relapses. Side effects of some mood stabiliz-
ers, such as tremor, could also be problematic for a career as 
a surgeon. Lastly, though Joseph denied any problematic 
substance use, his academic and clinical ambitions and the 
possibility for cognitive dulling that could occur with valpro-
ate or another mood stabilizer put him at risk for stimulant 
use or misuse, which could in turn exacerbate another epi-
sode of mania. The team chose to delay exploration of these 
longer-term issues, deciding that these concerns might be 
better addressed on an outpatient basis, once Joseph had 
established rapport with an outpatient psychiatrist, with 
whom he could strategize about the ways to keep himself 
stable and optimize his mental health over time.

Joseph’s different transference experiences toward spe-
cific psychiatrists and his transference toward psychiatry in 
general would likely elicit negative countertransference 

Chapter 1.  The Case of Joseph Martinez: A Medical…
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responses in his treating psychiatrists, both negative (his 
former schoolmate who he devalued in the ED) and posi-
tive (his inpatient resident, whom he idealized and who 
might feel like Joseph’s savior and the “only one” who can 
connect with him). For the resident evaluating and working 
with Joseph, the similarities between them could lead to 
overidentification, potentially subtly affecting the resident’s 
behavior—perhaps by minimizing Joseph’s symptoms or by 
responding to Joseph in a judgmental or punitive way. Both 
of which responses may be related to unconscious anxiety 
generated by imagining that something like this could hap-
pen to the resident. Careful and attentive supervision from 
the attending for the resident treating this patient is not 
only essential but may also allow for a tremendous educa-
tional experience and significant professional growth for the 
resident. This case also highlights how the relationship 
between non-psychiatrist physicians and their psychiatrists 
is undoubtedly affected by attitudes and beliefs that physi-
cians hold about their own specialties and those of others; 
the non-psychiatrist patient will experience the treatment 
with a psychiatrist in part through the lens of his attitudes 
(both positive and negative) about psychiatry, and the psy-
chiatrist’s ideas about the specialty of the non-psychiatrist 
patient will be part of the psychiatrist’s experience. The 
psychiatrist must be attentive to this process and—as indi-
cated—address beliefs and biases actively, either individu-
ally (e.g., in supervision, therapy, or self-exploration) or 
directly in the dynamic with the patient. Physicians in other 
fields may think about personal psychiatric illness in a very 
different way, sometimes specific to their chosen specialty, 
than the psychiatrist treating them does. For Joseph, his goal 
to treat the brain as a surgeon, in a mechanical way, is a 
particularly interesting juxtaposition to the perspective of 
the psychiatrist, who for the most part treats the brain in a 
decidedly less mechanical way. In the treatment, the psy-
chiatrist can work with some of these perspectives as not an 
obstacle but a way of engaging the physician patient.

S. G. Caspersen
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�Outcome

Joseph returned to school after a medical leave for his hospital-
ization, followed by a week at home with his parents during 
which he studied for his shelf exam in internal medicine. He 
took the exam upon his return to school and obtained an aver-
age score. He worked with his new outpatient psychiatrist to 
process what it meant to him to achieve an average, rather than 
superlative score, as he was used to doing. With the assistance of 
student mental health leadership and the dean’s office, Joseph’s 
rotation schedule was rearranged so that he could do electives 
and non-call rotations earlier, saving more intensive rotations 
for later in the year. He remained stable on valproate, with occa-
sional use of quetiapine when he had trouble sleeping or needed 
to go to sleep in the morning after an overnight shift. He dis-
cussed his desire to continue to pursue a residency in neurosur-
gery with his psychiatrist and ultimately determined that he 
would take a year off from medical school to do a research fel-
lowship before deciding on a specialty. His psychiatrist empha-
sized the importance of medication adherence and checked 
blood levels of valproate more frequently than the recom-
mended every 4–6 months, given the high stakes of the patient 
falling below a therapeutic blood level. He remained mostly 
side-effect-free through his first year of valproate treatment.

Pearls
•	 Lifestyles conducive to manic-like behavior can 

mask and/or exacerbate mania
•	 Hierarchical relationships between medical trainees 

and professionals, as well as between members of dif-
ferent specialties, can arouse unique transference-
countertransference reactions

•	 Effect and side effect profiles of mood stabilizers 
need to be taken into account when choosing medi-
cations for particular patients with bipolar disorders, 
according to their lifestyles and life goals.

Chapter 1.  The Case of Joseph Martinez: A Medical…
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�Case

Monica, a 24-year-old second year medical student at a mid-
Atlantic urban medical school, presented to Dr. Noyes, a 
psychiatrist in practice for 15 years, with the chief complaint: 
“I was told to come here.” Dr. Noyes was the fourth psychia-
trist that Monica had seen since the beginning of high school 
and felt that each one “failed her.” Nonetheless, Monica’s 
mother urged her to seek treatment after making a suicidal 
statement to her over the phone. Monica arrived on time for 
her appointment with Dr. Noyes – put together and poised 
she glided into the office – deliberately avoiding the gaze of 
the other patients in the waiting area. She began speaking 
without prompting from Dr. Noyes. She shared her difficul-
ties with a rehearsed quality, punctuated with professional 
jargon. She endorsed a lifelong preoccupation with perfec-
tionism, difficulty making and keeping friends, and a sense of 
shame related to her father’s alcoholism. Monica’s difficulty 
cultivating close friendships fueled an intensity about aca-
demic achievement. Medical school was the culmination of 
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years of focus and hard work. While part of her was wary of 
pursuing medicine, she knew that she liked school, thrived 
within structured environments, and imagined she would be 
among driven, like-minded individuals. Monica matriculated 
into medical school right after college.

Since high school, Monica was evaluated by three psychia-
trists but consistently felt misunderstood adding that she was 
“far more intelligent than any of these doctors.” Dr. Noyes 
interjected – “You are right, you may have been more intel-
ligent than them.” This unnerved and confused Monica and 
she struggled to pivot from Dr. Noyes’s interjection. Part of 
Monica’s difficulty related to her rigidity. With the start of 
medical school, among classmates who were of varying ages 
and life experiences, Monica struggled to balance her com-
petitiveness with her wish to connect to peers. She described 
an intensification of her baseline irritability and feelings of 
emptiness. As a way to release her anger, she scratch and then 
cut herself, first on her forearms and then over her inner 
thighs. At first, this was a rare occurrence, but over time, 
Monica’s self-injury escalated to almost every day.

During the first four weeks of medical school, Monica 
thought about suicide for the first time. She was studying for an 
anatomy quiz in a lounge on the eighth floor. She looked out of 
the eighth floor window, considered how she could go about 
opening it, and imagined the fall. Monica did not open the win-
dow, but over the year since then, in more desperate moments, 
she would sit beside this window as though she was studying 
and imagined her death. She said that she did not think about 
the impact that her suicide would have on her family. A week 
before meeting Dr. Noyes, while on the phone with her mother, 
Monica revealed intermittent suicidal thoughts with the plan to 
jump out of the eighth floor study room window.

Monica denied feeling like she had a drinking problem but 
did acknowledge that that once every one to two months, she 
would drink six or more drinks in a night. Typically, she would 
start while out with friends, but not uncommonly drink more 
on her own later. She explained that this could be triggered 
by negative feelings, such as feeling lonely or overwhelmed or 
rejected by a perceived social or romantic slight.

A. H. Rosen
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In the initial evaluation session, Dr. Noyes assessed 
Monica for current suicidality, and Monica denied having any 
thought of suicide. Dr. Noyes reviewed Monica’s upcoming 
responsibilities – wondering about her potential vulnerability 
around sick patients. Monica did not have any clinical 
encounters scheduled. They set up a time to meet later in the 
week.

�Principles of Diagnosis and Management

�Diagnosis

The most appropriate diagnosis for Monica is borderline per-
sonality disorder (BPD). Patients with BPD suffer from 
unstable self-image and concurrent difficulty managing their 
affect and behaviors. The DSM-5 diagnostic criteria for BPD 
include “a pervasive pattern of instability of interpersonal 
relationships, self-image, and affects, and marked impulsivity, 
beginning by early adulthood and present in a variety of con-
texts [1].” With further evaluation of Monica’s difficulties, Dr. 
Noyes appreciated a pattern of unstable and intense interper-
sonal relationships, a lack of self-awareness (specifically, an 
inability to see herself as others see her), a chronic experience 
of emptiness, impulsive self-destructive behaviors, and recur-
rent suicidal thoughts and actions.

While Monica clearly exhibited symptoms of BPD, Dr. 
Noyes’s differential included major depressive disorder, anxi-
ety disorder (panic disorder and generalized anxiety disor-
der), bipolar disorder, alcohol use disorder, and cannabis use 
disorder. Critical to Dr. Noyes’s understanding was the chro-
nicity of some of her symptoms (i.e., identity diffusion, lack of 
stable self-image) punctuated by periods of mood lability, 
impulsivity, and suicidal ideation. In contrast to a major 
depressive episode, Monica’s symptoms did not present with 
significant neurovegetative symptoms. She was able to main-
tain her activities of daily living and did not think of herself 
as sad. In contrast, she described feeling “nothing” or anger. 
She denied panic or irrational fears suggestive of an anxiety 
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disorder but reported feeling chronically “on edge.” Unlike a 
patient in the midst of a hypomanic or manic state, she was 
not elevated nor did she present with accompanying grandi-
osity, limitless energy, or sleep disturbance. Monica reported 
drinking alcoholic beverages once a month but when she did 
would frequently drink 3–4 drinks alone and sometimes 
would blackout at the end of the night. She did not see this as 
problematic or potentially dangerous. For some with border-
line personality disorder, alcohol or other substance use can 
magnify insecurities, impulsivity, and mood lability.

�Management and Treatment

The mainstay of treatment for BPD is the combination psy-
chotherapy and pharmacotherapy. Therapies including dia-
lectical behavioral therapy (DBT), transference focused 
psychotherapy (TFP), and mentalization-based treatment 
(MBT) have been developed specifically to treat patients suf-
fering from BPD. At their core, each of these psychotherapies 
works with treatment contracts, strategies to address 
premature termination, crisis interventions, and a focus on 
interpersonal awareness and therapeutic alliance.

While Monica did not fulfill criteria for a comorbid mood, 
anxiety, or substance use disorder, the medications frequently 
used to address these issues – antidepressants, anxiolytics, and 
mood stabilizers – can be beneficial to patients with BPD. The 
greatest benefit of pharmacological options is when there is a 
specific symptom to target with medication such as mood labil-
ity. Monica, for example, benefited from escitalopram – a selec-
tive serotonin reuptake inhibitor (SSRI) which helped brighten 
her mood and relieve some of her anxiety and restlessness.

�Principles for Doctors Treating Doctors

Upon initial presentation, Monica expressed ambivalence 
about her difficulties, demonstrating a profound lack of self-
awareness and perpetuating her anger that others psychia-

A. H. Rosen
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trists failed to help her address her difficulties. She experienced 
the latter as humiliating, and in her mind, it delayed her abil-
ity to access treatment. During Dr. Noyes’s initial sessions 
with Monica, she clarified Monica’s symptoms. She thought 
about the ways it was going to be difficult for Monica to be a 
patient and the ways Monica would struggle treating patients 
and managing their needs as a medical student and later a 
physician. Central to alliance formation was a neutral and 
empathic stance which Dr. Noyes hoped would model bound-
aries and caretaking for Monica.

Dr. Noyes summarized her findings after three sessions. 
She diagnosed Monica with BPD and recommended twice 
weekly psychotherapy. Monica was upset by her diagnosis. 
Borderline was a word she heard thrown around the hospital 
for unsavory and difficult patients. Dr. Noyes asked her to tell 
her more about this. Monica shared an experience from her 
first year in medical school while she was shadowing a medi-
cine resident on an inpatient service. The patient in the resi-
dent’s care threw a tray of food at a nurse. The resident’s 
pager starting buzzing while he was in the midst of coaxing a 
patient who wanted to leave against medical advice to stay in 
the hospital. Monica followed the resident into the hallway 
and watched him throw his hands up in exasperation as he 
rhetorically asked if “these people could just get locked up on 
psych.” He then gave Monica his pager and asked her to “deal 
with it.” Monica recalled to Dr. Noyes how she felt at a loss. 
She remembered feeling unskilled and furious. She started 
scratching her forearm until she noticed the resident staring 
at her arm with some concern. Monica could not decide 
where to direct her ire. She was angry with the patient, imag-
ining her as ungrateful and disruptive and now causing more 
work for Monica. Simultaneously, she was enraged by the 
resident’s response, wondering how he could behave so dis-
missively toward his patients.

She imagined herself as a resident in a few years. She iden-
tified with both the dysregulated patient and the disparaging 
resident. Unable to separate her experience from the “bad” 
patient, she internalized the experience as a reflection of her 
own emotional dysregulation, reinforcing her experience of 
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herself as a poorly behaved, angry person. That night, con-
fused by the day’s events and uncomfortable with her emo-
tions, Monica continued scratching and then cut herself. She 
was relieved that her scars would be covered with long 
sleeves and her white coat. Recalling this in Dr. Noyes’s 
office, she felt shamed and “outed” with Dr. Noyes’s diagno-
sis Dr. Noyes validated Monica’s experience as well as the toll 
placed on her to “deal” with a patient who was clearly strug-
gling and unable to articulate her needs effectively. She asked 
Monica to imagined herself as the physician in this episode 
and how she would have managed the patient’s care and her 
own affect. The patient was given medication by the time 
Monica arrived at her bedside and was practically asleep. She 
revealed that she was relieved that she did not have to “deal” 
with the situation and angry that the patient’s needs seemed 
ignored. Dr. Noyes wondered about Monica’s inability to 
control the events and subsequent attack on herself. She 
asked if the team met with the patient after the incident. 
Monica wasn’t sure. Cautiously, Dr. Noyes offered an inter-
pretation of the scenario: Monica identified with the treatment 
team’s frustration as well as the patient’s aggression. She felt 
as though she had to pick “sides” and was unable to consoli-
date her experience, feeling so overwhelmed with her own 
and other’s affect that her only recourse was to attack 
herself.

Monica and Dr. Noyes were scheduled to meet twice 
weekly with treatment organized around a mutually agreed 
upon contract adhering to the model of transference focused 
psychotherapy. From the onset of treatment, Monica struggled 
with attendance. When Monica canceled appointments at the 
last minute (as was frequently the case), the next session was 
focused on her absence. Several months into treatment, after 
a string of repeated absences, Monica presented as particu-
larly irritable. Anticipating Dr. Noyes’s focus on her most 
recent canceled appointment, she began: “Can we speak about 
something else? When I am not here it’s because I am taking 
care of patients” adding “and my cutting is getting much 
worse.” Dr. Noyes validated Monica’s hard work but needed 
to reflect transferentially on Monica’s anger. In the session it 
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was directed at Dr. Noyes. Outside of session she directed it 
on herself. Dr. Noyes wondered how this impacted Monica’s 
interactions in the hospital and ability to deliver patient care. 
Dr. Noyes pointed out that her difficulty setting up boundar-
ies was impacting her own care – both with repeated cancel-
ations and intensification of self-harm. Dr. Noyes recalled 
Monica’s experience earlier in the year with the dysregulated 
“borderline” patient. Overidentifying with the rageful patient 
and unsympathetic resident prompted her own attack on her-
self. Monica took a deep breath. Reflecting, “if I could have 
taken a deep breath in that moment, I would have been more 
useful, or at the very least wouldn’t have started scratching my 
arms in front of my resident.” This was a subtle but an impor-
tant boundary that Monica could access in the future.

Monica’s challenges were multi-tiered. She presented with 
an illness that can be difficult to identify, difficult to treat, and 
frequently misunderstood. Even among colleagues in the 
medical community, borderline is used as an adjective or, 
worst yet, an expletive connoting challenging, unsatisfied, and 
time-consuming patients. When borderline is used as a pejora-
tive descriptor, this highlights providers’ sense of futility man-
aging medically challenging and affectively dysregulated 
patients. At the same time, this minimizes the psychological 
experiences of their patients and a disavowal of treatment for 
others with mood lability, interpersonal difficulties, and those 
diagnosed with borderline personality disorder. In treatment, 
psychoeducation around the word, usage, and diagnostic crite-
ria of borderline personality disorder delineates the experi-
ence of providing care for medically and psychiatrically ill 
patients  – a challenge all future physicians will encounter  – 
and seeing oneself as having a treatable illness. To this end, 
Monica’s identification with this patient’s rage and impulsivity 
stood as a barrier for engagement in treatment, rather than a 
motivation to understand and contain her own difficulties. 
Monica internalized the resident’s resentment toward border-
line patients and imagined her own difficulties met with simi-
lar capitulation from providers. Psychoeducation around these 
issues as well as orienting a patient to a structured treatment 
with goals and expectations is therapeutic and instructive.

Chapter 2.  The Case of Monica Khuma: More than…
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Dr. Noyes employed the same strategy in her organization 
of Monica’s treatment. Their treatment contract addressed 
safety (self-injury and suicidal ideation), treatment-interfering 
activities (attendance, alcohol use), and Monica’s interper-
sonal challenges. Each session opened with the focus on 
Monica’s treatment contract. This can be challenging for 
patients with borderline personality disorder with particular 
vulnerabilities to shame and perceived criticism. The focus on 
the contract, however, facilitates discussion of Monica’s most 
central difficulties in a contained environment. Other modali-
ties such as DBT incorporate diary cards and treatment hier-
archies to orient the patient and provider to the most pressing 
issues for their sessions. These strategies address resistance in 
treatment and acknowledge the difficulty patients with bor-
derline personality disorder have managing their internal 
emotional organization. Organization and consistency in 
treatment offer a sense of control for the borderline patient 
when exploring the most affectively charged subjects. The 
result is both therapeutic and supportive. Monica’s progress 
relied upon her acceptance of the role of a patient and subse-
quently to see herself as someone worthy of care and atten-
tion from a physician – the same kind of care she imagined 
giving to future patients.

�Outcome

Monica continued to see Dr. Noyes twice weekly for the 
duration of medical school. She struggled with a sense of 
shame relating to “needing” treatment and was able to 
express relief that Dr. Noyes prescribed the treatment. With 
an emphasis on identification of emotional states, consolidat-
ing disparate feelings and behaviors and creating boundaries 
for self-care, Monica matured as an individual and caretaker. 
Two years into treatment while deciding upon her specialty, 
Monica proposed pursuing psychiatry. Dr. Noyes’s initial 
response was pride, feeling as though she succeeded as a clini-
cian. Aware of her own countertransference and wish to help 
as well as Monica’s tendency to overidentify with those in her 
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midst, Dr. Noyes addressed this in the treatment. Monica 
expressed empathy for psychiatric patients. She related to 
their vulnerabilities and felt as though she could “advocate” 
for them. Dr. Noyes asked Monica if this was something she 
thought she would enjoy or a way of protecting herself. 
Monica was able to reflect and consider the skills that she 
wanted to use daily; advocating for psychiatric patients was 
not isolated to the work of psychiatrists. She thought about 
what she wanted and what interested and challenged her. 
Ultimately, she applied and matched in internal medicine. 
Her experience was less colored by shame and she felt hope-
ful about her future.

Pearls
•	 It is important to establish a contract to frame and 

organize the treatment with expectations around: 
meeting times, frequency of sessions, events that 
occur between sessions, steps to take in the event of 
an emergency, and clear expectations around poten-
tial notification of administration. This clarity of 
structure will contrast with patient’s internal chaos.

•	 Neutrality as a treater. Patients with borderline per-
sonality disorder typically present to treatment with 
accumulated negative, invalidating experiences, and 
to protect against this experience, their impulse is to 
devalue and/or idealize the treater. A neutral, 
empathic provider can most aptly guide a patient 
with borderline personality disorder to develop a 
cohesive self-representation.

•	 Clarification of goals and expectations of treatment. 
The more psychoeducation the better  – this offers 
clarity and containment of affective states – elements 
that patients with borderline personality disorder are 
likely to lack in their internal lives.

•	 Screen for co-occurring psychiatric and substance 
use disorders.
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�Case

James Dire, a 26-year-old third year medical student at a 
northeast urban medical school, presented to Dr. Waser, a 
psychiatrist with over 20 years of experience working in the 
medical school mental health clinic, with the chief complaint: 
“No offense, but I really don’t think that this is psychiatric.” 
James went on to explain that he had already seen multiple 
medical providers after at least three visits to the medical 
emergency room and was finally encouraged to seek out psy-
chiatric assessment and treatment. He felt that this referral 
was made in error and that his symptoms were not being 
taken seriously by his other physicians. James spoke in a 
confident and determined manner as he painstakingly 
described multiple misgivings about having been asked to 
speak with a psychiatrist; in contrast, he was notably vague in 
his recounting of the symptoms which had prompted his ini-
tial visits to the emergency room and consultations with mul-
tiple primary care providers and specialists.
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Dr. Waser gently encouraged James to describe his symp-
toms, and after several subtle prompts, James explained that 
he had repeatedly experienced what he believed to be symp-
toms of a “heart attack,” adding vehemently “that none of the 
doctors could accurately diagnose.” His symptoms began dur-
ing his first clerkship, internal medicine, during the morning 
rounds with the medical team. He experienced a sudden 
onset of dizziness and heart palpitations. He also felt very 
weak with significant vague abdominal discomfort and shak-
ing in his upper extremities. His resident noticed that James 
appeared pale and diaphoretic and told him to go sit down 
and rest. James recalled feeling scared that he was dying and 
completely losing control of the situation. His father had 
passed away from a heart attack only 2 years prior, and James 
was certain that he was experiencing cardiac symptoms. 
James decided to go to the emergency room immediately. 
After a thorough physical examination, the emergency room 
physician said that it was likely anxiety and discharged James 
with follow-up with his primary care physician.

To James’ dismay, his attacks had waxed and waned over 
the next 6 months and, while always unpredictable, had typi-
cally recurred during work hours in front of his medical col-
leagues. At times, his episodes were characterized by chest 
discomfort as well as the sensation of a racing or pounding 
heart. He also experienced shortness of breath, feelings of 
detachment, and numbness in his extremities. James began to 
feel anxious about the possibility of another attack especially 
in a situation that would be both professionally embarrassing 
and where it would be challenging to obtain emergent medi-
cal help. These episodes were unpredictable, which was very 
unsettling to James, who always prided himself on his ability 
to remain calm and collected in the face of uncertainty. James 
was certain that there was a medical explanation for his 
symptoms and sought out appointments with his primary care 
physician and subsequently demanded referrals to a cardiolo-
gist and a neurologist. The specialists who evaluated James 
performed more tests, but they all ultimately concluded, to 
James’ consternation, that his symptoms were better described 
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as panic or “anxiety attacks.” James finally accepted a referral 
to Dr. Waser but only to “prove that I’m not insane.”

As part of the initial evaluation, Dr. Waser assessed for the 
presence of mood symptoms and any changes in sleep and 
appetite, all of which James denied. They reviewed James’ 
medical history, which was unremarkable. James also denied 
taking any herbal or over-the-counter supplements. He 
denied significant alcohol use or any illicit drug use. He 
laughed when he explained that at this point he was even 
avoiding drinking any caffeinated beverages as they could 
trigger a sensation of heart palpitations which was too remi-
niscent of his panic attacks.

At this point in his medical school curriculum, James had 
elective and vacation time scheduled which left him with a 
relatively flexible schedule. They agreed to meet once again 
the following week to discuss diagnosis and treatment plan in 
greater detail.

�Principles of Diagnosis and Management

�Diagnosis

The most appropriate diagnosis for James is panic disorder. 
Panic disorder typically develops in young adulthood but can 
also develop in other age groups and may be underdiagnosed 
in the adolescent and geriatric populations. Patients with 
panic disorder endorse acute episodes of anxiety associated 
with perceptions of impending doom. Episodes can vary from 
several events occurring during the day or scattered through-
out the year. While an episode of intense anxiety can last 
from minutes to hours, discreet panic attacks rarely last more 
than an hour and typically reach a crescendo of symptoms 
within 10 minutes. Panic disorder is diagnosed when an indi-
vidual has experienced recurrent panic attacks, and there is at 
least a 1-month period following a panic attack that is charac-
terized by either persistent concern or worry about having 
another panic attack or changes in behavior to avoid having 
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a panic attack. Panic disorder should be distinguished from 
panic attacks occurring as a result of a medication or other 
substances or a medical disorder [1]. A careful substance use 
history is essential in a diagnostic evaluation.

Panic disorder commonly co-occurs with other psychiatric 
conditions such as agoraphobia, social phobia, and specific 
phobia. About two-third of patients diagnosed with panic 
disorder experience episodes of panic attacks concurrently 
with or after the onset of major depression. Patients describe 
unexpected or unexplained panic attacks, while others expe-
rience panic attacks with recognizable patterns or due to 
known stimuli. Dr. Waser recognized that James’ pattern of 
avoiding caffeinated beverages due to concerns that they 
would trigger symptoms similar to his panic attacks, as well as 
his reported anxiety over having future panic attacks, was an 
important diagnostic theme.

Based on the history gathered, and a review of the exten-
sive medical testing James had received, Dr. Waser felt quite 
confident in a diagnosis of panic disorder. His differential 
diagnosis for James included generalized anxiety disorder 
(GAD), specific and social phobias, and illness anxiety disor-
der. Differentiation from other anxiety disorders can be chal-
lenging. It was important for Dr. Waser to identify that James’ 
reported anxiety was specific to having another panic attack 
and not attached to other situations or events (i.e., specific or 
social phobias). Patients with GAD similarly experience 
physical symptoms associated with anxiety, but they typically 
describe anxiety and physical symptoms that emerge and dis-
sipate very slowly as compared to panic attacks (though 
patients with GAD may also have panic attacks, and can be 
diagnosed, if all criteria are met, with co-occurring panic dis-
order), and they commonly report a more chronic course – 
sometimes years before coming to clinical attention. In 
contrast to illness anxiety disorder, where patients present 
with anxiety about having or acquiring a serious illness in the 
presence of no or minimal physical symptoms, James did 
describe very specific symptoms which are highly associated 
with a panic attack based on the DSM-5 criteria. Furthermore, 
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health concerns associated with illness anxiety disorder are 
incessant, even if they fluctuate and change over time, 
whereas James’ distress about his health is largely limited to 
the period during, and in relation to, his unambiguous panic 
attacks.

�Management and Treatment

The treatment for panic disorder is often twofold, including 
pharmacotherapy and psychotherapy. Evidence-based psy-
chotherapy options include cognitive behavioral therapy 
(CBT) and psychodynamic psychotherapy. CBT is often con-
sidered first-line treatment given robust evidence available in 
support of this time-limited therapy, which focuses on a 
problem-solving approach and correction of common cogni-
tive distortions [2]. The clinician might also consider psycho-
dynamic psychotherapy, which promotes insight into 
psychological conflicts and interpersonal functioning that 
might contribute to the development and perpetuation of 
panic disorder while utilizing the therapeutic alliance [3]. 
Serotonin reuptake inhibitors (SRIs) are commonly the 
mainstay of medication treatment for panic disorder, though 
other types of antidepressants also have evidence for use. 
Benzodiazepines may be used temporarily, with caution for 
overuse and potential for impeding the progress of psycho-
logical therapies, such as CBT.  Studies have shown that a 
combination of psychotherapy (CBT) and pharmacology is 
more effective than either treatment alone [4].

�Principles for Doctors Treating Doctors

During their first session together, Dr. Waser and James care-
fully reviewed his symptoms and his medical work-up. James 
wanted to make sure to cover every possible diagnosis and 
potential treatment options to make sure that nothing was 
“overlooked.” Dr. Waser thought to himself that this request 
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represented a kind of a “test” for James to make certain that 
Dr. Waser was indeed a knowledgeable physician. However, 
Dr. Waser also knew that this was at least in part the result of 
James’ shame and vulnerability of experiencing symptoms 
that were seemingly outside of his control. It was evident, 
without being explicitly stated by the patient, that James was 
questioning his own ability to take care of his patients in light 
of his inability to manage these symptoms and difficulties he 
was having. Still not knowing much about James’ life and nar-
rative, Dr. Waser recognized that the adoption of the “patient 
role” would be challenging for James. In response, Dr. Waser 
highlighted James’ motivation to pursue treatment as a way 
to “take care of this issue” and praised his dedication to 
becoming a skillful physician. It was important to emphasize 
such internal strengths in order to build and reinforce James’ 
confidence as well as nurture their therapeutic alliance.

During the following session, Dr. Waser summarized their 
previous discussion and presented James with his diagnosis of 
panic disorder. Psychoeducation around the diagnosis can 
help patients understand the nature of their struggles and 
address any issues over self-blame or efficacy as a medical 
professional. Reminding patients that there are treatments 
available and prognosis is optimistic can be encouraging and 
bring significant relief. As such, Dr. Waser reviewed the pro-
posed treatments including medication and psychotherapy, 
and they developed a treatment plan together. James readily 
expressed interest in pursuing a time-limited focused psycho-
therapy such as CBT given his strong desire to rapidly “over-
come and master” his symptoms. He expressed a desire to 
“do this myself –without meds.” Dr. Waser agreed that it 
would be very reasonable to start with CBT, and delay any 
decision to pharmacotherapy at this point, with the option for 
a trial of medication in the future if symptoms worsened or 
changed.

Dr. Waser reviewed that an essential component of CBT 
for panic disorder includes “homework” assignments, which 
James reluctantly accepted. James was concerned that given 
his busy clinical load, he might not have enough time to 
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“focus on the treatment.” While Dr. Waser appreciated that 
realistic factors, such as time limitations, did undoubtedly 
affect a patient’s ability to commit to treatment, he also 
understood James’ response to treatment planning as a com-
munication indicating deeper psychological processes and 
needs, including some degree of largely unconscious shame 
and insecurity triggered by the threat of dependency (to his 
doctor and to therapy and medication) and its associated 
feelings of loss of control and self-efficacy. Such responses – 
though common to many  – may be particularly relevant 
among physicians and physicians-in-training, in whom mas-
tery of the physician-role contributes to self-esteem, and 
reversal of that role can lead to intense (and often general-
ized) self-doubt, which may be guarded against with use of 
resistance to treatment, among other coping strategies. Dr. 
Waser chose not to confront or interpret such deeper mean-
ings, knowing that, particularly at this early stage of treat-
ment, this sort of intervention would most likely impair the 
therapeutic alliance, especially given James’ specific needs for 
validation of his sense of being competent and self-sufficient. 
Over time, if the opportunity arose and there was a clinical 
indication (e.g., resistance was continually impeding progress 
in treatment), Dr. Waser might find a gentle way to begin 
exploring these areas, with special attention to not over-
whelming James’ narcissistic defensive style. For now, Dr. 
Waser would focus on encouraging adherence with the treat-
ment as a way for James to “get back to your fullest and 
optimal functioning again.”

A pivotal moment during the treatment occurred after 
James experienced yet another panic attack prior to their 
fourth session together and came to treatment refusing to 
talk. Dr. Waser was patient and allowed James the space to 
process his feelings. He reminded James of the purpose of 
their work together, and  – keeping in mind James’ need to 
feel autonomous  – encouraged James, cautiously: “I know 
you’re motivated to get better, and I’m here to help you do 
that – your assistant in that process. The more we can under-
stand about what you’re noticing in yourself, the more data 
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we’ll have to put our heads together and find a solution.” At 
that, James, who had been looking down into his lap, raised 
his eyes and appeared to Dr. Waser to be very briefly tearful. 
After a pause, he began by describing himself as a “failure” 
who would never be able to function as a physician. With a 
few very gentle encouraging prompts from Dr. Waser, James 
was able to further elaborate on a sense of never being able 
to make his father proud. Dr. Waser recalled that James had 
associated his first panic attack with his father’s heart attack 
2 years prior and right before James started medical school. 
Dr. Waser asked if James would describe his father as a proud 
man. James explained that he was a surgeon who always 
worked long hours and never seemed to have enough time 
for his family. James grew up feeling that he didn’t get enough 
of his father’s attention and assuming he must just be too 
“needy.” He found that when he talked about his father’s job, 
his father seemed to have more interest in him. Deciding to 
commit to premedical studies in college, James noticed that 
his father became more involved in his life  – checking in 
about his science classes and instructing him on particular 
research opportunities he should find “in order to make it.”

Right before James began his medical studies, his father 
suffered a sudden heart attack and shortly thereafter passed 
away. Hearing this, Dr. Waser felt momentarily stunned, real-
izing that while talking about James’ father, James seemed to 
be talking about someone who was still alive. He said, “that 
shocked you.” James became tearful. After the initial tears 
subsided, he explained that he figured the best thing to do 
would be to focus completely on his studies – “to make him 
proud.” He felt like he barely let himself think about his 
father and did not cry during those initial few weeks and 
months. He went on to explain that when he started medical 
school, he felt like he had “lost some of my confidence.” 
Despite scoring well on tests, he felt overwhelmed by the idea 
of mastering clinical medicine. Upon starting his medical 
clerkships and encountering a myriad of patients with varying 
diagnoses, James felt “out of place – the other students were 
going to become great doctors, and I’m just a fraud.” Dr. 
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Waser allowed for a moment of quiet and then said, “and it 
was around that time when you started having panic attacks.” 
James seemed to appear briefly surprised, but then calmness 
seemed to settle in. This was a critical session in their work 
together because it allowed Dr. Waser and James to explore 
the panic attacks as a symptom related to psychological dis-
tress, including separation and loss, and insecurity.

After this session, James became more attentive to logging 
his panic attacks and completing his thought records. They 
talked about how the homework and their sessions together 
were ingredients to help James become an active healer of his 
symptoms, not a helpless victim. In subsequent sessions, 
James was progressively more reflective and open, using 
some humor and appearing at ease. In session 7, he agreed to 
an exposure of running up the stairway near Dr. Waser’s 
office and to experience a rapid heart rate. This did indeed 
trigger panic symptoms, though “not a full-blown attack,” 
James said.

In the next session, he admitted to not having done his 
homework, and he appeared more withdrawn. Dr. Waser was 
able to ask him if he thought that the uncomfortable experi-
ence of having panic symptoms last week was still on his 
mind. James scoffed at that and said that he was just “being 
careful.” When asked to elaborate, he explained that he was 
actually concerned about their doctor-patient confidentiality 
especially since Dr. Waser was on staff at his medical school. 
James inquired if Dr. Waser was going to be discussing their 
sessions with the medical school administration. Dr. Waser 
understood such concerns to be valid ones. Indeed, concerns 
about confidentiality and stigma within the medical commu-
nity may deter medical providers, including medical students, 
to seek help, or may complicate engagement once they come 
to attention. The fear of being labeled an “impaired physi-
cian” has numerous implications for James’ self-confidence 
and his concerns about his professional career. Nonetheless, 
Dr. Waser also appreciated the defensive role that James’ 
concern about confidentiality was serving – in the setting of 
making progress in their therapeutic relationship and in his 
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symptoms, with the addition of an exposure treatment that 
led to problematic symptoms, James was likely feeling more 
vulnerable. Unconscious and conscious anxieties about 
becoming dependent (“needy”) on Dr. Waser, as well as the 
threat of having that protector not being able to protect him 
from a panic attack, were leading to shoring up of his 
defenses, guardedness, and a rationalization about confiden-
tiality concerns. Dr. Waser was thoughtful in how he 
responded. He first reassured James that their work together 
would not be disclosed to the medical school administration. 
He added that it was his job to “support you in your efforts 
to get stronger.” He went on to say “our ultimate goal here is 
for you to feel ready to be fully independent – which might 
mean not needing any more treatment, or might mean occa-
sionally asking for assistance if you think it would help you 
take the best care of yourself that you can; in a way, it might 
be similar to the experience of growing up.”

James was quiet at the end of that session and left without 
making eye contact. In the next session, however, he appeared 
more relaxed again. He reported that he had been reflecting 
on his father and realized he always had a sense that his 
father wanted him to be “fully adult,” but James felt like his 
job was to figure out how to do that, himself. He wondered 
aloud what it would have been like to feel like his father was 
helping to give him “the keys to becoming a man,” rather 
than expecting him to “just get there.”

Over the next few sessions, Dr. Waser and James com-
pleted CBT for panic and talked about next steps. James 
expressed finding the sessions “helpful,” and they agreed to 
continue to work together with a somewhat altered frame of 
exploring more aspects of James’ feelings about himself and 
other people; Dr. Waser’s tentative plan was to follow a 
model of largely psychodynamic technique, with more sup-
portive and cognitive behavioral interventions as needed.

In thinking about James and their work together, Dr. 
Waser noticed a few themes in his countertransference. He 
was aware of a sense of wanting to serve as a father to 
James  – to “fill in the deficits” that James’ father, at least 
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based on James’ report, was not able to adequately do. He 
also noticed intermittent feelings of inefficacy and insecurity, 
doubting his abilities, despite his many years of experience. 
He understood these responses as reflecting James’ own 
unconscious struggles with dependence vs. autonomy and 
power vs. weakness and vulnerability. He was able to process 
these responses and use them effectively to guide him in how 
and when to make interpretations. Very occasionally, Dr. 
Waser noted a desire to belittle James – moments of wonder-
ing when James would get “better.” “After all,” Dr. Waser 
would think, “we’ve all gone through the rigors of medical 
school; you just need to handle it, right?” He conceptualized 
these feelings as being related to identification with James as 
another member of the medical profession and how James’ 
vulnerability could make Dr. Waser feel vulnerable. Overall, 
Dr. Waser felt a sense of satisfaction in their treatment, at 
times noticing a sense of intense pride. He was able to iden-
tify how some of this came from a grandiose projection from 
James to be considered competent and successful and his 
eagerness to please. He also understood this as reflecting 
James’ more developed capacity for positive parental trans-
ference, something that Dr. Waser considered a sign of suc-
cess of their treatment.

�Outcome

James continued to work with Dr. Waser for the rest of the 
medical school, and for his first year of residency, remaining 
in the same institution for a transitional year before moving 
elsewhere in the country for a spot in the competitive field in 
which he had successfully matched. As they turned their 
attention to termination in the final year of treatment, Dr. 
Waser and James spent time reflecting on what James would 
take from the treatment and internalize. James was able to 
talk about how this upcoming loss would be different from 
the loss of his father – in that it was planned and expected 
and one that he felt like he might be ready for. He also noted 
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that he felt confident in the progress he made in his life dur-
ing their work together and that he believed that Dr. Waser 
shared that impression. They talked about next steps, includ-
ing being on the watch for times and situations that might be 
particularly likely to contribute to recurrence of anxiety 
symptoms  – many of which were lurking in the coming 
months, including a move to an unfamiliar city with few per-
sonal connections and the tasks of adapting and acculturating 
to the role of his chosen specialty, as well as other future 
points of change and insecurity. James chose not to take refer-
rals from Dr. Waser for providers in his new city, saying he 
would like to “try it on my own.” A month after James moved 
away, Dr. Waser received a phone message from James, wish-
ing him well, saying “things are good,” and asking if he might 
“request those referrals now, after all.” Dr. Waser reflected on 
this communication and smiled as he thought about the rap-
prochement phase of development – though speculation and 
his sense and hope was that this was James touching base, and 
tolerating some need for dependency, as part of his process of 
taking steps forward while still feeling the support of secure 
attachment. Dr. Waser called James, got his voicemail, and left 
a message with encouraging words and the name of a col-
league to call.

Pearls
•	 Panic disorder can present in the context of life tran-

sitions and losses. Medical school, with its frequent 
transitions and always-changing stressors, may be a 
time when a predisposed individual will experience 
the onset of panic disorder.

•	 Stigma and concerns about confidentiality of treat-
ment and potential impact of mental health treat-
ment on one’s future career are barriers to care that 
commonly arise during the engagement of the 
trainee-patient. Addressing these concerns directly 
through psychoeducation can be useful; the psychia-
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trist should also be considering deeper layers of 
meaning of these concerns as resistances to treat-
ment and might consider interpretations if and when 
appropriate.

•	 Many medical conditions and medications or other 
substances can mimic panic disorder; thorough, while 
judicious, medical work-up and history gathering are 
essential to the psychiatric evaluation.
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�Case

Ramona is a 26-year-old M.D.-Ph.D. candidate who pre-
sented to the emergency room late on a Sunday night. In an 
irritable manner she informed the emergency room psychia-
trist Dr. Silva that she did not need to be evaluated, but “my 
husband made me come here.” After a long pause and with-
out making eye contact, she told Dr. Silva, “I guess you could 
say I’ve been anxious.” Dr. Silva learned that Ramona had 
recently started her major clinical year after spending 3 
years in the laboratory doing molecular biology research. 
Ramona was evasive with Dr. Silva and perseverated over 
her discharge from the emergency room. “It’s hard to 
explain,” she repeated when asked about her anxiety. “I’m 
not sure you’re the right person to talk to. You look very 
young. Is there anyone here who is older?” Her sentences 
were stilted and interrupted by long pauses, but her thought 
process was linear. Although her husband had accompanied 
her to the emergency room, she refused to provide his name 
or phone number. Appearing scared and disheveled, Ramona 
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eventually revealed that she was also having difficulty sleep-
ing since the beginning of her clinical rotations 2 months ago. 
Whereas in the laboratory her schedule had been flexible, 
she was now struggling to get to the hospital on time and 
often felt she could not keep up with the rapid pace of 
patient care. She no longer felt motivated to continue with 
the clinical rotations and felt frustrated with her husband for 
urging her to continue when “he doesn’t understand what’s 
going on.” She had vague thoughts of returning to research, 
but “I had to leave the lab and I could never go back.” 
Ramona eventually disclosed that she felt “targeted” by her 
former research mentor and lab colleagues. She went into 
great detail about each member of the lab, both male and 
female, and the role that each had played in a conspiracy “to 
bring me down and destroy the world.” She looked around 
nervously as she spoke. On this topic Ramona became talk-
ative and appeared animated. Ramona was certain that her 
home computer had been infiltrated by members of the lab. 
“I have very valuable data on my personal computer and 
they want it.” Dr. Silva had to eventually end the interview 
because Ramona was so absorbed in her descriptions of a 
conspiracy. Ramona denied feeling sad or down, denied 
auditory or visual hallucinations, denied substance or other 
medication use, and denied suicidal thoughts or thoughts to 
harm anyone else. This was her first encounter with the men-
tal health system.

Dr. Silva was able to find Ramona’s husband in the waiting 
area. He described a marked change in Ramona’s personality 
over the last year. She had become secretive and consumed 
with the idea that she was the target of a conspiracy involving 
the CIA and her research colleagues. “It’s all she wants to 
talk about anymore…it’s absurd…I miss the old Ramona.” 
He revealed that Ramona struggled to complete her disserta-
tion and had been reluctant to defend her thesis out of con-
cern that “they’ll take something from me,” though ultimately 
with support from her husband managed to earn her doctor-
ate. He brought Ramona’s journal with him to the emergency 
room which outlined elaborate details of her fears of a joint 
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conspiracy between her lab and the government to use her 
data to create genetically modified crops that would poison 
people. Lately she had stayed up all night writing and had 
gone days without eating. He observed her on several occa-
sions carrying on heated conversations as if there were others 
in the room. She had also become increasingly irritable and 
impulsive. Last week she began to insist that they sell their 
house immediately because she was certain there were hid-
den cameras placed there by members of her lab. At times 
she has expressed suspiciousness toward her husband. 
Ramona’s husband thought that Ramona’s mother might 
have had a similar paranoid illness but did not know the exact 
diagnosis.

In the emergency room, Ramona accepted the recom-
mended blood work, urine test, and brain MRI which were all 
unremarkable. Dr. Silva urged Ramona to accept voluntary 
hospitalization in order to provide diagnostic clarification 
and more intensive treatment. Ramona was interested in 
reading the voluntary hospitalization paperwork, which she 
pored over for almost an hour but then ultimately refused to 
sign in and demanded to go home. She cited her responsibili-
ties as a medical student and alluded to her safety. “I need to 
get out of here.” With the support of Ramona’s husband, Dr. 
Silva made the decision to hospitalize Ramona involuntarily. 
Dr. Silva left a message for Ramona’s faculty adviser at the 
medical school.

�Principles of Diagnosis and Management

�Diagnosis

The most appropriate diagnosis for Ramona is schizophrenia. 
Patients with schizophrenia exhibit a 6-month period of func-
tional decline during which at least 1 month must include two 
of the following: delusions, hallucinations, disorganized 
speech, grossly disorganized or catatonic behavior, and nega-
tive symptoms (i.e., diminished emotional expression or avo-
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lition). Psychosis is often preceded by a prodromal period in 
which the presentation is primarily negative symptoms, or the 
psychosis is attenuated. For 1 year, Ramona’s husband has 
been concerned for her increasing preoccupation with a con-
spiracy involving her lab. Her paranoid thoughts have a fixed 
quality highly suggestive of psychosis. Additionally, her hus-
band has witnessed her responding to internal stimuli which 
are likely auditory hallucinations. Her psychotic symptoms 
have been accompanied by a reduced ability to perform aca-
demically as reflected in her struggle to complete her 
PhD. The past 2 months of clinical work have been particu-
larly difficult due to the anxiety that often accompanies psy-
chosis. Ramona is unable to focus and attend to the needs of 
her patients.

Dr. Silva’s differential diagnosis for Ramona’s symptoms 
included delusional disorder, schizoaffective disorder, bipolar 
disorder, major depressive disorder with psychotic features, 
and psychotic disorder due to another medical condition. 
Ramona’s husband’s description of his wife as staying up all 
night writing led Dr. Silva to consider a diagnosis of mania, 
but on exam Ramona did not exhibit elevated mood, pres-
sured speech, increased energy, or disinhibited behaviors. 
Rather she appeared scared and seemingly unable to express 
herself at times. Increased talkativeness occurred only in the 
setting of describing her delusional system, which was a 
highly stimulating topic for her. Neither did Ramona report 
symptoms consistent with a depressed mood, which might 
point to a diagnosis of schizoaffective disorder if her psychotic 
symptoms preceded a discrete period of depression. If she 
were not hallucinating, she might meet criteria for delusional 
disorder as she remains relatively organized in her thought 
process. While the bloodwork, urine test, and brain imaging 
likely ruled out other etiologies including substance abuse 
and infectious or structural brain abnormalities (i.e., tumor), 
Dr. Silva might keep in mind that psychosis can occur in the 
setting of seizures and both infectious and autoimmune 
encephalitis.
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�Management and Treatment

The NICE guidelines and the American Psychiatric 
Association’s guidelines for treatment of schizophrenia sum-
marize the clinical management and treatment of patients 
with schizophrenia [1]. Patients with a “first-break” episode 
of psychosis should be offered both oral antipsychotic medi-
cation in conjunction with family therapy and individual 
cognitive behavioral therapy. The prompt initiation of treat-
ment is recommended even before the precise diagnosis is 
known. Untreated and prolonged episodes of psychosis 
become increasingly difficult to treat. As the psychiatrist 
refines the diagnosis by collecting laboratory work, collateral, 
and historical information, it is of the utmost importance to 
establish a therapeutic alliance with the psychotic patient to 
promote adherence to care. Finally, a careful safety assess-
ment should be completed at each patient encounter [2].

A patient like Ramona might benefit from the initiation 
and gradual titration of an oral antipsychotic medication. The 
CATIE study showed no significant difference in treatment 
outcomes between patients with schizophrenia treated with 
either typical or atypical antipsychotic medications [3]. The 
side effects of each class of medications and the patient’s 
individual symptoms must be considered when choosing 
what medication to start. For Ramona, an atypical antipsy-
chotic that also promotes sleep such as risperidone, olanzapine, 
or quetiapine might be helpful assuming that she has psychi-
atric follow-up in place.

�Principles for Doctors Treating Doctors

Onset of schizophrenia usually occurs in the third decade for 
both men and women. For women, the incidence is bimodal, 
with increased onset in young adulthood and again postmeno-
pause [4]. An emergency room psychiatrist like Dr. Silva is 
attuned to these high-risk periods and immediately suspects a 
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psychotic process in a young woman like Ramona who is 
highly guarded and wary of medical evaluation. Despite 
Ramona’s irritable demeanor and at times devaluing com-
ments, Dr. Silva recognized that like all patients Ramona is 
ambivalent about receiving treatment. Ramona came willingly 
to the psychiatric emergency room which reflected her high 
level of distress. She was aware that her symptoms were not 
compatible with her new clinical responsibilities. Though she 
did not disclose these details to Dr. Silva, Ramona had already 
been approached by her medicine clerkship director who had 
been alerted by the house staff to her concerning behaviors. 
Ramona had not submitted patient care notes since the begin-
ning of the rotation, was distracted during classes and in her 
interactions with patients, and was frequently absent without 
explanation. Dr. Silva did not initially ask Ramona about her 
interactions with the medical school administration but sus-
pected based on her presentation that Ramona had aroused 
concern. Instead, Dr. Silva openly empathized with Ramona 
about how grueling medical training can be and wondered out 
loud how Ramona could be better supported. In response to 
her devaluing comments about her age, Dr. Silva agreed that 
experience is invaluable but that she was closer to Ramona’s 
age and remembered well her own medicine rotation. Dr. 
Silva, a younger female attending, was cautiously trying to 
forge an alliance with a paranoid patient and simultaneously 
maintain a doctor-patient boundary. Importantly, Dr. Silva 
was able to recognize her countertransference toward this 
patient and did not respond in a confrontational or defensive 
manner. Ramona had learned to conceal her paranoid 
thoughts based on reactions from her classmates as well as her 
husband but did disclose her delusional thoughts to Dr. Silva 
which was a testament to Dr. Silva’s skill. Alarmingly, Ramona 
appeared to have no insight surrounding her paranoid delu-
sions. Dr. Silva felt she needed to hospitalize her involuntarily 
given the potential safety concerns that could arise for 
patients in Ramona’s care.

The day after Ramona’s admission to an inpatient psychia-
try unit, Dr. Silva received a call from the medical clerkship 
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director. Each medical school has its own approach to students 
with mental illness. Efforts have been made to reduce the 
stigma of mental illness, and increasing attention is being given 
to the higher incidence of suicide among physicians. As a psy-
chiatrist, Dr. Silva was in a position to provide psychoeduca-
tion to nonpsychiatric medical staff. Importantly she could 
speak to the efficacy of antipsychotic medication and encour-
aged an individualized and supportive approach to Ramona’s 
illness. The medical school, with the consent of Ramona, was in 
touch with Ramona’s inpatient treatment team. The medical 
school informed her clinical supervisors that she would be 
absent for the remaining of the rotation to tend to her own 
medical needs. Ramona’s treatment was a priority as was  
attention to her privacy as a patient receiving care.

Ramona accepted treatment with an antipsychotic during 
her admission and her symptoms greatly diminished. She was 
no longer preoccupied with her laboratory data being cov-
eted by the government and could identify this train of 
thought as delusional. She wished to continue her medical 
training and chose to continue her psychiatric treatment as an 
outpatient. Her husband, also a scientist, remained her bed-
rock of support. Ramona agreed to meet monthly with a 
designated advisor from the medical school who could serve 
as a liaison to the administration. He was well-versed in the 
topic of “wellness,” and appreciated that this was a critical 
area for Ramona as she attempted to continue her physician 
training. Regular sleep, exercise, healthy eating habits, and 
activities and relationships outside of medicine are important 
for all medical students but particularly for someone like 
Ramona with severe mental illness who was highly vulnera-
ble to stress and sleep deprivation.

�Outcome

Ramona remained adherent to outpatient psychiatric treat-
ment. She was stabilized on an antipsychotic and engaged in 
cognitive behavioral therapy (CBT) for psychosis which 
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helped her to reframe her perceptions and adjust her behav-
ior. Ramona developed coping strategies to mitigate the 
perceived power of her auditory hallucinations and reduced 
her “appeasement” of the voices. CBT additionally helped 
Ramona to reality test her worries and enhance positive 
thoughts about herself [5]. Throughout her treatment 
Ramona’s husband remained very involved in her care. 
Ramona was able to finish her medicine rotation but relapsed 
and had a second psychotic episode during her subsequent 
rotation. In total, she required hospitalization four times dur-
ing the remainder of medical school. She did however suc-
cessfully complete all of her rotations and was able to 
graduate. She decided not to participate in the residency 
match and instead accepted a postdoctoral position in a neu-
roscience laboratory where she could resume her interest in 
basic science and create a more flexible and manageable 
schedule for herself. She found it gratifying to be involved in 
research that could shed light on the biological underpinnings 
of her own mental illness.

Pearls
•	 Suspect a primary psychotic illness in a young adult 

who is exhibiting a reduced ability to function in his 
or her role, poor self-care, bizarre or erratic behav-
iors, irritability, and overt delusional thoughts and/or 
interaction with internal stimuli. Affective illness, 
substance abuse, and organic etiology must be ruled 
out.

•	 The treatment of choice for psychosis is a combina-
tion of antipsychotic medication, cognitive behav-
ioral therapy, and family therapy. A “wellness” 
component that focuses on healthy lifestyle habits is 
particularly important given the increased risk of 
relapse due to sleep deprivation and stress of medi-
cal training.
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•	 Medical schools in conjunction with treating psychia-
trists can destigmatize psychotic illness by providing 
psychoeducation and supports to doctors and 
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�Case

Daniel Terzi, a 26-year-old third-year medical student, pre-
sented to student health at the strong encouragement of his 
girlfriend for evaluation of poor sleep and decline in function 
over eight weeks.

While Daniel passed his pre-clerkship rotations, he did not 
do as well as he wanted. Specifically, he struggled with test-
related anxiety. Testing was always stressful for Daniel, but 
this mushroomed during his first two years of medical school. 
Daniel was determined to perform at the top of his class dur-
ing his clinical clerkships. Clinical care, he reminded himself, 
was the reason he wanted to become a physician. Daniel’s 
first rotation was psychiatry. He was assigned to the acute 
psychotic disorders inpatient unit at a busy public hospital. 
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He was excited about his assignment and within his first 
week, already felt part of a team treating challenging and 
interesting patients.

At the start of the second week of this rotation, Daniel 
began working with Mr. L, a 40-year-old man with schizo-
phrenia. Mr. L was admitted over the weekend following an 
unprovoked verbal altercation with a group of women on the 
street. Since his presentation to the emergency room, Mr. L 
was noted to be paranoid and irritable. He refused all medi-
cations, but considering his disorganization and agitation, he 
required emergency intramuscular medications and restraints 
on multiple occasions. The attendings on Daniel’s unit 
emphasized that the experience for psychotic patients was 
scary and the level of their paranoia could provoke unpre-
dictable and aggressive behaviors. Medications were part of 
his treatment.

Mr. L’s treatment team knew that he required ongoing 
neuroleptic medications to treat his psychosis and address his 
associated dangerousness. He continued to refuse medica-
tions, and his treatment team began legal proceedings for 
treatment over objection. The day before Mr. L was to go to 
court, Daniel met with Mr. L in his room and attempted to 
persuade Mr. L to take medications without involving the 
legal system. He believed that they had developed a nice rap-
port seeing each other during rounds every day and nodding 
hello to each other regularly on the inpatient unit. Daniel 
imagined that approaching Mr. L individually in his room, 
Mr. L would feel less scared. On approach, Mr. L was initially 
calm, but as Daniel broached the topic of medication, Mr. L’s 
behavior shifted and became threatening. Daniel started to 
leave Mr. L’s room when Mr. L lunged at him, knocking him 
to the ground with a punch to his nose. Daniel raced out of 
Mr. L’s room and left the unit without any staff witnessing the 
aftermath of a bloody nose. Daniel went home and reached 
out to his attending to say that he had “food poisoning” and 
would be back at work the following day.

Daniel was primarily concerned that his decision to meet 
alone with Mr. L and Mr. L’s aggression reflected his futility 
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as a health-care provider. He believed he would fail the clerk-
ship and perhaps face disciplinary action. Daniel did not 
inform his attending nor did he report the incident to the 
medical school; instead, he continued to work on the unit as 
a member of Mr. L’s treatment team. Following the incident, 
Daniel started to have significant trouble sleeping, with fre-
quent nightmares that woke him from sleep with accompany-
ing palpitations and the image of Mr. L knocking him to the 
ground. It was difficult for him to concentrate in both social 
and academic settings. Furthermore, he was anxious when he 
attempted to do required readings and on edge when asked 
to present during rounds. In fact, he had called out sick mul-
tiple times over subsequent weeks, as he felt significantly 
more uncomfortable when in the hospital building. Daniel’s 
girlfriend was concerned about his low mood, lack of interest 
in doing activities together, and overall decline in functioning. 
She finally insisted that he seek psychiatric evaluation after 
he became furious with her when she accidently startled him 
while they were studying together in the library.

Daniel insisted that his girlfriend accompany him to his 
initial evaluation at student health where he met with a psy-
chiatrist, Dr. Mada, a recent graduate of his medical school’s 
psychiatry residency program. Daniel was scared. He scanned 
Dr. Mada’s office throughout the session. He was reluctant to 
talk about the assault and focused on his poor sleep as a 
result of his recurrent nightmares.

�Principles of Diagnosis and Management

�Diagnosis

Daniel presented to student health with symptoms of anxiety 
that started after a potentially fatal experience. This trau-
matic experience prompted the re-experiencing of the event 
via nightmares, as well as hypervigilance, with poor concen-
tration, difficulty sleeping, and increased startle response. The 
most appropriate diagnosis for Daniel is post-traumatic stress 
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disorder (PTSD) [see Table  5.1]. Patients with PTSD have 
experienced or witnessed a traumatic event that is life-
threatening or potentially life-threatening in nature. Following 
such a catastrophic trauma, such individuals experience intru-
sive symptoms including unwanted memories, flashbacks, 
emotional distress or physical reactivity when reminded of 
the traumatic event. Individuals may also demonstrate avoid-
ance behavior which can include avoidance of trauma-related 
stimuli [1]. As exhibited in Daniel’s case, PTSD can also 
impact one’s mood and inhibit their daily functioning. While 
Daniel meets criteria for PTSD, other possible diagnoses 
should be considered. Adjustment disorder with anxious fea-
tures is on the differential; however, such a diagnosis typically 
applies to stressful life events that are not life-threatening in 
nature. In the case of Daniel’s physical assault, his life was, in 
fact, threatened. Another possible diagnosis is major depres-
sive disorder (MDD). Daniel’s poor sleep, diminished con-
centration, and low mood over a period greater than 2 weeks 
are suggestive of MDD; however, in order to firmly make this 
diagnosis, more information about recent symptoms is neces-
sary. Given Daniel’s current level of hyperarousal and anxiety 

Table 5.1  Post-traumatic stress disorder: core features
Exposure to a traumatic experience involving threat to one’s 
life or safety (physical or sexual), through direct exposure, 
witnessing, on behalf of a loved one, or in a recurrent way

At least 1 month of:

 � Intrusion symptoms related to the trauma (e.g., memories, 
dreams, dissociative symptoms, or other distressing emotional 
or physical symptoms)

 � Avoidance of thoughts or cues related to the trauma

 � Problematic changes in thinking or emotions (e.g., altered 
memory of the event, negative thoughts about oneself, low 
mood)

 � Changes in arousal and behavior (e.g., irritability, recklessness, 
heightened attention, impaired sleep)
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(with associated difficulty concentration and sleep distur-
bances), combined with his previous history of anxiety during 
pre-clerkship years, an anxiety disorder should also be con-
sidered. In order to make this diagnosis, more information 
would have to be obtained about the nature of his anxieties 
beyond that related to traumatic event. A diagnosis of com-
plex PTSD should also be considered. This is relevant for 
patients concurrently experiencing emotional dissociation, 
emotion deregulation, somatization, and strained relation-
ships. Daniel’s symptoms have persisted for over a month 
following the event, and as such, acute stress disorder is not 
on the differential, which is a transient state and passes within 
one month. Furthermore, the possible role of alcohol and 
other substances should be considered as a possible diagnosis. 
While his case presentation does not specifically reference 
signs or symptoms that are directly suggestive of substance 
use, his rather sudden change of behavior could be explained 
by acute intoxication and/or withdrawal.

�Management and Treatment

PTSD diagnosis and treatment begin with a thorough evalu-
ation. Treatment options include psychopharmacologic man-
agement and/or psychotherapy. This decision is largely based 
on patient’s individual preference and treatment availability. 
If medication is indicated, antidepressants, usually serotonin 
reuptake inhibitors (SRIs), are prescribed. SRIs can help a 
patient feel less on edge, decrease irritability, and help lift 
one’s mood. In addition to antidepressant medications, other 
classes of medications, such as benzodiazepines (fast-acting 
anxiolytics) to target moments of panic and hypervigilance, 
are beneficial when use cautiously and judiciously. Alpha-1 
adrenergic receptor blockers (to address nightmares) can also 
be considered as augmentation agents. Psychotherapy can be 
used in place of, or in addition to, medications. Possible ther-
apy modalities to consider include trauma-based therapy, 
cognitive behavioral therapy, eye movement desensitization 
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and reprocessing (EMDR), or supportive psychotherapy [2]. 
Previous studies have shown that trauma-focused psycho-
therapies can help decrease the severit of one’s symptoms. 
For example, a meta-analysis found that trauma-focused cog-
nitive behavior therapy led to greater reduction in PTSD 
symptoms than usual care [3]. In individuals such as Daniel, 
therapy can play a crucial role in addressing ongoing symp-
toms while also promoting coping skills necessary to tolerate 
future distressing circumstances.

�Principles for Doctors Treating Doctors

Upon initial presentation to Dr. Mada, Daniel expressed 
ambivalence about receiving psychiatric care. On the one 
hand, he recognized the recent changes in his level of func-
tioning, subsequently negatively impacting his academic per-
formance and relationship with his girlfriend. That said, he 
was preoccupied that seeking mental health treatment would 
influence his standing in medical school. Daniel was con-
cerned he would be penalized not only for his clinical judg-
ment prior to the assault but also because he could not 
control his symptoms. It was also very uncomfortable to 
recount the details of the event. He wondered if others would 
fear him as a psychiatric patient in the way others perceived 
Mr. L on the inpatient unit. In fact, Daniel’s fear of stigma 
played a large role in his decision not to tell supervisors about 
the assault when it occurred. Daniel shared the events with 
Dr. Mada as well as the changes he noticed about himeslf 
over the last two months. His major concern was difficulty 
sleeping, as he awoke from nightmares multiple times per 
night. Lack of sleep was leading to exhaustion during the day 
and decline in his academic performance. Furthermore, he 
was having a substantial level of anxiety when in the hospital 
for required hospital rotations; he shared that he recently had 
to leave a patient’s room during rounds, as a patient suddenly 
moved in his bed to reach for his cell phone, leaving Daniel 
sweaty, breathing quickly, and panicky. Daniel was unsure 
how he would continue with his clerkships.
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Dr. Mada proceeded with a comprehensive review of 
symptoms, including substance use, mood symptoms, psy-
chotic symptoms, and suicidality, as PTSD is often associated 
with high rates of psychiatric comorbidities [4]. Daniel denied 
symptoms concerning for an additional condition. Dr. Mada 
diagnosed Daniel with PTSD related to his assault. While 
Daniel acknowledged he was “stressed,” he did not agree that 
he met diagnostic criteria for such a serious mental illness. He 
was also concerned that the details of the event would travel 
from Dr. Mada to the inpatient psychiatry attending on the 
unit. Dr. Mada emphasized the benefits of beginning treat-
ment right away in order to avoiding long-standing impair-
ments. He recommended initiating both medication and 
therapy. Daniel was hesitant to commit to treatment, espe-
cially weekly therapy, as he felt like his busy academic sched-
ule precluded him from such intensive care. Dr. Mada 
impressed upon Daniel that addressing his well-being was an 
essential element of professionalism. He needed to care for 
himself in order to care for others. Ultimately, Daniel agreed 
to begin a medication trial. Escitalopram, a selective sero-
tonin reuptake inhibitor (SSRI), was started at a low dose 
and subsequently increased to the higher end of therapeutic 
doses. Daniel noted some improvement in his baseline level 
of anxiety and isolation but continued to experience sleep 
disturbances and hypervigilance, especially when in the hos-
pital setting. In addition to the escitalopram, Dr. Mada 
recommended Daniel to take prazosin at bedtime to target 
ongoing nightmares and sleep disturbances [5]. While on this 
medication regimen, Daniel had a partial response but con-
tinued to have difficulty spending time alone with patients. 
He agreed to augment medications with trauma-focused cog-
nitive behavioral therapy.

Dr. Mada referred Daniel to a therapist, Dr. Guy, who was 
trained specifically in trauma-focused cognitive behavioral 
therapy (TF-CBT) [6]. The goal of TF-CBT is to help indi-
viduals reconceptualize their traumatic experiences, their 
capacity for resilience and the ability to cope following the 
trauma [7]. Daniel had weekly individual sessions, where he 
was encouraged to re-evaluate his automatic thoughts about 

Chapter 5.  The Case of Daniel Terzi: Trauma …



52

the assault that were often catastrophic and negative in 
nature. He was asked to participate in a range of different 
exposure activities that directly addressed his avoidance 
behaviors. For example, in order to challenge anxieties 
related to spending time in the hospital, and specifically alone 
with patients, Daniel composed a graded exposure hierarchy 
in which he was alone with patients across a variety of set-
tings. During such exposures, his therapist asked him to keep 
detailed thought records, where he identified automatic 
thoughts, as well as associated emotions, adaptive responses, 
and outcome to exposures. As part of Daniel’s exposure hei-
rarchy, Daniel reached out to his inpatient attending to dis-
cuss the event. Reflecting on this exposure with Dr. Guy, 
Daniel reconceptualized his experience on the inpatient unit 
as a wish to appear capable as a medical student and empathic 
as a provider to Mr. L. Because his intervention with Mr. L, 
did not go as planned he felt shame and this inhibited him 
from reaching out for supervision at the time of the episode. 
This was one example of reconceptualizing his experience 
and understanding alternative ways of coping with the 
trauma. With ongoing therapy, Daniel challenged his thinking 
patterns related to patient care and the possibility of a subse-
quent assault. He focused on building skills to tolerate 
patient encounters and time in the hospital.

�Outcome

Daniel continued to work with both Dr. Mada for medication 
management and Dr. Guy for therapy. He was maintained on 
escitalopram 20  mg daily to target anxiety. Prazosin was 
tapered off over subsequent months, as his sleep improved. 
After completing the course of trauma-focused cognitive 
behavioral therapy, Daniel continued to meet with Dr. Guy 
weekly, but the focus of therapy shifted to more supportive 
and dynamic in nature. Goals included addressing Daniel’s 
baseline anxiety and develop a better understanding why he 
did not disclose the assault or associated difficulties to his 
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medical school administration. Specific emphasis was placed 
on exploring his tendency to avoid asking for support from 
others, given the concern that doing so would make him seem 
less capable or intelligent. Over the following year, Daniel 
gained insight into his perfectionistic tendencies and desire to 
present himself as infallible regardless of the circumstances. 
He was able to reflect on the fact that the unrealistic expecta-
tions he was placing on himself led to anxiety that was inhib-
iting his ability to succeed. Daniel was able to complete all of 
his clerkships and is now preparing to apply for a position in 
a pediatrics residency program.

Pearls
•	 Post-traumatic stress disorder (PTSD) is a psychiat-

ric condition that can affect any individual exposed 
to a trauma that involves an actual or threatened 
injury to oneself or others. Symptoms include intru-
sive thoughts, nightmares, and flashbacks, as well as 
hypervigilance, avoidance of reminders of the trauma, 
and sleep disturbance.

•	 Psychiatric comorbidity is high in individuals with 
PTSD, and therefore careful attention must be paid 
to evaluating for comorbid mood disorders, anxiety 
disorders, and substance use disorders.

•	 PTSD is best managed when treatment begins as 
quickly as possible after a person is diagnosed with 
this condition; that being said, many individuals are 
resistant to receiving care.

•	 Treatment of PTSD can include medications and psy-
chotherapy. These two approaches can be used indi-
vidually or in conjunction with each other. Deciding 
which modality to begin with depends on the specifics 
of the individual case (i.e., patient’s preference, avail-
ability of therapy, severity of symptoms).

•	 If an individual participates in therapy, attention 
should be paid to targeting symptoms specific to 
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PTSD but also to gaining better insight of other 
comorbid psychiatric conditions. Such an approach 
can help an individual understand underlying diffi-
culties that contributed to the development of PTSD; 
with such an improved understanding, it is hopeful 
that the patient can enhance overall functioning and 
resilience in the future.
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�Case

Abigail Nunce is a 25-year-old third year medical student 
presenting to Dr. Balan, a student mental health psychiatrist 
at her medical school, with a chief complaint of “I guess 
they’re worried about my weight again, but I think I’m ok.” 
Abigail had been referred to Dr. Balan at the request of the 
student health service for assessment of an eating disorder in 
the context of her visit to the clinic with palpitations. Abigail 
tells Dr. Balan that she has a history of anorexia nervosa, with 
food restriction and weight loss at age 14, which improved 
over the next 2 years with individual and family therapy and 
nutritional counseling. She states that she had been “fine  – 
that is all behind me,” but during the course of studying for 
her STEP-1 exam, just before starting her first clerkship, she 
noticed that some of her old preoccupations with her food 
intake and weight had started to “crop up” again. She reports 
that after a couple of years of rarely getting on the scale, she 
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began weighing herself in the morning, which then became a 
daily habit, scrutinizing any increase or decrease by a fraction 
of a pound. She would pack her food for the day before going 
to the library to study, and she would only eat a set times, 
initially feeling like it was a good way of structuring the day 
of studying. She gradually started reducing the amount of 
food she was putting into her lunch and snack, and she would 
wait for the next morning to weigh herself to ensure her 
weight had gone down again, which it was doing most days – 
with anxiety when the number on the scale would increase by 
0.2 lbs., wondering how that could be possible given that she 
had not eaten even “a calorie more” than the day before. She 
reports that she would eat exactly the same thing every day – 
not atypical for her, she notes – and would get nervous if a 
social event arose, such as dinner out with friends or (espe-
cially) an unplanned invitation for lunch with a friend she 
might see in the library.

After STEP-1, surgery was her first clerkship. She brought 
in her lunch and some snacks to make sure she ate. She 
found the long days challenging, as she couldn’t anticipate 
when she could eat or when she would get home, but she 
found herself excited by the stimulation and activity. At the 
end of her first week, she felt nauseated and light-headed in 
her first case of the day and had to leave the operating room 
(OR) briefly – an incident that she found deeply humiliating, 
“as if I weren’t tough enough to cut it.” She later attributed 
her symptoms to having eaten her breakfast only an hour 
before coming into the “chemical environment” of the OR. 
The next day, she scrubbed into a late case which ended up 
going for 8 hours. Feeling energized when it finished, despite 
the late hour and having not eaten since that morning, she 
noticed a familiar feeling of “emptiness and lightness” that 
felt exciting – one she had experienced frequently when she 
would restrict in her early teens. She stopped packing 
lunches and began carrying a granola bar for snacking over 
the day, eating a small bite here and there. At the end of the 

J. S. Gordon-Elliott



59

clerkship, her parents had come to visit her for a week and 
commented on her weight loss. She reports her weight had 
gone down 13 pounds over the 4 months since they had seen 
her last, now weighing 105lbs at 5′4″ (body mass index 18.0; 
normal range 18.5–24.9). During the first week of her next 
clerkship, she had a run of heart palpitations one morning 
and became acutely frightened, having spent her last week 
on the cardiothoracic service and thinking that perhaps she 
had a cardiomyopathy or other cardiac issue due to her his-
tory of an eating disorder years ago. She called her mother 
immediately, as she often would do when she had a health 
concern, and her mother told her to go to student health; in 
the background of the call, she heard her father saying, “she 
hasn’t been eating, she’s doing it again.” Feeling angry, but 
scared, she went to the clinic and was evaluated; her medical 
work-up was unremarkable, with normal labs and a normal 
EKG. They planned for a follow-up in 2 weeks to discuss if 
any further evaluation was needed; in the meantime, the 
student health physician suggested that she go see Dr. Balan 
because of the information she blurted out anxiously about 
her history of an eating disorder, her recent food restriction, 
and her fears “maybe I’ve really hurt myself.”

In response to Dr. Balan’s further questioning, Abigail 
admits to always having been concerned about her appear-
ance and weight. She had gained weight in puberty and was 
told that her weight was “in the upper percentiles”; she thinks 
her food restriction followed this. Having maintained a 
steady weight for the past several years, she reports feeling 
“better” at this currently lower weight  – “I just feel more 
comfortable.” She denies any binge eating or inappropriate 
compensatory behaviors for weight loss, including vomiting, 
laxative use, or excessive exercise. She reports always having 
had daily rituals, including her pre-bed routine, involving sev-
eral steps, taking about 15–20  minutes per evening. She 
denies any current alcohol use or other substance use. She is 
on no medications and denies taking any supplements.
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�Principles of Diagnosis and Management

�Diagnosis

The preferred DSM-5 diagnosis for Abigail is other specified 
feeding or eating disorder (OSFED; anorexia nervosa, 
restricting type, in remission, now with symptom recurrence, 
not yet meeting full criteria).

Abigail has a history of anorexia nervosa (AN) as a teen-
ager. A diagnosis of AN is made in individuals who demon-
strate restricted food intake associated with significantly low 
body weight, intense fear of gaining weight or behavior that 
interferes with appropriate weight maintenance, and dis-
torted degree to which self-esteem depends on body weight. 
Most likely, Abigail’s current symptoms reflect reemergence 
of AN, given her progressive preoccupation with food intake 
and weight, and its connection with her self-esteem. She has 
lost some weight but arguably not substantial enough to meet 
full criteria for AN, though the criteria are loose in terms of 
interpretation of the amount of weight loss – a factor that can 
be up to clinician discretion based on the entire picture of 
symptomatology and severity of the situation.

As detailed below, the differential diagnosis should include 
consideration, and further assessment if indicated, of one of 
the other feeding and eating disorders (FEDs), as well as, and 
in addition to, other psychiatric disorders, such as anxiety, 
substance use, personality, and obsessive compulsive and 
related disorders.

Considering the other FEDs, without binge eating or 
compensatory behaviors, such as vomiting after eating, nei-
ther bulimia nervosa (BN) nor binge eating disorder (BED) 
would fit her symptoms. If she were purging occasionally but 
maintaining very low weight and obstructing efforts to gain 
weight, the appropriate diagnosis would be AN, binge-eat-
ing/purging type, not BN. Avoidant restrictive food intake 
disorder (ARFID), a diagnosis that was somewhat modified 
and recategorized in the development of DSM-5, should be 
considered. ARFID involves a pattern of food restriction in 
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the absence of evidence for specific concerns about body 
weight. It may be diagnosed in individuals who are specifi-
cally avoiding certain foods due to features of the food (e.g., 
texture, color, or taste) or in some cases due to fears about 
the consequences of eating (such as a fear of choking), 
resulting in weight loss and nutritional impairment. Abigail 
described an episode of fearing fainting or vomiting in the 
OR, which she associated with eating soon before being in 
the room. Further probing would be appropriate to assess for 
whether she has more substantial concerns about a physical 
problem related to certain food items or having food in her 
stomach. In such cases, an individual might begin avoiding 
food/food items and lose weight; the difference with ARFID 
is that the intention is not to lose weight but to avoid some 
aversive consequence of the food (an event, an unpleasant 
sensation, etc.). Much less is known about ARFID in terms 
of prevalence in general and clinical populations, risk factors, 
outcomes, and treatment than about AN, BN, and BED, 
given a limited literature on the disorder to date. Given the 
clear association between Abigail’s behaviors and her 
thoughts about her body weight and shape, ARFID would 
not be an appropriate diagnosis. Beyond the formal FED 
diagnoses, many individuals have eating symptoms that may 
exist for years but do not meet full criteria for one of the 
FEDs. Patterns of disordered eating, including frequent diet-
ing, and significant concerns about calorie intake and weight 
are highly prevalent and may or may not cause distress and 
meet clinical attention. For example, studies have shown that 
up to 90% of college-aged women in the USA have dieted at 
some point, and the same percent of all women in the USA 
have some degree of body dissatisfaction [1]. Pervasive cul-
tural ideals favoring thinness, notably in Western countries, 
as well as other societal pressures and mixed messages, 
including the ever-available presence of food juxtaposed 
with the inescapable weight loss industry, all contribute to a 
high degree of attention paid by men and women to their 
bodies, with resultant focus and manipulation of food intake 
and calorie balance.
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Beyond the FEDs, Dr. Balan should be considering other 
diagnoses, either ones that could explain the presentation or 
be co-occurring with a FED. Abigail describes a highly routin-
ized life with anxiety about disruption of her order. OCD 
symptoms should be further explored; obsessional thoughts or 
rituals should not be dual coded as OCD in a patient with a 
FED if these symptoms are specifically centered on food or 
weight. Patients with body dysmorphic disorder (BDD) have 
preoccupations with certain body parts and can be confused 
with the body image concerns of a patient with an FED; how-
ever, in BDD, the focus should be on the appearance of a 
particular body part, not general weight. Obsessive-compulsive 
personality disorder (OCPD) includes traits that can often co-
occur in patients with AN, or which can be exacerbated in the 
setting of AN, such as intense focus on routine, order, and 
need for control of eating and related behaviors (such as exer-
cise). A personality disorder diagnosis should be considered if 
there is adequate evidence to support significant symptoms 
that have existed in a consistent manner over the individual’s 
adult life and that are causing significant distress or impair-
ment. Many medical students, indeed, have some traits of 
OCPD (e.g., conscientiousness, perfectionism, some difficulty 
with delegating work, and a preference for structure and rou-
tine). In fact, such symptoms, when mild and somewhat flexi-
ble, may actually be adaptive for the medical professional and 
associated with success. When the symptoms become more 
pervasive and rigid, causing problems professionally or inter-
personally, a personality disorder diagnosis should be consid-
ered and addressed. Anxiety disorders, such as generalized 
anxiety disorder or social anxiety disorder, can co-occur with 
FEDs and should be screened for. Substance use disorders 
should similarly be on the differential and reviewed.

�Management and Treatment

Feeding and eating disorders commonly onset during adoles-
cence and early adulthood, and subclinical disordered eating 
may be highest during this period as well, making the medical 
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student population one in which eating issues can be routinely 
found. Screening for eating symptoms should be considered 
in the evaluation of student-patients. Short, clinician-admin-
istered screening tools include the eating disorder screen for 
primary care (ESP) and the SCOFF [2, 3].

Once an eating disorder, or problematic disordered eating, 
has been identified, the clinician will want to discuss this with 
the patient and assess the patient’s insight and willingness for 
treatment. Insight can be poor in some individuals, and while 
the symptoms can bring great distress, they may feel ego-
syntonic for the patient or the idea of losing the symptoms 
may feel to frightening. A motivational interviewing approach 
may be useful in engaging the patient’s participation in treat-
ment. When medical or psychiatric safety is at risk, further 
steps may be needed to begin treatment even if the patient is 
not willing.

All treatment planning in AN must start with a medical 
evaluation to establish medical stability. For those with unsta-
ble electrolytes (e.g., low potassium or sodium), severely low 
weight, or significant cardiac issues (extreme bradycardia or 
any arrhythmias), inpatient medical hospitalization may first 
be necessary for stabilization and cautious feeding while 
monitoring for refeeding syndrome. The safety evaluation 
must also include assessment for suicidality and self-injurious 
behavior (including notably, compensatory behaviors being 
used for weight loss, including vomiting, diuretic and laxative 
overuse, and extreme exercise). All in all, rates of premature 
death are highest in patients with AN than in any other psy-
chiatric disorder, with mortality driven by both the medical 
consequences of the illness and suicide. Inpatient psychiatric 
hospitalization may be required when patients cannot com-
mit to adequate engagement with outpatient treatment and 
are continuing to maintain a dangerously low weight or are 
still losing weight. Day programs developed for eating disor-
ders can be very useful bridges to avoid or step down from 
inpatient hospitalization.

Maudsley family therapy is an evidence-based approach to 
AN for individuals who are still in their primary family unit 
[4], such as adolescents. This treatment engages the family in 
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normalizing eating behavior and minimizing problematic 
dynamics that perpetuate the symptoms. Individual and 
group therapy for patients with AN commonly includes basic 
psychoeducation and a cognitive behavioral therapy approach 
in which patients learn about the cyclic association between 
their food restriction, weight loss, and self-esteem that leads 
to further food restriction, with no clear end point. Nutritional 
counseling is essential. Eating must be normalized, and this is 
may be accomplished through eating together in the group 
setting, keeping food logs, and progressively expanding food 
choices and eating flexibility over time.

At very low weight, there is no evidence that antidepres-
sants, such as selective serotonin reuptake inhibitors (SSRIs), 
are effective for improving symptoms of AN.  This may be 
related to the severe state of nutritional deficiency. There is 
emerging evidence for the use of atypical antipsychotics to 
ease anxiety related to normalizing food intake [5]. When 
weight begins to normalize, SSRIs may be useful for manag-
ing co-occurring syndromes of anxiety or depression that may 
perpetuate dependence on the eating symptoms for emo-
tional self-management.

�Principles for Doctors Treating Doctors

Dr. Balan is a general adult psychiatrist, without specific 
training in FEDs. Despite this, he will need to explore 
Abigail’s symptoms with her, and if he has significant con-
cerns for a reemergence of her AN, share that with her and 
engage her interest in getting the appropriate help to mini-
mize the severity of the relapse and protect against future 
recurrences. With additional resources at his and Abigail’s 
disposal, Dr. Balan can initiate a treatment team, based on 
Abigail’s current medical, psychiatric, and interpersonal 
needs.

After a full history, Dr. Balan reflects back to Abigail what 
he has heard – a history of AN, and increasing focus on food, 
and progressive food restriction and weight loss in the setting 
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of new and chronic stressors. He then asks Abigail what she 
thinks is going on. She sits back and is quiet for a minute, 
looking down at her hands. She says that the past few months 
“have been tough.” She describes the isolation she felt during 
STEP-1 studying and her sense of the loss of “everything that 
felt normal  – it was just me, studying, nothing but my own 
structure.” She went on to say that during surgery clerkship, 
she felt optimistic again and connected with others but 
increasingly overwhelmed by the pressures of performing. 
She reflects that this reminded her of how she felt at the 
beginning of high school, just as her eating disorder was start-
ing. She transitioned into a bigger school, with stronger “com-
petition” and “bigger stakes.” She recalls how her food 
restriction seemed to serve many purposes  – she lost some 
weight, which initially was very satisfying for her, as she had 
been self-conscious about having “a few extra pounds on 
me”; she felt “strangely energized, like I could do things oth-
ers couldn’t  – I could survive on fewer calories”; and she 
experienced the focus on food as “organizing,” with her small 
meals marking out milestones of the day to “get through.” 
She remembers also, however, becoming progressively “sad 
and alone.” She tells Dr. Balan that she realizes this is how 
she feels now. She is not sure how to get better or feel better – 
“I don’t think I can keep this up, and I don’t want to give up 
and gain weight; I don’t feel like I have options.”

In response, Dr. Balan offers validation for Abigail’s sense 
of being trapped and afraid. He reflects to her that he consid-
ers this a relapse of her AN and that he will help her find her 
bearings so she can climb out of this hole without it feeling 
too frightening. He considers, and shares with Abigail, a 
stress-diathesis perspective. Psychiatric disorders and symp-
toms may fluctuate substantially based on the experiences 
the individual is facing at any given time. Abigail may have a 
predisposition for an eating disorder based on genetic and 
environmental factors earlier in life, and – in her case – her 
past episodes. Subsequent relapses may occur in the setting of 
specific triggers or general overwhelming stress. It is impor-
tant for the provider treating medical students to be thinking 
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about the common stressors that face this population, and the 
junctures or transition points that are inherently more chal-
lenging, and which may unveil new behavioral health symp-
toms or lead to recurrence of previous ones. Such phases may 
include the very start of medical school, the beginning of the 
clinical years, the exam study periods (i.e., “the boards”), the 
residency matching period, and the end of school while the 
student is mentally beginning the transition to the next stage 
(for most, residency). Different periods of the medical school 
trajectory can strain individuals in varying ways. For the stu-
dent with an eating disorder, a period of high stress where 
there is also control over one’s time (such as during exam 
studying), having time to meal-plan may be useful in avoiding 
problematic symptoms, from restrictrion, to overeating, to 
binge-purging; whereas, the absence of external structure 
may, for some, lead to worsening of any of these symptoms. 
Similarly, a time of high stress and limited control over one’s 
schedule, such as during clerkships, may be useful for some 
who find that engagement in meaningful activity and social-
ization helps loosen some of the obsessional thinking and 
lessen the pull towards symptomatic behavior, while it may 
be more challenging for others, especially early on during 
treatment, when normalization of eating patterns is an essen-
tial focus of the treatment. The clinician working with these 
patients should be anticipating such transitions and how they 
will impact the individual, specifically. In addition, it is impor-
tant for the clinician to explicitly engage the student-patient 
to learn to be ready for these junctures and to increase self-
care practices or otherwise modify lifestyle and treatment in 
advance in order to minimize risk during these critical times. 
Ultimately, a goal of treatment will be to help the student 
with an eating disorder to learn more tolerance for stress and 
ways to dissipate it and embrace it that involve more adaptive 
behaviors than the eating symptoms.

In beginning their treatment planning, Dr. Balan and 
Abigail talk about the family therapy that was prescribed for 
her at age 14. Once adults have separated and are no longer 
living with their parents, such an approach may no longer be 
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as relevant or helpful, at least when there are fewer active 
dependency needs and interactions around eating on a daily 
basis. At age 25, Abigail is, for all intents and purposes, an 
adult. Many factors, nonetheless, influence the extent to 
which those in early adulthood have established a fully adult 
identity. Societal norms in the USA and similar nations have 
changed for social, cultural, and economic reasons, with an 
extension of adolescence to older ages, in which parents may 
not only continue to financially supplement or support their 
children well into their 20s but also maintain a level of per-
sonal support and oversight similar to what would be seen in 
the relationship between a parent and a child still living in the 
home. So-called “emerging adults” in their early and mid-20s 
may still be depending on their parents for education and 
housing expenses and for emotional and developmental pur-
poses – such as frequent check-ins for guidance and supervi-
sion regarding their social, occupational, and health needs. 
Like many of her peers, Abigail’s parents are paying for 
medical school, including housing; moreover, as she tells Dr. 
Balan, their relationship has always been one in which she 
looks to them for help and reassurance about many of her 
decisions on a regular basis. And while she lives apart from 
them, she reports that her mother still checks in by text three 
times a day to ask about her eating  – a behavior that has 
increased in intensity recently in the setting of her parents’ 
awareness that her symptoms may be escalating again. Dr. 
Balan will need to keep all of this in mind when considering 
his treatment recommendations with Abigail. He will want to 
explore with her the relationship with her parents and the 
extent to which that relationship might be used to help her in 
her treatment or the ways in which involving them could 
complicate or interfere with her recovery.

After his full assessment and review of her mental health 
and medical needs, Dr. Balan suggested to Abigail that she 
begin to see a therapist in the community with expertise in 
working with patients with eating disorders and anxiety. 
Abigail was reluctant but agreed to try. He also made a 
referral to a nutritionist with experience with eating disor-
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ders, and he let Abigail know that he would want to have an 
open line of communication between “the whole team,” 
including himself, Abigail, the nutritionist, the therapist, and 
the student health physician. Abigail and Dr. Balan discussed 
medication. Abigail is underweight, but not extremely so, and 
she is medically stable. She is describing low mood and anxi-
ety. They talk about the option of starting an SSRI for depres-
sion or anxiety “in a few weeks if things aren’t looking up,” as 
treating a co-occurring depressive or anxiety disorder at her 
current weight might help her engage more in her eating dis-
order treatment. Abigail acknowledges that she probably will 
need to loosen up on her restrictions and gain some weight – 
“right now, it just has too much of a hold on me” – but she 
says she’s worried about weight gain, especially from medica-
tions. Dr. Balan states that he does not intend to give her 
medications just for the purpose of weight gain and that he 
will be thoughtful about the potential weight effects of any 
medication they start; ideally, through her treatment, she will 
gradually improve her eating and make modest weight gains 
on her own accord, with or without medication. Abigail 
expresses feeling more hope and a sense that things could 
“get easier.”

Throughout his work with Abigail, Dr. Balan has attended 
to his feelings and countertransference experiences. The 
patient with an eating disorder can elicit a range of emotional 
responses in providers  – from anger or frustration that can 
arise from the sense that the symptoms are “self-induced” to 
an experience of being manipulated by the patient who might 
be holding “secrets” about her behavior (out of concern 
about those behaviors being “taken away” if someone finds 
out, or out of shame – an essential feature of eating disorders 
and so many psychiatric disorders). Some providers may feel 
protective of the individual, sharing the patient’s projected 
sense of her vulnerability and taking on the role of parent or 
savior. A thread that is often present in patients with AN is a 
juxtaposition of this vulnerability with invincibility or tran-
scendence from the usual “rules” that all humans have to 
follow (i.e., eating enough calories to live). The patient may 
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continually waver from one side to the other of this division, 
and the provider’s countertransference responses will thusly 
vary. Being aware of the projections that arise, being mindful 
not to engage in maladaptive enactments (such as overpro-
tection and collusion with the patient’s symptoms, or punitive 
reactions), and maintaining empathy for the pain that the 
patient is feeling will be crucial for the provider. Working 
with a team of other providers, monitoring each other’s coun-
tertransference responses, and having support for processing 
uncomfortable feelings that may arise during treatment, can 
help serve this overall purpose and help move the patient 
toward recovery. The psychiatrist treating a medical student 
may have additional responses specific to the identification 
with a medical trainee, including, among others, feelings of 
resentment that the student is “weak” and can’t withstand the 
stressors of medical training, or desires to guard the student 
against “the pressures that I withstood,” in so doing maintain-
ing her dependence on the provider and perhaps, in turn, her 
symptoms.

�Outcome

Abigail works closely with her therapist and nutritionist over 
the next few months to work in new foods and more flexibil-
ity around eating. She and Dr. Balan decide to try low-dose 
sertraline for anxiety symptoms she continues to have, and 
she notices a small – but tolerable – lessening of her preoc-
cupation with food and a general relief that comes with this. 
She talks about exercise and how to engage in it in a healthy 
way without focusing too much on it as a calorie burner. She 
had enjoyed, and exceled in, team sports during high school, 
and she decided to join an adult recreational soccer league, 
giving her more opportunity for socialization and even the 
additional challenge to her rules and restrictions of going to 
drinks with teammates after matches.

Dr. Balan considers whether he needs to open up a discus-
sion with medical school administration about accommoda-
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tions during Abigail’s upcoming clerkships, as she has, 
coincidentally, been in a scheduled three-month research 
block during this period of treatment. He and Abigail talk 
about this – the strain that reentry to clerkships will pose for 
her, with the potential to exacerbate her symptoms, as well as 
the ways in which she might be able to utilize the stressor of 
clerkships to her benefit; the has learned skills and improved 
in her symptoms since her surgery clerkship, and she could 
approach this one differently. She and the nutritionist come 
up with a plan for ensuring adequate eating while on clerk-
ships, even on busy days. In her CBT, she and her therapist 
speak about finding ways to use the unpredictability of the 
clerkship as a challenge, as part of her overall goal to desen-
sitize herself to the anxiety of having to eat more flexibly. 
Feeling supported and empowered by her own progress in 
her treatment already, Abigail determines that she feels pre-
pared for clerkships and is even excited for the opportunities 
they will offer her to continue to combat her symptoms and 
striver for greater overall wellbeing.

Pearls
•	 Eating disorders, including AN and bulimia nervosa, 

as well as subclinical disordered eating, are not 
uncommon in the age group and population of medi-
cal students. Mental health providers working with 
medical students should be mindful of such disor-
ders, comfortable with asking questions about eating 
and body image, and able to develop or refer to an 
appropriate treatment team for the student-patient 
with problematic eating behaviors.

•	 Collaboration with a team of providers, including 
those with expertise with using cognitive behavioral 
techniques and nutritional guidance for eating disor-
ders, as well as appropriate medical support (e.g., 
student health services), is essential in the manage-
ment of the student-patient with an eating disorder.
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•	 The psychiatrist working with medical students with 
eating disorder symptoms will benefit from being 
aware of common stressors that can reveal or exacer-
bate problematic eating behaviors, as well as moni-
toring for countertransference experiences that can 
arise in working with student-patients with eating-
related symptomatology.
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�Case

Dr. Sigi Halsted, a 34-year-old early-career anesthesiology 
attending, was found unconscious with shallow respirations in 
a staff bathroom near the operating suite where he was 
between surgical cases. A partially used fentanyl syringe 
(labeled with the name and medical record number of Dr. 
Halsted’s recently completed case) was found nearby. After 
acute medical stabilization, psychiatric consultation was 
requested. Dr. Halsted’s treatment team was concerned that 
this episode was a suicide attempt, but he denied this.

On initial interview Dr. Halsted—who requests to be 
called by his first name, Sigi—minimized the event, denying 
suicidal ideation, and provided a vague and inconsistent 
anamnesis. He reported feeling uncomfortable receiving care 
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in the hospital where he works and was preoccupied with the 
confidentiality of his record. His eye contact was poor, and his 
posture was avoidant—folded over his abdomen as if he were 
in pain. His affect was mildly dysphoric and irritable. He fre-
quently sniffed or wiped his nose with clear rhinorrhea. His 
speech was at times interrupted by yawning. His hands were 
mildly tremulous bilaterally, and he was moderately hyper-
tensive and tachycardic without clear etiology. Given his 
symptoms and presentation, an opioid withdrawal state was 
suspected, and he was largely responsive to oral buprenor-
phine. However, his tremulous hands and autonomic instabil-
ity persisted, and alcohol withdrawal was diagnosed with 
persistent and tactful history gathering.

Sigi suggested that his alcohol withdrawal state was “prob-
ably” due to drinking regularly at night. He explained that he 
was suffering from insomnia resulting from his inconsistent 
shift and call schedule and alcohol helped him fall asleep. In 
the months leading up to this evaluation, colleagues reported 
intermittent absenteeism and incomplete documentation to 
their department leadership, though his clinical performance 
when present was more than adequate (and commensurate 
with his record of superior performance in medical school 
and residency) and as such nothing came of their concerns. 
Sigi noted that he was worried that his alcohol use was esca-
lating but explained that he did not know how to seek help 
(and stated, “besides… when could I go see a doctor? I’m too 
busy caring for my patients”). Since residency, Sigi shared, his 
social network shrunk. He had few close friendships and no 
romantic partners. He was isolated. Additionally, he had pur-
posefully distanced himself from his family, whom he 
described as an “unhealthy” group with a lot of mental health 
and substance use problems. He reported “sometimes” using 
leftover benzodiazepines or opioids from surgical cases to 
“rest” and manage daily anxiety or “calm my nerves” but 
adamantly denied using them during duty hours before his 
current presentation. He believed his opioid withdrawal was 
related to self-prescribed codeine for intermittent low-back 
pain, a symptom he experienced “on and off” since a minor 
recreational sports injury sustained during residency.
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After reviewing concerns for impairment in safe medical 
practice, Sigi accepted a referral to the state physician health 
program at discharge from his emergency evaluation. He 
took medical leave from his practice and transferred care to 
a residential addiction treatment program.

�Principles of Diagnosis and Management

�Diagnosis

Addiction is a complex neuropsychiatric disorder with heri-
table risk, well-described underlying neuropathology, a 
relapsing disease course, characteristic effects on personality 
and behavior, and multiple effective treatment modalities 
[16]. Substance use disorders (SUD) in physicians were once 
considered a matter of unethical behavior subject to severe 
disciplinary action by licensing authorities. In 1973, the 
American Medical Association advocated a medical model 
for assessment and treatment of impaired physicians in a 
landmark publication [15]. The paradigm shift to conceptual-
izing SUD as an illness led to the development of physician 
health programs (PHPs) in the United States. PHPs increased 
access to SUD treatment for impaired physicians and allowed 
for physicians in recovery to return to clinical practice. PHPs 
now represent a standard of excellence in addiction treat-
ment, with uniquely high rates of sustained recovery on long-
term follow-up [17].

The impaired physician described in this case may be diag-
nosed with severe alcohol use disorder and opioid use disor-
der, as well as alcohol and opioid withdrawal. In DSM-5 
nosology, the “substance use disorder” (SUD) syndrome 
includes physiologic dependence, intrapsychic preoccupation, 
adverse behavioral consequences, and impaired agency in 
changing substance use despite substance-related problems. 
All of these domains are present in the above case. The 
degree of severity is determined by the number of criteria 
met (see Table 7.1)[31].
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Physician impairment is not pathognomonic of 
SUD. Adjustment and affective disorders (unipolar and bipo-
lar depression), among other etiologies, may lead to similar 
patterns of impaired professional conduct [5]. Many physi-
cians with SUD have comorbid affective, anxiety, or personal-
ity disorders. The most common comorbidity is an affective 
illness plus alcohol use disorders [23]. Having both SUD and 
another mental disorder is associated with increased severity 
of impairment, persistence of both disorders, and treatment 
resistance [23]. Sigi, as described in the case above, has some 
symptoms suggestive of a comorbid anxiety or depressive 
disorder: insomnia, social withdrawal, lack of hedonic engage-
ment, and subjective experience of “nerves.” Further evalua-
tion to rule out a personality disorder including antisocial 
personality disorder (sexual harassment, disruptive or abusive 
behavior, and other criminal conduct) as well as physical ill-
ness, including neurological disorders and geriatric decline, is 
necessary for a thorough evaluation [26]. Physical examina-
tion, screening laboratory testing, and a comprehensive foren-
sic toxicological panel should also be performed [26]. As with 
all psychiatric evaluations, collateral interviews with the 
patient’s referral source, their significant other, involved fam-
ily members, and the patient’s healthcare providers offer 
important supporting details. In the case of physician impair-
ment, representatives of the physician’s hospital or workplace 
environment as well as other colleagues are important collat-
eral sources, but it is essential to handle this part of the evalu-
ation with particular tact and attention to the patient’s 
confidentiality.

Table 7.1  Substance use disorders: core features
Ongoing substance use in larger amounts or for a longer period 
of time than intended and with an inability to reduce or stop 
the use

Ongoing substance use despite negative implications on one’s 
functioning (e.g., occupational, interpersonal), health, and safety

Craving for the substance, tolerance, and withdrawal
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�Management and Treatment

As in Sigi’s case, the impaired physician with a SUD must sus-
pend medical practice during acute treatment [26]. This pre-
serves the safety for the physician’s patients, sustains the 
treatment frame for the physician-patient (which includes sig-
nificant contingency management around motivation to return 
to clinical practice), removes access to controlled substances, 
and permits the intensive level of care required for standard-
of-care treatment. This, concurrently, protects the impaired 
physician’s treatment team from untoward legal risk and the 
potentially distressing and prohibitive countertransferential 
experiences of treating a patient who is placing others at risk.

The acute treatment setting for physicians newly diag-
nosed with SUD is usually a partial hospital or residential 
program with capacity for initial medical detoxification and 
management of withdrawal syndromes. Length of stay is typi-
cally 3  months of intensive care with individual and group 
psychotherapy, process groups, family therapy, recreational 
therapy, a psychoeducational program targeting addiction, 
and introduction to the 12-step program philosophy [9, 26].

The considerable out-of-pocket cost of acute intensive 
residential treatment can feel prohibitive for early-career 
physicians. The Federation of State Physician Health 
Programs advocates for financial planning services to assist 
physicians with this added challenge [2, 26].

The long-term treatment goal for physicians like Sigi in acute 
recovery from SUD is sustained abstinence [1, 26]. This is an 
ambitious outcome, and a comprehensive therapeutic frame is 
necessary. Participation is primarily motivated by the contin-
gency of reporting to state licensing authorities (and potential 
loss of medical licensure) if the physician-patient does not com-
ply with all the components of his or her treatment contract [26].

After acute stabilization, care is stepped down typically to 
biweekly outpatient care for 3–12 months and then to ongo-
ing care management with frequent random toxicological 
screening, mandatory participation in community recovery 
support groups (e.g., Caduceus, Alcoholics/Narcotics 
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Anonymous, Self-Management and Recovery Training or 
SMART groups), and monitoring of professional functioning 
through workplace monitors for 5 years [20, 26].

Treatment with opioid-receptor agonists, considered the 
standard of care for opioid use disorders in the general popula-
tion, is controversial in the physician population due to concern 
for potential cognitive and motor impairment. Outcomes from 
PHPs utilizing abstinence-based treatment show that physi-
cians with opioid use disorder have similar outcomes to physi-
cians with alcohol or non-opioid SUD over 5 years of intensive 
follow-up, suggesting that opioid-receptor agonist therapy may 
not be required in the physician population treated in PHPs [9]. 
However, for a patient with multiple opioid relapses despite 
compliance with intensive abstinence-based treatment, treat-
ment may need to include opioid-receptor agonist or antagonist 
therapy [21, 26]. Naltrexone may be preferred in physicians with 
opioid use disorder. However, physicians with comorbid chronic 
pain syndromes will often require methadone or buprenor-
phine treatment to manage both conditions.

Psychopharmacological management of alcohol use disor-
der is less controversial, and three medications are approved 
by the US Food and Drug Administration. Daily directly 
observed disulfiram dosing may be helpful for patients with 
engaged family or other social supports and high levels of 
internal motivation for abstinence. Naltrexone, dosed orally or 
via monthly long-acting injection, is also effective in prolong-
ing time to relapse and reducing severity of relapses in 
patients with alcohol use disorder. Acamprosate may be effec-
tive in reducing craving or “anti-reward” systems mediating 
relief-seeking behavior via alcohol use. Additionally, topira-
mate and gabapentin have empirical evidence for efficacy in 
alcohol use disorder, though these are not FDA-approved and 
are associated with adverse cognitive effects [30].

�Principles for Doctors Treating Doctors

SUD occur in physicians at a rate equal to the general popula-
tion, with a lifetime prevalence of 8–15% and a point preva-
lence of 2–3.8% [1, 23, 28, 29]. Physicians most commonly 
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present with alcohol, opioid, or benzodiazepine use disorders. 
Alcohol is the most common substance of abuse [1]. There is 
also a recent rise in cannabis use disorders with notable effects 
across jurisdictions with different decriminalization or legal-
ization trends [23]. Cocaine, stimulant, hallucinogen, other 
sedative/hypnotic, and tobacco use disorders also occur [25].

The greatest risk factor identified among physicians with a 
SUD is a family history [3]. There is also evidence for some 
risk associated with higher academic performance and narcis-
sistic or obsessive-compulsive personality traits [1, 3, 13]. 
Excessive alcohol use among medical students had no impact 
on clinical rotation performance consistent with the hypoth-
esis that deterioration in the workplace is a late finding 
among physicians with SUD [1]. This likely contributes to a 
known delay in SUD identification and treatment [2, 23, 24]. 
Typically, alcohol abuse presents earliest with high rates of 
alcohol abuse/dependence in medical student populations. 
Risk of problematic alcohol use in medical school is even 
higher in cases with comorbid depression, professional burn-
out, single marital status, younger age, and high educational 
debt [11]. Abuse of opioids and sedative/hypnotics among 
young physicians typically begins during residency training 
once physicians have prescribing privileges. In these situa-
tions, physicians classically report initiating usage by self-
prescribing for “treatment” rather than for recreation [7]. 
Rates of mood and anxiety disorders are greater in physicians 
than the general population. Physicians are often struggling 
with untreated mental illness and concurrently less likely to 
be in the care of other physicians (for both medical and psy-
chiatric illnesses). This contributes to prevalent self-
prescribing [20].

Some medical specialties, specifically emergency medicine 
and anesthesiology, are overrepresented in SUD treatment. 
Emergency medicine has a nearly threefold higher rate of 
admission to treatment programs [4]. Anesthesiology is also 
overrepresented and associated with more frequent opioid 
use and intravenous route of use of substances [10, 12].

Mortality is markedly elevated among physicians with 
SUD [6, 8, 12]. These deaths are due to overdose, medical 
complications of the SUD, and suicide. Completed physician 
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suicides have been associated with alcohol intoxication, SUD 
diagnosis, and self-prescription of medication by the suicide 
completer [1]. Additional, though not fatal, risks associated 
with physician SUD include legal repercussions (e.g., driving 
while intoxicated) and increased interpersonal conflict with 
family and colleagues [21].

It must be emphasized that SUD diagnosis and functional 
impairment are distinct but related issues [18, 19]. Untreated 
SUD typically progresses to physician impairment, but early 
identification and intervention may lead to recovery before 
impairment occurs. The window of opportunity between ill-
ness onset and impairment may be greater than 6 years in the 
physician population [2, 23, 24], but potent barriers limit early 
referral. These include prevalent denial-based unconscious 
defenses, stigma-motivated conscious concealment, aversion 
to assuming the patient role, concerns related to obtaining 
practice cross coverage during treatment (or reluctance to 
remove oneself from medical practice or “abandon patients”), 
and fear of disciplinary action from licensing boards [19].

A consequence of a punitive approach to physician 
impairment, once the standard practice among state licensing 
boards, led to frequent delay to identification of illness and 
treatment. Ill physicians were wary to risk the far-reaching 
consequences of permanently suspended medical licensure, 
and concerned colleagues similarly balked at these high 
stakes when considering intervention [27]. The legacy of a 
criminal or moral failing model of understanding substance 
use rather than a medical model is hypothesized to lead to 
more physicians with SUD avoiding treatment, exposing 
patients to potential risk, and physicians progressing to func-
tional impairment [19]. In Sigi’s case, colleagues noted trou-
bling behavior before his overdose at work. This was a missed 
opportunity for early intervention.

The American Medical Association and the Federation of 
State Medical Boards advocate for ill physicians to receive 
voluntary, confidential treatment while maintaining adequate 
safeguards to protect public safety. Physician health programs 
(PHPs) are independent third parties organized by the state 
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medical boards or medical societies to manage evaluation, 
referral to treatment, and subsequent monitoring. PHPs pro-
vide posttreatment relapse monitoring for up to 5  years to 
ensure stability of recovery with return to clinical practice 
[20, 26]. Several other nations have modeled their systems 
after these effective programs [20].

Physician-patients are either self-referred or referred by 
colleagues or administrators to PHPs. Self-referred physi-
cians are usually able to participate confidentially, without 
involvement of state licensing authorities. Impaired physi-
cians who decline to participate in the PHP-monitored evalu-
ation and treatment or who are unable to maintain adequate 
stability of recovery are subject to legal repercussions and 
loss of medical licensure.

Initial clinical presentations of physicians with SUD vary 
widely. The most commonly reported presentations include 
self-identification of risky use or early use disorder, nonspe-
cific abnormal workplace behavior, poor or incomplete docu-
mentation, absenteeism, witnessed substance use or 
intoxication in the workplace (varying from odor of alcohol 
on the breath to observed intravenous injection of hospital 
opioids), and death by accidental or intentional overdose 
[12]. Notably, some physicians with SUD will demonstrate 
more behavioral signs of impairment when the substance is 
absent (i.e., in a state of withdrawal or craving and preoccu-
pation) than when it is present [29].

It is an ethical obligation, and in most jurisdictions a legal 
requirement, to report impaired physician-colleagues to 
appropriate state medical boards or to the state’s PHP 
[14, 22]. This protects public health and safety while ensuring 
the ill physician receives appropriate evaluation and treat-
ment for a potentially lethal disorder.

Identifying concerning behavior in a colleague (or oneself) 
precedes and is separate from the assessment of a physician-
patient within the context of a forensic or therapeutic rela-
tionship; it is ill-advised to serve both roles. Concerned 
colleagues or administrators should first gather and record 
factual observations that are cause for concern. These are 
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required for the first step in an “intervention” for a poten-
tially ill colleague. The FRAMER acronym highlights inter-
vention steps ([2, 29]; see Table 7.2). Ideally, an intervention 
should be launched in concert with their state PHP [26].

The goal of this kind of intervention is mutual agreement 
to immediate cessation of medical practice, evaluation and 
treatment of the physician-patient, and duly documented 
impairment in functioning. Referral to the state PHP or 
medical board must occur in accordance with jurisdictional 
statutes, regardless of the impaired physician’s decision to 
comply.

Table 7.2  Framing an intervention for an impaired colleague: the 
FRAMER acronym mnemonic
Facts: Gather and document the factual observations of the 
physician’s behavior leading to concern for impairment

Responsibility: Determine the mandated legal responsibility for 
reporting suspected impairment; this varies by state jurisdiction

Another person: Bring a representative of the state PHP to the 
meeting with the impaired physician; this person may serve 
as a witness to the conversation and serve as a resource for 
information regarding next steps

Monologue: Begin the intervention with a complete, matter-of-
fact list of the observations leading to concern (gathered during 
the “Facts” step above); the meeting is an intervention, not a 
debate

Evaluation: A comprehensive, independent evaluation must 
occur, and the physician should immediately cease practice 
during the evaluation and treatment (meaning cross-coverage 
should be arranged for the physician’s patients)

Report back: Ensure pertinent findings and recommended 
treatment from the evaluation are able to be provided to the 
concerned parties, including those administratively involved in 
the physician’s practice

Adapted from Boyd [2]

K. A. Kast and J. Avery



83

�Outcomes

Positive outcomes, including sustained remission and return 
to clinical practice, occur in 70–80% of physicians treated by 
PHPs over a 5-year follow-up [1, 4, 8]. This is an extraordi-
narily high success rate and a cause for optimism in treating 
physicians with SUD. Outcomes in populations without 
access to PHPs are less positive. In an Australian-New 
Zealander population of anesthesiologists, only 32% of iden-
tified physician-patients successfully returned to work fol-
lowing largely outpatient-based short-duration treatment for 
SUD [12]. Rates of response to intensive SUD treatment 
within PHPs do not differ between physician-patients of dif-
ferent medical specialties [4, 10].

Prevention is of paramount importance. Recommendations 
to prevent development of SUD are based largely on an epide-
miological understanding of risk factors and good sense. Self-
prescription of medication by physicians should be 
indiscriminately avoided. Ensuring physicians are able to tend to 
personal medical and psychological health is critical. This may 
curtail self-treatment, as well. Regular healthcare appointments, 
adequate exercise, participation in self-directed leisure activities, 
and engagement in nonmedical social activities should all be 
promoted by training programs and departmental leadership [2].

Pearls
•	 Impairment is not equivalent to a diagnosis of SUD.
•	 Impairment in the workplace is usually a late finding 

in physicians with SUD; a colleague’s worrisome 
behavior in the healthcare environment should trig-
ger concern for escalating (rather than early) func-
tional impairment.

•	 Physicians with SUD have an elevated risk of all-
cause mortality; completed physician suicides are 
often associated with SUD, alcohol intoxication, and 
self-prescription of medication by the suicide 
completer.
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�Case

Erik Quimby, a 28-year-old, third-year resident in a competi-
tive surgical specialty at a well-known academic hospital, was 
evaluated by Dr. Davis, an attending psychiatrist who regu-
larly treats residents. Erik’s program director referred him 
after a series of complaints were lodged against him by fellow 
residents, attendings, and medical staff.

Upon first seeing Dr. Davis, Erik explained that their 
meeting was “a big mistake” because he had been “unfairly 
targeted.” He denied any prior psychiatric treatment but 
claimed to know a lot about psychiatry, having earned the 
highest grade in his third-year clerkship at a top-rated medi-
cal school. He methodically ruled out various psychiatric 
diagnoses, delineating how none of the criteria for several 
“Axis I” disorders applied to him. He described working out 
regularly, drinking rarely, and abstaining from substance use 
in order to “maintain my top form.” Dr. Davis, who said little 
during the first 15 minutes of their encounter, asked Erik to 
explain why his program director had referred him.
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Erik became visibly frustrated as he described a “conspir-
acy” against him. His narrative became more disjointed, 
punctuated by several angry accusations. He claimed a senior 
resident on his last rotation was “threatened” by him. He 
believed she became jealous after an esteemed attending 
surgeon on their team repeatedly complimented Erik’s surgi-
cal technique and depth of knowledge. He claimed she then 
“ganged up” on him with a surgical technician and a nurse, 
both of whom had also complained about him. When asked 
how he treated the technician and the nurse, he admitted rais-
ing his voice occasionally when they failed to follow his direc-
tions. He felt this was appropriate, pointing to “the hierarchy,” 
where all subordinate staff should “respect” his status as a 
surgeon and “make sure to do their job the right way.”

Dr. Davis asked if there might be other reasons why the 
senior resident and the staff reacted negatively towards him. 
After a moment he responded, “I can be direct, but they were 
out to get me.” Dr. Davis disclosed that Erik’s program direc-
tor had reported a longstanding history of behavior problems, 
with frequent angry outbursts. He listed several episodes that 
had been reported to him by the program director, including 
“a pattern” of openly defying certain surgical attendings, 
being aggressive with consulting physicians from other spe-
cialties, arguing loudly with peers in front of patients, and a 
recent episode where he threw a soiled linen at a janitor who 
he said was being “too loud.” Responding to this, Erik 
became visibly angry. In an expletive-laden tirade, he com-
plained about being victimized. He accused Dr. Davis of 
being “some shrink who just doesn’t get it.” He eventually 
revealed that he was being forced to take a mandatory leave 
of absence, which was “humiliating.” Unable to hold back 
tears, he said he wasn’t sure what he would do if he were 
kicked out of the residency. Dr. Davis asked him about sui-
cidal or homicidal thoughts. Erik denied current ideation, but 
added that if his career as a surgeon were taken away from 
him, his life would “have no purpose.”

Dr. Davis expressed an empathic response to Erik’s pre-
dicament, reflecting how Erik’s lifelong dream must have felt 
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as if it were in jeopardy. Erik agreed with this, gradually 
regaining his composure. He completed the rest of the evalu-
ation, agreed to submit samples for blood and urine tests, and 
promised to follow up with Dr. Davis. As he got up from his 
chair at the end of the session, he made close eye contact with 
Dr. Davis, “I’m a surgeon. It’s what I was always meant to be.” 
Reaching over to pat Dr. Davis on the shoulder, he added, 
“We’ll show them I’m not crazy,” and walked out the door.

�Principles of Diagnosis and Management

�Diagnosis

In their 2009 book, The Physician as Patient: A Clinical 
Handbook for Mental Health Professionals, Myers and 
Gabbard suggest that the term “disruptive physician” is often 
a euphemism used to describe a doctor with a personality 
disorder [1]. Despite a wide differential diagnosis in the case 
of Erik, one can clearly identify several facets of the DSM-5 
diagnostic criteria for narcissistic personality disorder [2]; see 
Table  8.1. Other Cluster B personality disorder diagnoses, 
such as borderline or antisocial personality disorder, should 

Table 8.1  Features of narcissistic personality disorder commonly 
found in disruptive physician behavior
“exhibits a pattern of grandiosity (in fantasy or behavior), need 
for admiration, and lack of empathy.”

“expects to be recognized as superior without commensurate 
achievements”

“is preoccupied with fantasies of unlimited success”

“believes he is ‘special’…should only associate with other 
special or high-status people”

“has a sense of entitlement.”

“believes that others are envious of him”

“shows arrogant, haughty behaviors or attitudes.”
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be considered when evaluating physicians with aggressive 
behavior problems. On further questioning during a follow-
up session, Dr. Davis did not detect adequate evidence for 
either of these diagnoses. Specifically, Erik did not describe 
or manifest behavior consistent with unstable identity, fear of 
abandonment, feelings of emptiness, impulsivity, chronic 
suicidality, or self-injurious behaviors that are common in 
borderline personality disorder, nor did his history fully 
match the pattern of irresponsibility, unethical behavior, 
impulsivity, reckless disregard for safety, or deceitfulness 
characteristic of antisocial personality disorder. Erik exhibits 
some of the perfectionism and rigidity commonly seen in 
obsessive-compulsive personality disorder. While these traits 
would be important to keep in mind during treatment, they 
do not fully explain the pathological behaviors behind his 
presenting problems.

Outside of the personality disorder realm, intermittent 
explosive disorder (IED) is another DSM-5 diagnosis that 
describes Erik’s difficulties controlling his anger. The diag-
nostic criteria include “recurrent behavioral outbursts rep-
resenting a failure to control aggressive impulses,” “verbal 
aggression (e.g., temper tantrums, tirades, verbal arguments 
or fights) or physical aggression” occurring “twice weekly, 
on average, for a period of 3 months.” Erik meets these cri-
teria and the general standard of “impairment in occupa-
tional or interpersonal functioning,” given that the behavior 
has begun to cause problems for him in, at least, his profes-
sional life. As described in the DSM-5, IED can follow a 
more episodic, recurrent pattern, which could explain how 
someone like Erik might perform better in certain environ-
ments at certain times (e.g., medical school) but run into 
more behavioral impairment in other contexts with a differ-
ent range of stressors and role functions (e.g., surgery 
residency).

The combined diagnoses of narcissistic personality disor-
der and intermittent explosive disorder are especially dis-
abling in his case, creating a serious threat to his deeply held 
career goals, not to mention the safety of his patients and 
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co-workers. Individuals with IED might feel remorse or dis-
tress after an explosive episode, but someone with Erik’s 
underlying character pathology feels justified instead. Lacking 
the necessary insight for corrective self-evaluation, he has a 
reflexive tendency to project blame on to others and little to 
no ability to empathize with the internal experiences of those 
he attacks.

In rounding out the differential diagnosis, primary disor-
ders of mood, especially bipolar disorder, should be consid-
ered as a possible cause of Erik’s reported symptoms. On Dr. 
Davis’ assessment, this seemed unlikely. He lacks a clear his-
tory of mania, hypomania, or depressive episodes. Though he 
does not meet the criteria for major depression, his tearful 
and anxious reaction to the threat of being thrown out of his 
residency could be early evidence of an adjustment disorder, 
something that could be assessed further in follow-up 
sessions.

Erik denied significant alcohol and substance use. Patients 
often fail to fully disclose their substance use during medical 
or psychiatric evaluations. For someone like Erik, undergoing 
a high-stakes evaluation with major implications for his 
career, there is an even greater incentive to conceal. Certainly, 
stimulant or cocaine use should always be considered when 
evaluating disruptive or erratic behavior in physicians. One 
would look out for positive results on random urine screens 
or corroborating signs on successive mental status exams. 
Anabolic steroid use, or other performance-enhancing sub-
stances that might be used by an individual looking to build 
muscle, may similarly contribute to impulsive and aggressive 
behavior and should be considered and screened for, espe-
cially in light of Erik’s reported interest in “working out” and 
optimizing his physique.

Dr. Davis obtained consent from Erik for a urine toxicol-
ogy screen and blood tests. Laboratory results, along with a 
detailed medical history and basic physical exam, can help 
rule out other possible but less likely factors (e.g., hyperthy-
roidism, traumatic brain injury, seizure history, medication 
side effects).
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�Management and Treatment

Narcissistic personality disorder is a notoriously difficult 
diagnosis to treat, requiring long-term psychotherapy (e.g., 
mentalization-based treatment, transference-focused psy-
chotherapy, schema-focused psychotherapy, or psychody-
namic psychotherapy) by skilled clinicians. The case of 
Erik, however, requires a more acute intervention. While 
it’s helpful to be mindful of the underlying personality 
pathology, the initial phase of treatment must be focused 
on managing the behavioral problems that are threatening 
his ability to continue his training and potentially putting 
patients and others at risk. In this case, the secondary diag-
nosis of IED provides evidence for acute and time-limited 
treatment.

Clinical research on IED is limited, but there is evidence 
for both psychotherapeutic and pharmacological treatments 
in individuals struggling with anger management problems. 
Whether or not medications are indicated as part of the 
treatment, a course of goal-oriented psychotherapy can pro-
vide a framework for overall management. There is evi-
dence, both from several meta-analytic studies and one 
clinical trial, that cognitive behavioral therapy (CBT) with a 
focus on managing anger is an effective modality for reduc-
ing impulsive aggression [3]. CBT treatment in this context 
may include relaxation training, cognitive restructuring, and 
an integration of adaptive coping skills. Dialectical behav-
ioral therapy (DBT), with its efficacy in reducing both 
impulsivity and anger, is another appropriate psychothera-
peutic modality [4].

As the case of Erik illustrates, impulsive and aggressive 
patients present a risk for suicidal and homicidal ideation. 
Erik conveys uncertainty about how he might react to the 
narcissistic injury he fears most, being terminated from his 
residency. In a case such as this one, the risks of suicide and 
workplace violence should be continuously evaluated during 
treatment, along with therapeutic interventions to help the 
patient appropriately cope with distress. If the risk of any 
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potentially harmful behavior is identified, a safety plan out-
lining concrete steps to reduce risk should be established in 
collaboration with the patient [5].

With a framework for psychotherapy established, various 
pharmacological interventions can be used to help regulate 
the emotional and behavioral symptoms of IED. The neuro-
pathophysiology of impulsive aggression has been linked to 
reductions of serotonin in the prefrontal cortex, making 
serotonin reuptake inhibitors (SRIs) logical candidates for 
clinical trials. The efficacy of fluoxetine was investigated in 
two double-blind, placebo-controlled studies, one specifi-
cally targeting patients with intermittent explosive disorder 
and another focused on treating aggressive behavior in 
personality-disordered individuals [6, 7]. Results in both 
showed a significant reduction in measurable aggression 
when subjects were treated with fluoxetine. Other SRIs, 
which have been studied in this context even less thoroughly 
than fluoxetine, are generally accepted as equivalent choices 
for treating IED. SRIs should be particularly favored when 
the aggressive symptoms co-occur with depression, anxiety, 
or compulsive behavior.

Antiseizure medications (e.g., divalproex, carbamazepine, 
oxcarbazepine, phenytoin) have also been used to treat 
impulsive aggression [8], but many of these come with sig-
nificant side effects, some of which could impair work that 
demands operational precision, such as surgery. Lamotrigine 
is a reasonable option in this case, with its relatively low side 
effect profile and evidence of efficacy for treating impulsive 
aggression in borderline personality disorder patients [9]. 
With any significant suspicion of bipolar spectrum symp-
toms, it may be preferable to start with a mood stabilizer 
instead of an SRI. Other pharmacological options that have 
shown some evidence of efficacy in treating intermittent 
explosive disorder include beta-blockers (propranolol), 
alpha-2 agonists (clonidine and guanfacine), and atypical 
antipsychotics (aripiprazole, quetiapine) [10], though several 
of these medications could also cause potentially impairing 
side effects.
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�Principles for Doctors Treating Doctors

Although not a formal diagnosis, the term “disruptive physi-
cian” has become a common way to describe doctors behav-
ing badly in the medical setting. In 2009, the Joint Commission 
issued a Sentinel Event Alert statement entitled “Behaviors 
that undermine a culture of safety.” In this document, they 
highlight the widespread prevalence and significant associ-
ated risk of disruptive behavior in healthcare. To address this 
problem, they provide a series of requirements and suggested 
actions, which include adopting a “zero tolerance” for “intimi-
dating and disruptive behaviors” into medical staff bylaws 
[11]. With these increased efforts to maintain professionalism, 
many physicians may be compelled into seeking mental 
health treatment they might otherwise avoid.

The Accreditation Council for Graduate Medical 
Education (ACGME) mandates that professionalism and 
interpersonal communication skills be included as core com-
petencies for residency training [12]. If training leadership 
identifies a resident exhibiting disruptive behavior, it must 
first be assessed whether the behavior is potentially amena-
ble to remediation, and a plan to do so should be developed. 
Without improvement, residents may not be promoted or, in 
rarer cases, are forced to leave the training program. A clini-
cian, such as Dr. Davis, needs to be aware of the role of the 
mental health provider in an organization’s administrative 
policies for addressing disruptive physicians (see Fig. 8.1).

The overarching administrative process provides parame-
ters for remediation, some of which can complement the 
treatment provided by the clinician caring for a disruptive 
physician. Often, physicians in treatment for aggressive 
behavior are mandated to attend a comprehensive program 
that provides intensive behavioral education and adaptive 
coping strategies [13]. Several of these programs exist around 
the country, including those at Vanderbilt University, the 
University of Virginia, and the University of California. While 
these programs can be beneficial elements of the treatment 
and remediation process, they are typically short-term inter-
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ventions that need continual reinforcement once the indi-
vidual returns to the workplace. Successfully supporting the 
long-term behavioral stability of physicians in treatment 
requires ongoing coordination of therapeutic and profes-
sional support within their local environment.

The psychiatrist treating the disruptive physician is con-
fronted with the inherent tension between therapeutic and 
administrative demands. The role of the provider often has 
several overlapping domains: treating the physician-patient 
while determining whether they are fit to return to duty, 
maintaining confidentiality while needing to maintain con-
tact with administrative leadership, and working to ensure 
the physician-patient’s safety while also attending to the 
safety of the physician’s patients and colleagues (see Fig. 8.2). 
While these goals may align, they often present conflicts 
between competing ethical principles (e.g., autonomy vs. 
beneficence, duty to the individual vs. the community). In 
some cases, these inherent conflicts can be eliminated by 
assigning the potentially conflicting roles to different indi-
viduals. One provider can complete the forensic evaluation 

Administrative monitoring, feedback, and remediation Continued treatment as indicated

Re-evaluation: return to work

Initial evaluation by clinician

Professional Interventions:
•   Disruptive Physician Programs
•   Coaching

Treatment Interventions:
•   Wellness
•   Psychotherapy
•   Medications

Problem identified by administrative leadership

Repeated incidents of disruptive behavior

Figure 8.1  Organizational pathway for the identification, treat-
ment, and remediation of disruptive physicians

Chapter 8.  The Case of Erik Quimby: A Disruptive…



96

determining fitness for duty, while another only provides 
treatment. This can allow a fitness evaluator to avoid addi-
tional bias that may come from a drive to create therapeutic 
rapport with the patient. The treatment provider, on the other 
hand, must always remain aware of potential administrative 
concerns. In the case of Erik, Dr. Davis did not have the lux-
ury of having another psychiatrist to fulfill the purely forensic 
role. Erik points to this tension when he suggests, somewhat 
aggressively, that Dr. Davis will need to let his program direc-
tor know he is “not crazy,” alluding to the fact that Dr. Davis 
is responsible for determining whether Erik will be fit to 
return to work as a resident while simultaneously trying to 
maintain a therapeutic alliance.

Often medical students or residents come in for an evalua-
tion with background information provided to the psychiatrist 
by administrative leadership beforehand, which can impede 
the physician-patient’s full cooperation and disclosure. As in 
the case of Erik, the physician patient may only be seeing a 
psychiatrist because administrative leadership compelled 
them to be evaluated. Special care must be taken to introduce 
collateral information in a way that can elicit the full story 
from the patient without unduly increasing any underlying 
paranoia or distrust. Whenever possible, it is helpful to main-
tain openness about necessary communication to and from 

Disruptive Physician

-  Confidentiality
-  Reputation
-  Career Goals
-  Livelihood
-  Wellness

-  Diagnosis
-  Treatment
-  Referral
-  Support
-  Safety

-  Oversight
-  Regulation
-  Monitoring
-  Remediation
-  Promotion

Treating Physician Administrator/Supervisor

Figure 8.2  Overlapping demands in the treatment of disruptive 
physicians
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outside administrators throughout the course of treatment. 
Dr. Davis disclosed the background information provided by 
Erik’s program director after initially letting Erik describe 
why he thought he was sent in. In setting the frame for con-
tinuing treatment, Dr. Davis could build on this initial disclo-
sure by describing how he would inform Erik about future 
communications with the program director, highlighting how 
the vast majority of material from ongoing treatment would 
remain confidential. When treating disruptive physicians, set-
ting clear boundaries for confidentiality and disclosure avoids 
blindsiding the patient, helps to build trust, and is fundamen-
tal for creating and preserving a therapeutic alliance.

When confronting the complex dynamics of treating a dis-
ruptive physician, it is helpful to maintain awareness of the 
transference and countertransference reactions that will nat-
urally arise. Erik vacillates between demeaning Dr. Davis as 
“some shrink” to accepting his empathy as someone who 
understands what he’s going through. Given that the treat-
ment of disruptive physicians often involves the combination 
of a high-stakes context with underlying personality pathol-
ogy in the patient, one can expect a wide range of intense 
transferences on the part of the physician-patient, ranging 
from aggressive minimization to adoring idealization. The 
treating psychiatrist must attend to their own countertrans-
ference, being mindful of ways in which they might overiden-
tify with a fellow physician in crisis or generate aggressive 
reactions to the patient’s narcissism. As with all challenging 
cases, supervision from a skilled colleague can be helpful in 
managing complicated countertransference and even poten-
tially utilizing the information gleaned from countertransfer-
ence responses to enhance the delivery of treatment.

�Outcome

During his medical leave, Erik completed a comprehensive 
treatment program for disruptive physicians and engaged in 
weekly treatment. Dr. Davis started fluoxetine and provided 
supportive psychotherapy. Erik forged a therapeutic alliance 
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with Dr. Davis, which helped him understand how his inter-
personal conflicts and aggressive emotional responses were 
jeopardizing his career goals.

Upon returning to work, he was monitored as part of a 
remediation plan designed by his program director. He was 
required to meet with supervisors for regular feedback ses-
sions, where he was evaluated on his performance and profes-
sionalism. Despite the extra scrutiny, he had no recurrence of 
aggressive outbursts.

He continued to see Dr. Davis intermittently over the next 
6 months, successfully meeting the requirements of the reme-
diation plan. That July, when Erik entered into a research 
year, Dr. Davis referred him to a psychologist specializing in 
mentalization-based treatment. Though initially reluctant to 
see someone new, Erik had developed more curiosity about 
himself over the preceding months of treatment and remedia-
tion and agreed to try. He learned to value this different 
approach to therapy as he gained an understanding of how 
other people experienced his aggressive emotional reactions. 
He continued psychotherapy and medications through the 
remainder of residency, after which he successfully matched 
into a competitive surgical oncology fellowship.

Pearls
•	 Consider cluster B personality disorders, bipolar dis-

order, intermittent explosive disorder, and substance 
use disorders when evaluating disruptive physicians.

•	 When treating disruptive physicians with personality 
disorder diagnoses, address treatable symptoms and 
modifiable disruptive behaviors as the primary focus 
for acute treatment. Long-term therapy may be indi-
cated to address underlying character pathology.

•	 Serotonin reuptake inhibitors and mood stabilizers 
are mainstays of pharmacological treatment for 
impulsive aggression and intermittent explosive dis-
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�Case

Dr. Tammy Dohada was 29 years old and at the start of her 
second year of residency in pediatrics in a large tertiary care 
medical center when she consulted Dr. Singer, a House Staff 
Mental Health Program psychiatrist, within the same 
hospital.

Upon entering Dr. Singer’s office, Tammy quickly scanned 
the room and Dr. Singer’s facial expression and then slowly 
sat down. She made good eye contact but appeared slightly 
guarded. In a soft voice and with little emotion on her face 
she said, “My attending told me I should talk to someone.” 
Upon further inquiry, she explained, “I have not been doing 
well since my friend died. She killed herself. A friend of mine 
is also upset, she had thoughts of suicide, and came to see 
someone in the program here…I am not sure this will help 
me.”
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Since her friend Rebecca’s suicide, about 6  weeks prior, 
Tammy reported experiencing intense anger, sadness, and 
anxiety. She described feeling newly mistrustful of her supe-
riors. She frequently questioned their clinical judgment and 
challenged it directly, at times with an arrogant tone. She was 
anxious, compulsively looked up literature about her cases, 
and stayed late at work double-checking her own orders and 
writing meticulous notes. Tammy believed that her work per-
formance was not the same, though no one had expressed any 
specific concerns. Despite tiredness, she had difficulty falling 
asleep and getting out of bed in the morning. She had arrived 
late a few mornings to rounds, but, to her surprise, she had 
not cared – “it’s not like anyone notices.” Her concentration 
at work was diminished. She was alarmed about having once 
forgotten to write an order for an antibiotic for one of her 
inpatients. Fortunately the resident on call caught the mistake 
and no harm occurred. She was often distracted by angry 
blaming thoughts, alternatively blaming the hospital for hav-
ing failed her friend, or blaming herself for not having been 
able to prevent the suicide. Her friend Rebecca had devel-
oped depression during their internship together; Tammy had 
encouraged her to seek psychiatric help, which she did, and 
recently she seemed to be improving. “I cannot believe she 
didn’t say anything to me before she did this…Her doctor 
works here. You cannot trust anyone…I thought this could 
not happen at this hospital. This is supposed to be a good 
hospital. We are supposed to take care of other people, but 
nobody is taking care of us. I don’t know if I can continue to 
work here.” She asked whether Dr. Singer knew the psychia-
trist who had been treating her friend.

Tammy had been wondering about taking a leave of 
absence, and even thought of quitting medicine entirely. In 
this context, she revealed that when she was 11  years old, 
while attending sleepaway camp for the first time, her middle 
brother died at age 8 of septicemia while hospitalized. She 
had been aware that this traumatic life event both inspired 
and generated ambivalence about her choice to become a 
physician. She denied any personal history of a psychiatric 
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disorder or problematic substance use, though she offhand-
edly described to Dr. Singer a period during college “when I 
was just being superficial, and I wasn’t really eating and I was 
exercising too much; oh, it wasn’t a big deal – my friends said 
they wanted to help, but I got it under control, myself.” A 
high-achieving student and with a major in education, Tammy 
took time off after college and worked for Teach for America 
while resolving her doubts before enrolling in medical school.

As Dr. Singer was listening, memories of an instance of 
suicide by a fellow resident during her own training came to 
her mind. The individual had not been a close friend, but Dr. 
Singer suddenly and vividly recalled her shock, her peers’ 
reactions, and the department’s handling of the incident. Dr. 
Singer’s thoughts then went to her own son, soon to graduate 
medical school. She cringed internally at the idea that this 
could happen to him or one of his peers. Her personal experi-
ence helped guide the tone of her questions. No personal 
information was disclosed, but the empathic setting Dr. 
Singer could provide may have helped Tammy, at this point, 
to spontaneously talk about her friend and how she killed 
herself. Rebecca jumped from the roof of the main adult 
inpatient hospital building. Tammy learned about the death 
at a Pediatrics Department emergency meeting. She attended 
Rebecca’s funeral and spoke with her family. In a state of 
disbelief, at times close to tears but unable to cry, Tammy 
talked about their friendship. Dr. Singer learned that in spite 
of feeling lonely, since her friend’s suicide, Tammy had been 
experiencing a decreased interest in socializing, especially 
with friends of Rebecca’s, “Rebecca was the person I would 
turn to.” She had initially avoided walking in front of the 
building from which her friend jumped, but was now able to 
walk there in the company of someone. While she remained 
less engaged with the world, her appetite and energy, which 
had significantly decreased after her friend’s suicide, were 
improving. She reported experiencing moments of deep sad-
ness at the thought of her friend, alternating with anger. 
Frequently, she found herself imagining what it would be like 
to contemplate the thought of jumping from a building. She 
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imagined what it must have been like for her friend. She 
imagined the jump itself. At careful assessment she denied 
suicidal ideation.

�Principles of Diagnosis and Management

�Diagnosis

Dr. Singer considered posttraumatic stress disorder (PTSD) 
and adjustment disorder with depressed mood as the most 
likely diagnoses. Tammy’s clinical presentation met most cri-
teria for PTSD, which is characterized by a combination of 
intrusion symptoms, avoidance, and changes in thinking, 
mood, and arousal ([1]; see Chap. 5 for further discussion and 
for Chap. 5, Table 5.1: Posttraumatic Stress Disorder: Core 
Features). She had been exposed to a traumatic event, the 
violent death of a close friend. She experienced partial avoid-
ance of cues related to the traumatic event, such as exposure 
to mutual friends, and being in spatial proximity to the place 
where her friend had died. It was later learned that Tammy 
had skipped work a few times in the 2 weeks after the inci-
dent. Though she was entertaining the thought of quitting her 
professional training, with effort she could now go to work 
every day. Noticeably she was able to talk about her deceased 
friend and the circumstances of her death with a level of dis-
tress proportionate to the circumstance. Overall avoidance 
symptoms had been worse immediately after the trauma 
occurred, but were improving by the time she met Dr. Singer. 
Tammy also experienced changes in her mood and thinking 
and a variable extent of anger and guilt. She experienced 
decreased interest in social activities, felt a sense of detach-
ment, and her overall ability to enjoy life was diminished. 
Tammy also demonstrated changes in arousal, including poor 
concentration, hypervigilance at work, and intermittent initial 
insomnia. She denied having intrusion symptoms (such as 
distressing memories, dissociative symptoms, and intense 
physiological reactions to reminders of the trauma), hall-
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marks of PTSD, with the exception of a couple of anxious 
dreams in which a patient on her service was not responding 
to treatment for high fever, both of which occurred after she 
had forgotten to write an order for a patient. Considering the 
lack of recurring intrusion symptoms, and variable severity 
and persistence of other symptom categories, Dr. Singer 
favored the diagnosis of adjustment disorder with depressed 
mood, given the presence of a recent stressor associated with 
distress and impairment in her full functioning, while not 
meeting full criteria for PTSD. The differential diagnosis fur-
ther included the syndrome of complicated grief after 
bereavement, a common manifestation after the unexpected 
and violent death of a close relative or friend to suicide [2, 3]. 
Tammy had not experienced the pathognomonic persistent 
and disruptive yearning for the deceased, and difficulty 
accepting the death, which characterize the syndrome of 
complicated grief. The lack of enduring sad mood or anhedo-
nia differentiated her state from a typical major depressive 
episode, though age of onset and most other symptoms made 
this diagnosis one to consider. The temporal association to a 
traumatic event, short duration, and quality of the anxiety she 
experienced, intermixed with angry and sad mood, did not 
support a diagnosis of generalized anxiety or another anxiety 
disorder.

�Management and Treatment

The choice of treatment for adjustment disorder depends on 
the symptom constellation, character traits, coping style, 
psychosocial history and life circumstances at the time the 
disorder ensues, the initial impression about which treatment 
modality the patient may best respond to, and the patient’s 
preference. Supportive psychotherapy aims to support and 
enhance the patient’s already existing constructive coping 
mechanisms to help adaptation to life circumstances per-
ceived as stressful. In cognitive behavioral psychotherapy, 
cognitive distortions and maladaptive beliefs, such as the 
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ones which develop during an adjustment disorder or PTSD, 
are reframed and corrected; graded exposure to fear-evoking 
stimuli is a behavioral strategy used to treat avoidance symp-
toms related to traumatic exposure. Interpersonal psycho-
therapy can be applied to the treatment of symptomatology 
related to problems in interpersonal arenas, including grief 
over loss and role transitions, both of which pertained to 
Tammy’s presentation, in addition to interpersonal disputes 
and interpersonal skill deficits. Psychodynamic psychother-
apy can be indicated in treating adjustment disorders when 
the patient’s symptoms and maladaptive coping mechanisms, 
in response to specific life circumstances, appear motivated 
by thoughts and feelings out of the patient’s awareness and 
usually related to past life experiences. Central to this psycho-
therapeutic modality is the attention given to the transference 
developed in the therapeutic relationship as a vehicle for 
change.

The addition of medication, including anxiolytics, antide-
pressants, and sedative-hypnotics, may be helpful in the treat-
ment of adjustment disorders and PTSD for symptom relief 
in selected cases. Careful screening for a substance use disor-
der and attention to increasing use of and dependence on 
sedative-hypnotics/anxiolytics are essential in the manage-
ment of patients experiencing symptoms of PTSD.

�Principles for Doctors Treating Doctors

During her assessment, Dr. Singer had learned that following 
the death of Tammy’s middle brother, the entire family 
entered psychotherapy with a family therapist. In Tammy’s 
recollection, her mother was the main focus in the treatment, 
as she may have been clinically depressed. Her mother had 
suffered earlier from postpartum depression after the birth of 
the same brother, when Tammy was 3 years old. Dr. Singer 
considered that circumstances around the loss of her brother 
might have contributed to the development of Tammy’s rigid 
and controlling character traits. The history suggested that 
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these traits intensified around times of separation, such as 
during adolescence and first year of college, leading to 
restrictive eating, compulsive exercise, and a tendency to 
emphatically avoid depending on others for help. Dr. Singer 
recognized that the same traits may also have functioned as a 
strength, contributing to Tammy’s high achievements both as 
a student and competitive dancer, and to her motivation to 
become a pediatrician in light of her brother’s doctors’ inabil-
ity to save him. Dr. Singer anticipated that Tammy’s fierce 
independence and controlling attitude could initially inter-
fere with the establishment of a therapeutic alliance and 
effective response to psychotherapy, but in the end would 
also be an asset to Tammy’s recovery.

At the end of her assessment, Dr. Singer had a set of aims 
in mind. Tammy’s mood and her neurovegetative and cogni-
tive symptoms needed to rapidly improve so that she could 
resume baseline social and occupational functioning and 
continue to safely work as a doctor in training caring for 
patients. She needed to be monitored for the higher risk of 
suicide typically encountered in survivors of suicide victims 
[4], and also observed as a phenomenon related to the influ-
ence of suggestion on suicidal behavior, leading to the so-
called imitative suicide [5]. In addition, she needed to grieve 
the loss of her friend and revisit the mourning of the loss of 
her brother to prevent the development of symptomatology 
akin to her reaction to her friend’s suicide when exposed to 
future medical catastrophes and encounters with death in her 
career as a physician. Tammy’s belabored decision to become 
a physician was once more challenged by her friend’s suicide, 
which she could not help but blame on the imagined failure 
of the medical establishment to keep her friend alive. She 
eventually needed help to recognize that her current anger 
was reactionary to the powerlessness she felt once more 
about not being able to save a loved one and, additionally, it 
was a displacement of anger at her friend for having aban-
doned her. Fundamental to Tammy’s development as a 
healthcare provider was relinquishing the wish to be able to 
prevent all medical calamities, not only in her loved ones but 
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also in her patients. Hand in hand with this process, she 
needed to regain confidence in herself, her training hospital, 
and the discipline of medicine. She needed to be able to con-
tinue to work as ambitiously as she had set out to do while 
developing awareness of, and tolerance for, the realistic limi-
tations of the medical profession.

The main challenges Dr. Singer foresaw, in beginning 
treatment, included Tammy’s anger and undermined trust in 
healthcare providers, including her own psychiatrist, and the 
survivor’s guilt she might have experienced in relation to the 
death of her friend and the earlier death of her brother, now 
projected as blame toward her training institution. Dr. 
Singer’s initial therapeutic approach included risk manage-
ment, psychoeducation, supportive measures, the use of cog-
nitive behavioral strategies, and medication. She explained 
to Tammy that her symptoms were secondary to her expo-
sure to a traumatic event and were possibly further aggra-
vated by its resemblance to her childhood loss. Tammy’s 
higher risk for suicidal ideation and behavior and the need 
for monitoring were addressed directly. Aware that lack of 
social support is the largest single predictor of developing 
PTSD after a traumatic event [6], Dr. Singer encouraged 
Tammy to reach out to supportive figures in her life and have 
as much contact as feasible with friends and family. Tammy 
was instructed to continue to expose herself in a graded 
manner to reminders of the traumatic event, initially in the 
company of other people and eventually on her own. Sleep 
hygiene measures and the brief use of sedative-hypnotics 
were recommended to normalize her sleeping patterns. 
Concerned about Tammy’s ability to sustain a regular work-
load under the circumstances and to facilitate rapid recovery, 
Dr. Singer suggested a course of sertraline, a serotonin reup-
take inhibitor, commonly indicated for the treatment of 
mood and anxiety disorders and PTSD. Tammy took this 
advice skeptically. After doing her own research, she accepted 
a prescription for trazodone, a sedating antidepressant that 
is not a sedative-hypnotic, which she chose to use on an as-
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needed basis for insomnia while reserving the decision about 
other medications to a later time.

While Tammy attended her twice-weekly appointments 
regularly, she was often 5–10 minutes late. Her demeanor was 
somewhat distant and controlling. Her descriptions of symp-
toms and personal experiences were packaged in psychologi-
cal jargon. At times she brought in articles about treatment 
strategies Dr. Singer had recommended and posed challeng-
ing questions as if responding to the need to be one up on Dr. 
Singer and prove her wrong and inadequate. This behavior 
allowed her to reveal little about herself and progress seemed 
slow to Dr. Singer. At this point, Dr. Singer thought that psy-
chodynamic psychotherapy may be a better suited treatment 
modality. It would offer the opportunity to explore Tammy’s 
reactions to the therapeutic relationship, which seemed to 
interfere with her getting the help she needed, and explore the 
impact her childhood loss may have had on her recent reac-
tion to the friend’s suicide. Dr. Singer focused on Tammy’s 
behavior in the sessions: “Are you wondering whether I know 
enough to be able to help you?” Tammy tuned in and replied, 
“Rebecca’s doctor was not able to help her…I guess I should 
not assume that you are all the same. It’s hard to do that. I 
have seen enough failures in my life.” Slightly puzzled and 
with a half-smile of recognition and relief on her face, she 
recalled that after her brother died, her parents were quite 
skeptical of doctors, would do their own “research” them-
selves prior to doctors’ visits, also brought in articles with sci-
entific information, and sought second opinions when a family 
member had a concerning medical problem. When asked, 
Tammy recalled wondering whether her parents could have 
done more to get her brother the care he needed, but was very 
uncomfortable with that thought and never asked them. In 
this context she remembered a couple of disturbing dreams, 
representing different versions of herself or other doctors not 
being able to help a patient, or getting stuck in repeated failed 
attempts to provide care to a patient. “It must be hard not 
knowing whether you can trust yourself, me, or your other role 
models to do a good job, after the failures you have wit-
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nessed,” Dr. Singer replied. As Tammy’s anger and anxiety 
about trusting others and herself were addressed in relation to 
her past experience and her relationship with Dr. Singer, she 
started showing more spontaneous affect and connecting with 
Dr. Singer in her sessions. Over 3 months, Tammy’s symptoms 
and functioning improved. Later in the year, during a busy 
rotation, she started missing appointments, rationalizing this 
by way of a busy schedule, and explaining, “my patients are a 
lot sicker than I am, I don’t know that I need to be here much 
longer.” Noticing her comparison to her sicker patients, Dr. 
Singer interpreted Tammy’s avoidance of help, coinciding with 
her improvement, as related to unconscious guilt about having 
survived her brother and her friend: “It seems that it is diffi-
cult to see yourself get better while neither your friend nor 
your brother had that chance.” This line of interpretation 
helped Tammy stay enough on track with her treatment and 
opened the way to addressing her ongoing difficulty accepting 
help from others.

As Tammy’s anger at the medical establishment started 
dissipating, awareness of sadness about the loss of her friend 
seeped in. She was able to contemplate other explanations 
for Rebecca’s death, including severe depression, rather than 
failures on someone else’s part. She wondered less whether 
she could have done something more to prevent the death 
and recalled fun memories of vacation trips she and her 
friend shared while in training together. Now Tammy was 
ready to acknowledge having felt belittled and rejected by 
her friend’s suicide and to see how she had displaced her 
anger onto others and herself. She was steadily more con-
nected with friends and participating in social life. As her 
relationship with Rebecca was becoming articulated into a 
complex narrative, Tammy could elaborate about the loss of 
her brother as a separate experience and even start exploring 
her guilt about resenting him as the cause of her mother’s 
depressive episodes when he was born and when he passed 
away. Importantly, this step in her treatment helped Tammy 
not continue to experience future calamities as a mere repeti-
tion of her childhood trauma. This meant that she was on her 
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way to develop the flexibility to use a larger and more con-
structive repertoire of coping skills, other than externaliza-
tion, withdrawal, and rigidity, in response to negative outcomes 
to be encountered in her profession.

While a third-year resident, and during a rotation in the 
pediatric emergency department (ED), Tammy woke up one 
night with a panic attack. She felt she could not breathe and 
had palpitations and an acute sense of fear. She assumed this 
was a panic attack, took deep breaths, and recovered in about 
15  minutes from acute anxiety. The day before, she had 
assessed an adolescent girl in the ED for a suicide attempt, 
3 months after she had discharged the same girl from the ED 
for superficial wrist cutting, under recommendation of the 
ED psychiatric consultation service. Tammy’s anxiety about 
her career choice resurfaced: “This job is impossible. No mat-
ter how hard you try, something is bound to go wrong.” 
Tammy now wondered whether she should take medication 
and expressed doubts about Dr. Singer’s ability to help her, 
saying, “I’m not sure you’ve helped me enough  – I guess I 
need meds for that.” In the context of a relapse of symptoms, 
Tammy expressed renewed ambivalence about getting help. 
Dr. Singer understood Tammy’s panic attack as a sign of 
regression related to her overall progress. Under exposure to 
a reminder of previous traumas, the fear of separation from 
her caretaker in the setting of her improvement and matura-
tion as a physician mobilized anxiety, as it had previously 
occurred during similar developmental transitions. Tammy’s 
unconscious conflict about her wish to be taken care of, which 
had earlier led to the development of a rigid and independent 
character style, continued to be worked through, and new 
solutions to the conflict became accessible. Throughout their 
treatment, Dr. Singer used both her understanding of the 
mind and psychodynamic principles and her shared experi-
ences of being a physician – including the development of the 
physician role, the experience of being a trainee in a hierar-
chical hospital system, and the aspirations of serving patients 
and gaining mastery over the ever-expanding field of 
medicine.
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�Outcome

Tammy reencountered various versions of her struggles dur-
ing the continuation of her treatment with Dr. Singer, which 
lasted until the end of her training. Particularly troubling was 
Tammy’s rotation through a pediatric oncology service, 
where for the first time a patient of hers died while under her 
care. These experiences gave her a chance to work through 
her main developmental struggles and residual effects of the 
traumatic losses of her life, including anxiety about separa-
tion, conflict around depending on others, difficulty trusting 
physicians and herself as capable, and guilt about having 
survived loved ones. Relying on the coping skills which had 
supported her success throughout her development, Tammy 
joined a residents’ wellness group that just formed in her 
institution. In a shared social environment, she learned more 
about coping with the challenges of her profession and felt 
less isolated in her experience. Within the group she initiated 
a mentorship program for medical students on stress manage-
ment during medical training and later developed an interest 
in ethical aspects of medical decision-making, which remained 
an area of focus after completion of her residency. Tammy 
knew that she may again have difficulty coping with anger 
and anxiety in reaction to the powerlessness she was bound 
to encounter from time to time in her medical career and in 
her life and felt less shameful and more open to the prospect 
of seeking help again.

Pearls
•	 Survivors of suicide victims are at higher risk of sui-

cide and need careful and ongoing monitoring. The 
risk may be heightened in peers sharing affiliation 
with the suicide victim.

•	 Lack of social support is the largest single predictor 
of developing PTSD after a traumatic event.
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•	 Physicians are prone to personally take charge of 
medication recommendations and regimens pre-
scribed by their treating physician. This behavior can 
undermine the efficacy of their treatment, and it 
should be tactfully addressed.

•	 For a variety of motivations, physicians may be at 
risk of using the rationalization that their patients 
are sicker or needier than they are, to avoid taking 
care of their health as seriously as they take care of 
their patients.

•	 A course of psychotherapy may be helpful when a 
previous experience of trauma, especially if attribut-
able to a medical calamity, is suspected to be nega-
tively influencing a physician’s coping style.
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�Case

Ruth, a 32-year-old internal medicine attending at a teaching 
hospital, presents to Dr. Nuer, a local psychiatrist in private 
practice who is her contemporary, with the chief complaint: “I 
just have a lot of stress right now.” Ruth, who has never seen 
a psychiatrist before, quickly defends her decision to seek 
care, stating “I’m not crazy, I just need some help working 
through things.” Dr. Nuer cannot help but notice that Ruth 
appears fatigued and on the verge of tears as soon as she sat 
down in the office. Ruth quickly and matter-of-factly reveals 
that her mother, with whom she has a close relationship, is 
being treated for metastatic lung cancer at a prestigious 
oncology facility, getting “the best care possible.” Her mother 
has already gone through surgery and several rounds of che-
motherapy, and her prognosis is poor. Ruth surmises aloud 

Chapter 10
The Case of Ruth 
Daughtery: Navigating 
Catastrophic Illness 
in a Family Member
Anna L. Dickerman

A. L. Dickerman, MD (*) 
Weill Cornell Medical College/New York-Presbyterian Hospital, 
New York, NY, USA
e-mail: and2033@med.cornell.edu

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-10952-3_10&domain=pdf
mailto:and2033@med.cornell.edu


116

that her mother probably has less than a year to live as she 
rattles off data from recent publications about her mother’s 
diagnosis. As Ruth speaks, Dr. Nuer finds herself struggling to 
keep up with her notetaking and becoming drawn in by the 
medical details. Ruth shares that in addition to traveling over 
an hour each day back and forth to see her mother in the 
hospital, she is in contact with her mother’s treatment team 
throughout the day – getting updates so that she can “make 
sure I keep an eye on what’s going on over there.” Because of 
this, Ruth has been struggling to finish her own patient care 
and administrative duties in a timely fashion and getting little 
sleep in the process. She breaks down in Dr. Nuer’s office and 
describes to Dr. Nuer feelings of intense guilt about being a 
“terrible daughter and even worse doctor.” As the only physi-
cian in her family, she feels pressured to oversee her mother’s 
care and experiences anxiety whenever she is unable to do so. 
She is resentful toward her family but ashamed of this resent-
ment. She wishes she could just spend “quality time” with her 
mother but feels unable to do so. Her patients and colleagues 
noticed that she seems tired and distracted. She asks Dr. Nuer 
if it might be worth considering taking a leave of absence 
from her position at the hospital, though she is concerned she 
could be perceived as “weak” or “dumping work” on others. 
Aside from her situationally decreased sleep, Ruth denies 
any neurovegetative signs or symptoms. She feels she has no 
time to participate in enjoyable activities given her situation 
but that she “would love” to be able to go to the gym and 
spend more time with her friends. She denies suicidal ide-
ation or use of any mood-altering substances.

�Principles of Diagnosis and Management

�Diagnosis

The most appropriate diagnosis for Ruth is adjustment disor-
der with anxiety. Adjustment disorders are stressor-related 
illnesses in which patients suffer from intense distress and/or 
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impairment of functioning. DSM-5 defines these disorders as 
“the presence of emotional or behavioral symptoms in 
response to an identifiable stressor(s) occurring with 3 
months of the onset of the stressor(s)” [1]. Adjustment disor-
ders do not include normal bereavement or exacerbation of 
pre-existing mental health conditions, and symptoms must 
subside within 6 months of the removal of the stressor. Six 
sub-types of adjustment disorders exist: depressed mood, 
anxiety, mixed depressed mood and anxiety, disturbance of 
conduct, mixed disturbance of emotions and conduct, and 
unspecified. Dr. Nuer’s differential for Ruth includes major 
depressive disorder, anxiety disorder (generalized anxiety 
disorder and obsessive compulsive disorder), acute stress 
disorder (ASD) and post-traumatic stress disorders (PTSD), 
and cluster C personality disorders. What ultimately helps Dr. 
Nuer in coming to her diagnosis is the clear new onset of 
symptoms in the setting of a specific major life event. In con-
trast to a major depressive episode, Ruth is not experiencing 
core symptoms of anhedonia nor any neurovegetative 
changes. Unlike primary anxiety disorders, Ruth has not ever 
experienced debilitating anxiety prior to her mother’s illness. 
Her intact relationships and interpersonal function make the 
diagnosis of a personality disorder less likely. Finally, Ruth 
does not endorse the characteristic symptom clusters of 
increased arousal, avoidance, and intrusion that are key to 
making the diagnosis of ASD or PTSD.

�Management and Treatment

The mainstay of treatment for adjustment disorders is psy-
chotherapy. Pharmacotherapy is not typically indicated, 
though judicious use of targeted and time-limited medication 
such as PRN benzodiazepines for anxiety/insomnia can be 
useful in some cases where patients’ symptoms are severe 
enough to impediment to daily functioning. Psychotherapeutic 
approaches to adjustment disorders are often supportive in 
nature, with a focus on crisis intervention, problem-solving, 
and education. Though there is a lack of controlled clinical 
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trials of specific psychotherapy modalities, both interpersonal 
psychotherapy and brief psychodynamic psychotherapy are 
felt to be reasonable approaches [2–4], as are behavioral 
interventions [5].

�Principles for Doctors Treating Doctors

Illness in a relative or loved one can be particularly challeng-
ing for physicians. An important theme which often arises in 
the treatment of such individuals is difficulty with the role 
transition from physician to family member [6]. The physician-
relative may become overinvolved in the medical manage-
ment, which can in turn compromise care and pose problems 
for all involved parties. Indeed, Ruth has begun to feel bur-
dened by her family. She feels trapped by the expectations of 
her family but also fearful of disappointing her colleagues. 
Chen and colleagues outlined four sets of competing and 
often conflicting expectations that can cause distress among 
doctors with an ill family member, including internal stan-
dards of being the ideal physician vs. ideal family member 
and external pressures from family members and other physi-
cians [7]. Ruth is struggling with these conflicts and is only 
able to engage with her ill mother from the standpoint of a 
physician, attempting to direct her medical care rather than 
spending “quality time” together. One of Dr. Nuer’s chal-
lenges in treating Ruth will be to help her navigate these role 
conflicts and gain greater flexibility in her ability to care for 
her mother not only as a physician but also as her daughter. 
As she begins to explore how Ruth would most want to spend 
meaningful time together at the end of her mother’s life, this 
may be met with some resistance, in part due to the fact that 
anxiety in physician-patients often leads to denial of symp-
toms or their meaning. In Ruth’s case, she notably does not 
dwell on the topic of her mother’s prognosis, instead using an 
intellectualized approach which becomes infectious at times 
for Dr. Nuer. By throwing herself into the medical details of 
her mother’s disease, Ruth may be warding off the painful 
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reality of impending loss. There may also be an unconscious 
need to feel omnipotent [8], which makes it difficult for the 
doctor to acknowledge her own vulnerability or inability to 
save a loved one. The physician with a sick family member is 
undoubtedly frightened, though he or she may have difficulty 
admitting this. Indeed, Ruth minimizes her psychic distress to 
Dr. Nuer almost immediately. Due to these factors, Ruth will 
likely do well in treatment with a dynamically oriented but 
supportive approach that fosters and protects the therapeutic 
alliance while maximizing adaptive coping strategies [9]. The 
question of whether to take time off from work is one which 
is likely to cause angst for many physicians. Doctors rarely 
take sick leave and often work when they themselves feel 
unwell; medical training often places a value on compulsive-
ness which can lead to guilt or an exaggerated sense of 
responsibility [10]. Sometimes, as is true for Ruth, there is an 
underlying fear that asking for help signifies weakness [11, 
12]. Dr. Nuer needs to be aware of these apprehensions as she 
helps Ruth navigate her difficult situation and make the deci-
sion most likely to best serve her own mental health and well-
being. Common countertransference reactions that Dr. Nuer 
may experience include anxiety and overidentification. Her 
proximity in age to Ruth may make her particularly vulnera-
ble to the latter, which can be problematic in treatment [13]. 
As a physician herself, Dr. Nuer may be able to provide a 
positive and healthy role model for identification. Judicious 
and mindful self-disclosure, where appropriate, may help 
decrease some of Ruth’s shame and facilitate exploration of 
more painful or anxiety-provoking material.

�Outcome

Ruth meets with Dr. Nuer for once weekly psychotherapy 
over the next several months. She is gradually able to extract 
herself from her mother’s medical care, checking in with the 
oncologists once weekly as opposed to daily. When she visits 
her mother, she spends time with her watching their favorite 
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movies and listening to music together, as opposed to discuss-
ing the next steps in her treatment. Ruth feels progressively 
less burdened by her family and her mother’s illness but con-
tinues to struggle with balancing her competing responsibili-
ties at the hospital. After considering the pros and cons with 
Dr. Nuer, she decides to apply for family medical leave. She 
struggles with shameful feelings related to taking time off 
from work but ultimately feels relief in being able to focus on 
her family’s needs during this difficult time. As her mother’s 
condition worsens and the reality of her mother’s prognosis 
becomes more difficult to avoid, Ruth experiences a spike in 
anxiety and depressed mood. Dr. Nuer focuses the therapeu-
tic work at this point on anticipatory bereavement. She helps 
guide Ruth in identifying goals for finding meaning at the end 
of her mother’s life and imagining what life will be like after 
her death. Ruth continues to work with Dr. Nuer for several 
months after her mother’s death as she transitions back to 
full-time work at the hospital. By approximately 6 months 
after her mother’s death, she continues to experience inter-
mittent feelings of sadness when she thinks about her mother 
but has maintained intact occupational and social function.

Pearls
• �Adjustment disorders are stressor-related illnesses 

characterized by intense distress and/or impairment of 
functioning that subsides within 6 months of the 
removal of the stressor. Psychotherapy, often support-
ive in nature, is the mainstay of treatment.

• �Illness in a relative or loved one can be challenging for 
physicians. The role transition from doctor to family 
member is often met with anxiety. Common defense 
mechanisms seen in these cases include denial and 
intellectualization.

• �Physicians also often struggle with balancing the 
potentially competing interests of the needs of their 
colleagues and patients with those of their own men-

A. L. Dickerman



121

References

	 1.	 American Psychiatric Association. Diagnostic and statisti-
cal manual of mental disorders. 5th ed. Arlington: American 
Psychiatric Publishing; 2013.

	 2.	 Carta MG, Balestrieri M, Murru A, Hardoy MC.  Adjustment 
disorder: epidemiology, diagnosis and treatment. Clin Pract 
Epidemiol Ment Health. 2009;5:15.

	 3.	 Maina G, Forner F, Bogetto F. Randomized controlled trial com-
paring brief dynamic and supportive therapy with waiting list 
condition in minor depressive disorders. Psychother Psychosom. 
2005;74(1):43–50.

	 4.	 Markowitz JC, Kocsis JH, Fishman B, Spielman LA, Jacobsberg 
LB, Frances AJ, Klerman GL, Perry SW. Treatment of depressive 
symptoms in human immunodeficiency virus-positive patients. 
Arch Gen Psychiatry. 1998;55(5):452–7.

	 5.	 Van der Klink JJL, Blonk RWB, et al. Reducing long term sick-
ness absence by an activating intervention in adjustment disor-
ders: a cluster randomized controlled design. Occup Environ 
Med. 2003;60:429–37.

	 6.	 Schneck S. “Doctoring” doctors and their families. JAMA. 
1998;280:2039–42.

	 7.	 Chen FM, Feudtner C, Rhodes LA, Green LA.  Role conflicts 
of physicians and their family members: rules but no rulebook. 
West J Med. 2001;175(4):236–9.

	 8.	 Ellard J. The disease of being a doctor. Med J Aust. 1974;2:318–23.

tal health and well-being. When indications for a leave 
of absence arise, doctors may struggle with feelings of 
guilt and shame about this.

• �Overidentification is a common reaction experienced 
by the treating physician in such cases and is best 
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�Case

Bianca, a 30-year-old fourth-year surgery resident at a big 
academic medical center, came to see Dr. Hamon, a young 
female psychiatrist, with the chief complaint: “I don’t know 
what I am doing, I am messing up my marriage.” Bianca pre-
sented as bright, affable, and well put together. She arrived 
5  minutes late, for her initial evaluation, apologizing pro-
fusely. She seemed ashamed to be in Dr. Hamon’s office and 
explained that she had never seen a psychiatrist before and 
felt unsure of where to begin. Despite her initial unease, 
Bianca presented as well related and quickly opened up 
about her childhood, current life, and the events prompting 
her visit.

Born and raised in a midsized college town on the West 
Coast, Bianca is the only child of two successful physicians. 
They both took particular pride in their work. Growing up, 
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Bianca was fascinated by her parents’ jobs; she played with 
toy stethoscopes and proclaimed that she too was going to 
become a doctor. During her teenage years, Bianca ques-
tioned her wish to become a doctor. She felt frustrated with 
her parents’ demanding work schedules and at times felt 
envious of the attention they bestowed upon their patients. 
She wondered if this was a future that she wanted for herself. 
Bianca initially denied any history of depression to Dr. 
Hamon; however, as she elaborated on her experience, it 
became clear that Bianca suffered from a depressive episode 
during high school. She described feeling conflicted about her 
career trajectory, feeling sad and anxious on a daily basis, not 
sleeping well, a loss of appetite with a resultant 15 pound 
weight loss, isolating herself from social experiences, and did 
not even look forward to activities  – such as going to the 
movies or hiking – which she once enjoyed. Bianca remem-
bered feeling tired all of the time. Nonetheless, she threw 
herself into her work with a particularly intense focus on SAT 
prep and getting into a top college. She attributed her symp-
toms to the “stress” of high school and found that by her 
senior year, once accepted to her first choice school, her 
symptoms abated. In the months leading up to college, 
Bianca decided that she wanted to become a doctor after all 
and entered college as a premed. In college, Bianca had 
another depressive episode following the end of a long-term 
relationship. Her boyfriend, who graduated 2 years ahead of 
her, broke up with her after he started dating someone else. 
Bianca was devastated and confused but again threw herself 
into her work, concentrated on getting into medical school, 
and felt better within a few months. She got into a top 
medical school and eventually matched into her first choice 
residency program. She prided herself on being hardworking, 
dependable, and having very close relationships with her 
colleagues.

During her fourth year of medical school, Bianca met her 
now husband. She was instantly attracted to him. He was 
witty, sociable, and handsome. He worked in finance, lived 
nearby, and traveled often for work. She had a lot of free time 
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to spend with him during her fourth year of medical school, 
and their relationship quickly became serious. She felt com-
fortable with him and his family, and he seamlessly connected 
to her friends. To Bianca, it seemed as if their lives were inter-
twined already. They got married 2  years later, and a year 
after that, she gave birth to a baby boy Xavier.

Bianca had a difficult time bonding with Xavier. She felt 
very anxious and guilty that she did not produce enough 
breast milk to feed Xavier but also hated the expectations 
that she had to feed him every meal. She felt demoralized and 
futile as a mother and entertained thoughts that perhaps her 
husband and son would be better off if she were dead. This 
was the first time in her life she had suicidal thoughts. Bianca 
did not share this with anyone. She avoided friends and fam-
ily for weeks. She did not seek treatment and felt ashamed 
that she was a bad mother. Bianca responded to her experi-
ence by returning to residency at 8 weeks postpartum instead 
of the 12 weeks she planned to take off. Returning to work 
was a relief for Bianca.

When Bianca came to see Dr. Hamon, Xavier was 
11 months old. Bianca stated that she did not feel depressed. 
She was sleeping well and keeping up at work. She no longer 
had suicidal thoughts. She reported that she and her husband 
were arguing more in recent months, as he felt that she should 
work less and spend more time with their son. She felt that he 
did not understand or respect the nature and requirements of 
her surgery residency. She did not even want to share with 
him that her department chair already invited her to stay on 
as faculty at the academic center after graduating residency. 
She felt well respected and valued within her department and 
wanted to stay. Her husband, however, was frustrated with 
her plans, stating that he had expected her to work part time 
and tend to their family. Their interactions were regularly 
contentious. She felt misunderstood and undervalued as a 
partner and focused her time and energy on building collegial 
relationships with her co-residents. With one co-resident in 
particular, she felt a particular connection. They started to 
spend more time together, and several months after her 
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return from maternity leave, they began an intimate relation-
ship. She felt most at ease at work and was spending progres-
sively less time at home. She felt confused and worried about 
the future of her marriage.

�Principles of Diagnosis and Management

�Diagnosis

Bianca’s chief complaint involved cheating on her husband 
with a co-resident and concerns related to the future of her 
marriage. It is important to note that this behavior may or 
may not be related to a specific psychiatric diagnosis. In some 
cases, cheating could be a symptom or a result of a psychiatric 
disorder. In other cases, it may be a manifestation of the 
patient’s relationship dynamics and internal conflicts.

Dr. Hamon suspected that Bianca suffered from recurrent 
major depressive disorder with an episode during high 
school, college, and most recently, following her son’s birth. 
The prevalence of postpartum depression in the general 
population ranges from 6.5% to 12.9% [1]. Previous depres-
sive episodes as well as limited partner support and marital 
difficulties are significant risk factors for development of 
postpartum depression. Postpartum depression is associated 
with increased risk of marital conflict and impaired infant-
caregiver attachment [1].

In addition to major depressive disorder (MDD), Dr. 
Hamon’s differential for Bianca’s presentation included bipo-
lar disorder and a substance use disorder. Bianca’s depressed 
mood, poor sleep, concentration difficulties, and low mood 
could have contributed to her decision-making in the above 
scenario. Negative, ruminative thinking and difficulties bond-
ing with her husband, both symptoms of depression, could 
have exaggerated her experience of disconnect from her hus-
band. Manic symptoms, such as inflated self-esteem, increase 
in goal-directed activity, lack of sleep, hypersexuality, and 
impulsivity, could have been part of the clinical picture that 
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contributed to Bianca’s infidelity. Abusing substances impairs 
one’s judgment and leads to decisions that one may not have 
made if they were sober.

When Bianca presented to Dr. Hamon, she no longer met 
criteria for a major depressive episode. She enjoyed working 
and spending time with her son. She felt anxious about her 
marriage but did not feel sad or hopeless. She denied symp-
toms of insomnia, change in her level of energy or appetite. 
She was not manic and denied current or past substance 
abuse. In summary, while the confluence of new parenthood 
and a depressive episode likely impacted her marriage, this 
does not fully explain the circumstances prompting her evalu-
ation with Dr. Hamon. Her current feelings and behavior 
were likely part of an internal conflict and the struggle to 
make healthy interpersonal and career decisions.

�Management and Treatment

The mainstay of treatment for depression, and specifically 
postpartum depression, is psychotherapy with or without 
medication management, based on the severity of the symp-
toms. Therapies that can be helpful include supportive psy-
chotherapy, psychodynamic psychotherapy, cognitive 
behavioral therapy, and interpersonal psychotherapy. 
Serotonin reuptake inhibitors (SRIs) are most commonly 
used alone or in combination with psychotherapy for moder-
ate to severe depression. Since Bianca no longer fit the crite-
ria for a major depressive episode, she did not require an 
SRI. Bianca’s psychiatric history however necessitates close 
monitoring for recurrence of symptoms. Previous depressive 
episodes are a risk factor for future depressive episodes. Dr. 
Hamon recommended that Bianca begin psychotherapy uti-
lizing a range of supportive, psychodynamic, and cognitive 
behavioral techniques in order to help her understand the 
conflict within her marriage as well as within herself. Couples 
therapy may also be helpful though Bianca initially declined 
this recommendation.
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�Principles for Doctors Treating Doctors

Upon presentation, Bianca denied a history of depression or 
anxiety. However, with careful attention to early life experi-
ences, Dr. Hamon hypothesized that Bianca’s postpartum 
depression several months prior to her presentation was her 
third lifetime depressive episode. Notably, all episodes were 
untreated. Though Bianca is a physician and learned about 
major depressive disorder during her medical training, she 
failed to recognize it in herself, demonstrating a lack of self-
awareness when it came to her own symptoms and internal-
ized stigma related to psychiatric illness and treatment. 
During young adulthood, Bianca recalled feeling unable to 
manage her feelings and sadness but was ashamed that she 
may need help. Her physician parents cared for sick people; 
she did not want to add to their burden. Bianca believed that 
seeing a psychiatrist was an admission of weakness and could 
inhibit her chance to become a physician herself. She thought 
of her parents who worked tirelessly without complaints. On 
occasion, she overheard them discuss colleagues, who 
expressed feeling overwhelmed and depressed. Their 
responses were always this person was “not cut out for this 
kind of work.” Feelings and difficulty managing one’s emo-
tions were signs of weakness that inhibited one’s ability to 
practice medicine. If Bianca could not manage “feeling sad,” 
how could she manage medical school, residency, and life as 
an attending. To her mind, minimizing her experience was the 
most appropriate course of action. As her parents dedicated 
themselves to their work, frequently at the expense of tend-
ing to their family, Bianca too attempted to address her 
depressive symptoms with increased focus on her academics. 
Studying and work seemed like a logical self-directed treat-
ment for her mood episodes. This patterned repeated itself. 
When she had doubts about her career, she studied more. 
When she felt sad about a breakup, she spent more hours at 
the library. When she felt inadequate as a mother, she went 
back to work to reconnect with an experience of competency. 
Medicine provided Bianca with a sense of identity and mean-
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ing; it also served as a mechanism of avoidance and denial. It 
is worth noting that Bianca experienced her capacity to “push 
through” as synonymous with her success rather than an 
awareness that her hard work, dedication, and intelligence 
led to her position in a competitive residency.

The long hours and significant demands of physician train-
ing can influence the development and/or exacerbation of 
depression and prevent one from seeking treatment. The 
demands of training can also distract one from thinking about 
and working through internal conflicts and relationship dif-
ficulties. Bianca did not seek treatment to address her diffi-
culties bonding with her son and her husband. Instead she 
reflexively went back to work. Developing a close relation-
ship with a co-worker was an extension of her usual pattern 
of delving into work to avoid problems at home. She did not 
seek treatment to try to work through her feelings; instead, 
she acted on them by having an affair. Bianca found it easier 
to discuss a specific behavior: infidelity, rather than feelings of 
sadness and disappointment.

In many medical specialties, during training, physicians 
must work long hours and have little control over their sched-
ules. Time with family is limited and hard to predict. It can be 
difficult for non-physicians to appreciate this, and as a result, 
colleagues are apt to form strong friendships that often begin 
out of an appreciation for each other’s day-to-day experi-
ences. Physicians in specialties like surgery are at a higher risk 
for divorce than physicians in other specialties [2]. One study 
found that female physicians had a higher divorce rate (37%) 
than their male colleagues. Physicians who reported them-
selves to be less emotionally close to their parents also had a 
higher divorce rate [2]. Another study found that female 
physicians who reported working more than 40  hours per 
week had a higher probability of divorce than those working 
fewer hours per week [3]. Bianca’s experience includes all 
these risk factors.

Bianca scheduled to meet weekly with Dr. Hamon but 
regularly missed sessions due to work. She did not want to 
ask for time off for her own care and often felt that she was 
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not worthy of treatment and that her problems were insignifi-
cant. She oscillated between feeling guilty about her affair 
and justified that she was connecting to a person who 
admired and respected her. Initially, Dr. Hamon overidenti-
fied with Bianca, as she too could feel misunderstood by her 
non-physician husband. She colluded with Bianca’s stance of 
“us (physicians) against them (non-physicians)” and empa-
thized with Bianca’s wish to build intimate relationships with 
others who appreciated her dedication to medicine. Dr. 
Hamon minimized the impact that Bianca’s actions could 
have on her family. She neglected to explore Bianca’s fre-
quent absences. Dr. Hamon colluded with Bianca’s lifelong 
pattern of idealizing her medical career and dismissing much 
else. With time however, Dr. Hamon became increasingly 
frustrated with Bianca’s regular absences and dismissal of 
their work together. Within the therapeutic frame, Dr. 
Hamon experienced both Bianca’s dynamic with her co-
worker (two physicians working in the trenches together, 
lamenting about others, who don’t understand their field) and 
Bianca’s dynamic with her husband (being angry and frus-
trated about the person’s dismissal of her work). Dr. Hamon 
used her own discordant feelings about Bianca to understand 
and to bring to the surface Bianca’s internal conflicts. She 
explored Bianca’s dedication and idealization of medicine as 
well as her anger at her husband. In order to succeed in treat-
ment, Bianca needed to address her conflicts and feelings 
rather than increase her attention to work. She had to accept 
the role of the patient and commit to receiving help. Assigning 
importance to therapy, something other than her career, was 
the first step to valuing her feelings and her life outside of 
work.

�Outcome

Bianca continued to see Dr. Hamon weekly and soon started 
attending sessions bi-weekly. She initially highlighted her 
admiration of her parents’ work ethic though with time, she 
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was also able to access her anger toward them for seemingly 
prioritizing their patients above their family. Gradually, she 
expressed sadness and disappointment that her parents were 
rarely available. She discussed her fears of repeating this pat-
tern with her own son. Bianca began to appreciate that having 
feelings or needing and asking for help were both normal and 
important. She began to discuss her anger at and disappoint-
ment with her husband. Working through her feelings lessened 
her need to act them out, and she eventually ended her rela-
tionship with her co-resident. She and her husband started 
couples’ therapy. Bianca focused her energy into self-awareness 
and awareness of those around her. To her enormous surprise, 
engaging in treatment did not impede upon her professional 
successes but led to gains in her life outside of work.

Pearls
•	 Significant demands of physician training, including 

long hours, unpredictability, and the emotionally dif-
ficult nature of the work, can influence the develop-
ment and/or exacerbation of depression and can 
prevent one from obtaining treatment in a timely 
fashion.

•	 Depression and symptoms of depression, such as 
poor sleep, general lack of interest, hopelessness, 
negative thinking, and difficulty bonding, can lead to 
poor decision-making, lack of care about conse-
quences of one’s actions, and feelings of being dis-
connected from one’s partner. All of these could 
increase the likelihood of infidelity.

•	 Physicians in especially demanding specialties, such 
as surgery, are at a higher risk for divorce than physi-
cians in other specialties. Female physicians, espe-
cially those working more than 40  hours per week, 
have a higher probability of divorce. Physicians who 
report less emotional closeness to their parents also 
have a higher divorce rate.
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•	 Physicians treating physicians have to take great care 
not to overidentify with their patients and not to 
minimize their patients’ career and interpersonal dif-
ficulties. A neutral provider can empathize not only 
with her patient’s identity as a physician but with 
other aspects of the patient’s life and identity as well. 
Neutrality can help the physician explore how the 
patient’s specific dynamics surrounding career and 
work affect the patient’s relationships.

•	 Becoming conscious of and processing internal con-
flicts can help stop maladaptive thoughts and behav-
ior patterns.
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�Case

Anita Rao is a 31-year-old internal medicine resident in her 
second postgraduate year at an academic medical center in 
New England. She requested treatment through her hospi-
tal’s house staff wellness and mental health program and was 
referred to Dr. Lee, a senior psychiatrist on the hospital fac-
ulty, with the chief complaint of “I don’t know what to do with 
my life!” Anita was on time for her appointment, friendly, and 
a little anxious, articulating herself well and with humor; she 
was easy to like. She shared that she found herself “stressed” 
and losing sleep over making a decision about the next step 
in her career path. She was a strong resident in her program, 
well-respected by her peers and her attendings, and always 
received positive feedback in her rotations. She had a meet-
ing with her program director about a month ago to discuss 
career planning and has since felt torn about what she should 
do after residency. She had always imagined a career commit-
ted to underserved primary care, possibly in geriatrics, but 
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she was now also considering a fellowship in pulmonology 
and was flattered by the encouragement from her attendings 
to submit case reports and present at conferences. With fel-
lowship deadlines looming, she was becoming more anxious 
about contacting references and preparing her applications. 
As she expected, she had loved her outpatient rotations and 
the specialness of “being someone’s doctor,” but she was also 
surprised to find how much she enjoyed the fast-paced nature 
of critical care in the intensive care unit (ICU). She had good 
hands for tricky procedures, and she found satisfaction in the 
concrete application of the physiology she had been learning 
since medical school while on the unit. Outside of work, she 
had become engaged to her boyfriend, whom she had been 
dating since medical school. While she always thought of her-
self as someone with modest tastes and a low appetite for 
luxury, planning for a wedding and future family has begun to 
make her think about income maximization, schedule flexi-
bility, and financial planning in a new way.

Making career decisions has always felt hard for Anita; she 
took time off after college (where she majored in English 
literature with a minor in studio art) before enrolling in a 
premedical program to complete her science prerequisites. 
She was a bit of a romantic and felt pulled by the humanities 
and social justice initiatives in college and medical school. 
She knew she was an idealist and felt she should be guided by 
her morals, though she sometimes wondered if that got in the 
way of knowing what she wanted. Anita was the youngest of 
three daughters, and her oldest sister Sheela’s example as a 
wife, mother, and highly accomplished academic cardiologist 
eventually inspired her to be, like Sheela, a woman who could 
“have it all.” Anita also liked the feeling that Sheela was 
pleased by and proud of her pursuit of medicine, and Anita 
tried to remember interesting cases or EKGs that she could 
talk about when they saw each other. In medical school, 
Anita performed better than average academically and 
developed close relationships with peers. At the same time, 
she found her clinical rotations challenging because she often 
overly connected to her patients, which could make her feel 
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she was on the “wrong team.” She felt that some of her resi-
dents were impatient with the time she spent with or the 
extra questions she asked her patients. She sensed that they 
more consistently prized efficiency, objectivity, and even a 
kind of jaded distance in clinical care more than her efforts to 
make a real connection. Her current dilemma reminded her 
of this experience in medical school, and she worried that her 
enjoyment of the ICU suggested that she was not as compas-
sionate toward her patients as she imagined.

She stated, “I know everyone else is trying to figure out 
their careers, too, but I don’t know why it feels harder for 
me!” She complained of difficulty falling asleep for the last 
month, specifically because she ruminated about various 
career trajectories. She acknowledged being “a lifelong plan-
ner” but lately found herself more preoccupied with dates, 
deadlines, and perhaps more generalized worry, finding that 
she had no appetite some days. Over the last month, she even 
had a handful of crying bouts, overwhelmed by the extremes 
of her options and fearful that she will feel either understimu-
lated but faithful to her ideals in the clinic or engaged, but 
fraudulent and possibly overstressed, in a critical care unit. 
Getting back into a regular running schedule and doing yoga 
a few times a week were helpful, but her symptoms persisted. 
She continued to do well on the wards and enjoyed her time 
with her fiancé and her friends. It was helpful to either “vent 
or just get my mind off things.”

Anita was never hospitalized or suicidal. She spent about 
a year in weekly therapy for anxiety before starting college. 
She also saw a psychiatrist who prescribed escitalopram 
10 mg for generalized anxiety disorder at the end of college, 
and this was continued without change by her primary care 
provider in the years since. During both treatment episodes, 
Anita experienced significant anxiety in the context of transi-
tions (high school and college graduations) that led to fear 
and catastrophizing thoughts about leaving home and college, 
respectively. Anita drank “a cocktail or two” with friends on 
Saturdays and sometimes a glass of wine with dinner during 
the week. She smoked marijuana “socially, maybe every 
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couple months,” stating that she likes how both substances 
helped her relieve a little stress but felt it would be irrespon-
sible to use them more than she does now.

�Principles of Diagnosis and Treatment

�Diagnosis

The best working diagnosis for Anita’s current presentation 
would be adjustment disorder with anxious features. 
Adjustment disorders are characterized by the onset of emo-
tional or behavioral symptoms following a specific identified 
stressor. These symptoms must develop within 3  months of 
the stressor, and they must cause notable distress and/or 
impairment that is beyond what might be expected by the 
nature of the stressor. Following a career planning meeting 
last month, Anita started to experience anxiety with disrup-
tive changes to her sleep and appetite, though her ability to 
function in her professional and personal life appeared intact. 
She continued to exhibit good concentration and energy at 
work and other activities and continued to find pleasure in 
her job and her social life. Her anxiety stems specifically from 
an impending decision about choosing a fellowship and 
career path. Though her anxiety may bring her down at times, 
she does not have the persistent feelings of sadness or anhe-
donia that would suggest a major depressive disorder. She 
was previously diagnosed with generalized anxiety disorder 
(GAD), which was treated with a year of psychotherapy and 
for which she continues to take an SRI. The most important 
diagnosis on the differential is a relapse of GAD, and this 
should be carefully considered. Dr. Lee should continually 
monitor Anita for signs that her anxiety is becoming more 
generalized, severe, or impairing. At the time of her initial 
evaluation with Dr. Lee, the development of Anita’s anxiety 
in the specific context of a perceived increase in pressure on 
career and fellowship decisions and the lack of this severe 
anxiety when thinking about or doing other things (including 
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while at work, at play, or spending time with her loved ones) 
more strongly suggests an adjustment disorder. Anita would 
likely not be experiencing her symptoms if she were not cur-
rently approaching this unique career-defining decision. She 
does have a historical pattern of experiencing stress and anxi-
ety during similar times, and this likely increases her vulner-
ability to greater distress during this time. She does not 
describe symptoms consistent with panic disorder, phobia, 
trauma-related disorders, or obsessional-compulsive disor-
ders, though all of these should be at least briefly considered 
in a patient who presents with anxiety.

Her substance use does not appear to be significant 
enough to create prominent use-related anxiety or other 
symptoms, though potential effects of intoxication or with-
drawal from alcohol, marijuana, and other substances should 
remain in Dr. Lee’s mind, particularly if further history sug-
gests prior heavier use followed by a decrease or discontinu-
ation in use over recent weeks to months. Cannabis and 
alcohol can both increase insomnia, anxiety, and depression 
in acute and extended withdrawal syndromes.

Anita described long-standing psychological conflicts 
related to difficulty with the separation and individuation of 
early adulthood that appear to be activated in her current 
situation. Closely related to these conflicts are a personality 
style characterized by a strong motivation to please and a 
reification of ideals. These traits have clearly contributed to 
her likability in social and professional situations, her success-
ful journey through medical training thus far, and her clinical 
empathy with patients. They also appear to cloud Anita’s 
ability to assess reliably what drives and inspires her in the 
absence of having someone to please.

�Management and Treatment

Adjustment disorders are most commonly treated with psy-
chotherapy, though medications may be useful in cases where 
symptoms (and stressors) are persistent and severe. In Anita’s 
case, Dr. Lee may reasonably think about an increase in her 
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dose of escitalopram, especially if Anita’s anxiety worsens or 
persists, and there is a good chance that she will notice benefit 
from the increased dose. There may be more than one appro-
priate and effective psychotherapeutic modality, particularly in 
a patient like Anita, who engages easily in a positive therapeu-
tic relationship. She would likely feel benefited by supportive, 
cognitive-behavioral, and psychodynamic approaches or an 
eclectic approach informed by all three. Because of her previ-
ous experience with psychotherapy, Anita may be open to 
returning to treatment, and her initial evaluation suggests that 
she has capacity and curiosity for introspection and self-
reflection. Anita may find adequate relief from her anxiety 
with a relatively short course of weekly treatment, less than or 
up to a year. If she wishes to continue beyond this, she may find 
usefulness in psychotherapy for the remainder of her residency 
training, particularly as she follows through with her eventual 
decision and transitions to her next career step. Like many 
medical trainees, Anita has prominent obsessional character 
traits in a neurotic personality organization. Her personality 
style and structure clearly play a role in the various contribu-
tory conflicts that she described in her initial presentation, as 
well as in the anxiety she currently experiences. Psychotherapy 
will highlight her strong inclinations to please others and main-
tain certain high ideals, as well as the effect of these motiva-
tions on her behaviors and difficulties in making choices.

Anita is certainly not the only resident in her peer group 
experiencing anxiety about her career decision-making. Some 
training programs may offer opportunities for peer support in 
the form of process groups or moderated wellness programs, 
and if available, these may also provide a forum to facilitate a 
sense of being both understood and part of a community [2].

�Principles for Doctors Treating Doctors

From the earliest stages of medical training, there are multi-
ple points at which identity is broken down and redefined or 
refined, re-creating a kind of professional adolescence and 
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formalized stages of career-defining separation/individuation. 
While it is common in many fields to make career decisions 
throughout one’s working life, medical training ritualizes and 
universalizes these differentiating decisions in such a way 
that they must be anticipated and planned for, perhaps long 
before trainees feel ready for or convinced of their choices. 
Whether choosing a residency, a fellowship, a job, or a career 
setting, the trainee (and even the fully formed physician) 
must renounce all other possibilities, often before knowing 
the nature of all their options. These decisions may be com-
plicated by the pressure of being one of a large cohort of 
peers making their decisions concurrently, all guided by dif-
ferent motivations and markers of success, and creating a 
perception (and perhaps reality) of competition that may 
further influence one’s choice. These career-defining choices 
are often greeted with joy and conviction, but they also fre-
quently involve a degree of mourning for the road not taken, 
particularly if the choice was a difficult one. Of course, the 
trainees’ decisions are subject to uncontrollable forces, includ-
ing the National Resident Matching Program (i.e., “the 
match”) and the local job market for a chosen specialty. A 
good fit for a given trainee may depend as much on a spe-
cialty’s lifestyle and subculture as on the trainee’s enjoyment 
of the discipline itself. Financial and geographic factors 
(which in turn affect proximity to social and family supports) 
may also grow increasingly important with advancement 
through the developmental stages of adulthood, including 
marriage, child-rearing, and care of aging parents. Whether 
because of the internal pressures of the field or the external 
enticements beyond it, at every point in the journey toward 
and of physicianhood, students, trainees, and full-fledged doc-
tors may face a decision to leave the field altogether. The 
goodness of the decision’s fit among an array of variables 
directly affects the trainee’s sense of wellness and thus their 
potential for burnout. Multiple factors contribute to the 
future doctor’s sense of purpose both in work and in life 
beyond work, and maximizing this sense of purpose can 
maximize wellness and minimize burnout.

Chapter 12.  The Case of Anita Rao: Defining a Career …



140

From the beginning of medical training, and perhaps even 
earlier, a student/trainee begins to develop a meaningful 
sense of self as a physician. This new identity of the trainee 
emerges in new roles, interacting with patients, peers, attend-
ings, and other medical staff in new settings, with new pur-
pose. Crossing the threshold of medical school demands that 
students break their previously held social norms and bound-
aries as they shift from laypeople to clinicians – to ask inti-
mate questions of strangers, to reveal and examine another’s 
anatomy, and to cut skin with a blade. Forging and integrating 
this new doctor’s identity into one that most likely was 
already (or nearly) fully formed can be powerful and destabi-
lizing on a trainee’s sense of self. Both unexpected disap-
pointments and pleasant surprises along the way to becoming 
a fully practicing doctor may be disruptive to the trainee’s 
professional identity formation and can elicit a range of 
intense emotions, including loss, fear, rage, and pride. As such, 
the process is difficult per se, and it can be made worse with 
the necessary developmental step of resolving the trainee’s 
projected ideals of self and career with reality. The field of 
medicine itself is attached to a particular shared narrative of 
identity formation that often involves a journey of inspira-
tion, struggle (long hours, difficult exams, deprivation of 
sleep, food, or other basic needs), challenges, and achieve-
ments. This narrative highlights pride in some of the medi-
cine’s core values: “self-sacrifice, duty, hierarchy, ability to 
perform competently in adverse circumstances” [1]. These 
values may be in direct conflict with those of an individual 
trainee, and this conflict may cause the trainee, the training 
directors, or both to feel compromised.

All of Anita’s peers are grappling with their own decision-
making processes, with or without similar degrees of anxiety. 
It goes without saying that the rigors and demands of training 
may result in a variety of stress-related psychiatric symptoms, 
and trainees with different biological vulnerabilities, person-
ality styles, or psychological structures may well manifest this 
stress with more significant mood, cognitive, or behavioral 
symptoms. Anita’s history of previous treatment and benefit 
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from care likely minimized her hurdles in accessing mental 
health care as her distress increased. Most of her peers will 
turn to their friends, family, or mentors for guidance. It is 
interesting to consider how Dr. Lee’s approach to Anita 
might differ if she were his mentee and not his patient. In 
either case, Dr. Lee may strive to facilitate Anita’s ability to 
assess her own values and goals with greater clarity. Students 
and trainees may be hesitant to see a psychiatrist during their 
training, particularly if they have not previously had good 
experiences, or any kind of experience, in mental health treat-
ment. Fear of being pathologized, stigmatized, or “analyzed” 
may delay or prevent trainees from seeking appropriate 
evaluation or care. Anxiety around appearing dependent, 
needy, or weak in the therapeutic relationship may present a 
challenge to the trainee’s ability to utilize treatment. Despite 
assurances of confidentiality, the trainee may also be uncom-
fortable in treatment with someone who might be in a posi-
tion of evaluating student or house staff performance or who 
may be close to those who would. As someone well indoctri-
nated into the norms and structure of medicine, Dr. Lee may 
easily forget or minimize both the position of vulnerability 
that students and trainees occupy in the medical hierarchy 
and the stigma that psychiatric or psychological treatment 
still carries in the medical world. Acknowledging the trainee’s 
concern about being a patient in the same system in which he 
or she is also a provider may be an important validation in 
building trust and rapport.

Dr. Lee may well be able to empathize with Anita’s situa-
tion, and his identification may be useful in the treatment. 
Overidentification, of course, can cause its own difficulties, 
including a lack of curiosity or an avoidance of the uncom-
fortable position of the trainee [3]. There may be a tempta-
tion to be self-disclosing of one’s own experience, and of 
course, there may or may not be benefit to sharing. This 
temptation itself may be a manifestation of a need or ideal-
ization active in the transference, which may result in Anita’s 
disappointment when unindulged. In this and other ways, the 
countertransference may offer rich information about Anita’s 
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difficulties. Feelings of pride or flattery or urges to advise or 
warn may reflect Anita’s own wishes to be pleasing, idealiz-
ing, or taken care of. In the transference, Anita may feel par-
ented, or she may long for a friend; she may be fearful of 
evaluation or appear overly deferential before a respected 
faculty member. The nature and duration of treatment may 
variously determine the appropriateness of pointed transfer-
ence analysis, though even without an intensive analysis, the 
transference may illustrate the object relations that make 
Anita’s decision so difficult. Remaining attuned to these pulls 
in the countertransference can help Dr. Lee express empathy 
for Anita’s unconscious conflicts while avoiding an enact-
ment, particularly one in which Dr. Lee becomes another 
person whom Anita is hoping to make proud. Achieving this 
can facilitate a holding and neutral space where Anita can 
feel safe to explore the anxieties and pressures affecting her 
ability to make a decision.

�Outcome

Anita agreed to meet with Dr. Lee in weekly therapy. They 
discussed in the first few weeks whether they should trial an 
increase in Anita’s escitalopram, though they decided not to 
make the change as Anita noted feeling better within the 
first month of weekly meetings. They discussed Anita’s expe-
rience throughout her life as the youngest in a family with 
impressive accomplishments, and while she always felt that 
her family showed interest and support in her activities, she 
always felt like the baby, not quite taken seriously. She devel-
oped a habit of trying to find ways to “live up to” everyone 
else in her family and perhaps people outside her family. She 
said, with some surprise, “It’s like every new attending on 
every new rotation became someone else to impress!” She 
recognized that in her efforts to please others, she also put 
herself in the position of feeling guilty when she did not 
choose them or their interests for herself. “I guess I’ve 
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trapped myself,” she observed. She was able to find connec-
tion to the work and interactions that provided her with a 
sense of meaning, namely, a feeling of pride in her ability to 
care about and be moved by the human side of illness, even 
in the ICU where her patients were often easily turned into 
a set of vital signs and lab values. Over the course of a few 
months, Anita began to prepare applications for a fellowship 
in palliative care. Now in the fall of her final year of resi-
dency, Anita submitted her fellowship rank list to the match, 
which will take place in the next couple months. She is happy 
that she will continue to have combination of inpatient and 
outpatient work, and she describes a sense of privilege in 
being present during such significant times in the lives of her 
patients and their families. Anita’s anxiety continues to be 
well-managed even as she makes plans for her wedding the 
following summer and her sleep and appetite recovered 
quickly. Anita acknowledged a mild increase in her anxiety 
in anticipation of the match results, and she plans on con-
tinuing therapy through the end of residency, jokingly com-
menting, “Who knows what else will stress me out once I 
start thinking about leaving here!”

Pearls
•	 Medical training involves an induction into a new 

culture, which demands the forging of a new profes-
sional identity.

•	 Professional identity formation may be a joyous or 
painful process, but it often involves conflict and 
potential mourning of the forced disavowals of still 
wished-for career options.

•	 Mental health professionals who treat students and 
trainees are in a unique position to connect the 
trainee to a sense of self-appreciation and value 
while empathizing with the sacrifices and small losses 
of self that the training environment demands.
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�Case

Regan is a 27-year-old first-year psychiatry resident who pre-
sented to Dr. Wood, a psychiatrist working in the resident 
mental health program, with the chief complaint of “I’m feel-
ing anxious.” Regan reported 2  months ago experiencing a 
brief and intense period of anxiety (marked by sudden sweat-
ing, shortness of breath, and an intense feeling of imminent 
danger) during a departmental grand rounds presentation. 
Initially, Regan could not clearly recall the sequence of 
events leading to this episode, but after discussing it on the 
telephone with close friends back home, she came to realize 
that the precursor was a statement made by a senior faculty 
member during the subsequent question period about the 
“demonstrated benefit” of conversion therapy for homosexu-
ality as “good practice that can cure the problem”; Regan 
recalled being “jarred to attention” at this moment, followed 
by the described rush of “fight or flight” symptoms.
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Dr. Wood asked Regan to elaborate more on that event in 
the lecture hall. Regan went on to say that, raised in a pro-
gressive community and educated in largely liberal urban 
environments, she has felt affirmed as a gay woman. Before 
this comment by the senior faculty member, she had not been 
specifically attuned to examples of mean-spirited comments 
directed at her or other LGBTQI (gay, lesbian, bisexual, 
transgender, queer, and/or intersex) individuals during her 
medical training. She reported feeling supported by the 
administration of both her medical school and residency. 
After some reflection, however, a number of subtle examples 
of bias or discrimination came to mind. She recalled being 
asked about her “boyfriend” by a supervising attending. And 
at the beginning of intern year, an older male patient had 
commented jokingly, but clearly disapprovingly, on Regan’s 
hairstyle, which she wore short, saying that a “pretty young 
woman” might want to have “longer hair in order to meet a 
husband.” Upon reflection, Regan noted to Dr. Wood that 
these events felt linked in her memory.

Over the session, Dr. Wood learned that Regan grew up 
with her mother, father, and two brothers in a diverse West 
Coast city where Regan fit in well and enjoyed having many 
close friends. In residency now at a Midwestern medical cen-
ter, Regan had so far been a high-performing and well-liked 
resident. She described not yet feeling she had an “estab-
lished” group of friends in her new environment, but she 
made sure to keep in regular contact with friends from home 
and medical school and was making efforts to meet new 
people. She had not dated much since high school and had 
been sexually active very selectively, attributing this to a 
strong focus on values, clinical academic achievement, and 
research pursuits – “I’ve always had so much on my plate, and 
I have high standards.” She was interested in having a partner 
“to share my life with” in the future.

Regan described feelings to Dr. Wood of being taken aback 
that anyone could be discussing gay conversion therapy as a 
current practice, moreover as a “standard of care.” She began 
to realize that it had felt like a personal attack and stirred up 
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images of reports of a couple of recent news events involving 
hate crimes. A few days after the episode at the grand rounds 
talk, Regan, who continued to feel “rattled” even after getting 
support in phone conversations from friends back home, tried 
to talk about what had happened with a co-resident whom she 
believed to be gay, thinking he might be “a good place to 
start” – as a peer and someone who had also heard the com-
ment about conversion therapy. Regan disclosed to him her 
thoughts about the senior faculty endorsing “cruel, maybe 
even barbaric” treatment, and the classmate responded quiz-
zically and not particularly supportively. Regan recalled feel-
ing doubly appalled and more “alone” at that moment  – a 
feeling that seemed to linger for several days.

On psychiatric review of symptoms, Regan endorsed the 
short-lasting anxiety symptoms during the grand rounds dis-
cussion. These symptoms had not recurred, and she did not 
particularly find herself worried that these might occur. She 
reported “a couple of sleepless nights” after the lecture and 
also recalled a few days after the incident of finding it more 
challenging to focus at work as intensively as usual. Since 
then Regan’s self-reported mood returned to being “mostly 
pretty happy.” She had no hopelessness or wishes for life to 
end nor any history of depression, past suicidality, or a prob-
lematic substance use. A sense of “lack of connection” with 
others at work had remained. She admitted that, since this 
event, she had been – for the first time – “aware” of being gay 
in a community that was much less inclusive than what she 
had previously experienced. She was starting to “observe” 
subtle, and sometimes not so subtle, negative attitudes and 
bias. She looked for resources or initiatives in diversity at her 
institution and was coming up with few leads. She found her-
self starting to doubt her choice for residency training to 
move out of the community where she had felt comfortable 
prior to residency. She realized that she had felt protected 
from much of this discrimination before now. She told Dr. 
Wood that she didn’t like feeling the way she had felt briefly.  
She wanted to be comfortable during the time spent in her 
new community or at least make this a positive 4 years.
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�Principles of Diagnosis and Management

�Diagnosis

One of the first questions that Dr. Wood considered in the 
assessment was whether Regan’s symptoms met criteria for a 
DSM-5 diagnosis. The most appropriate diagnosis for Regan’s 
new onset of anxiety and negative mood related to experiences 
of being confronted with critical ideas about, and responses to, 
being gay (the senior lecturer’s comments about conversion 
therapy and the dismissive co-resident) is adjustment disorder 
with mixed anxiety and depression. The brief moments during 
that grand rounds of surging of anxiety with diaphoresis, palpi-
tations, and fear of dying are suggestive of a panic attack. 
Nonetheless, Regan did not report anticipating, or avoiding, 
having additional episodes like this; hence DSM-5 diagnostic 
criteria for panic disorder were not met. Similarly, Regan expe-
rienced a few days of low mood coupled with insomnia, but that 
did not meet full criteria for a major depressive episode, and 
there were no lifetime symptoms of a manic episode. Other 
anxiety disorders, such as generalized anxiety disorder, could be 
explored; in the absence of more enduring anxiety symptoms, 
emotional and physiologic, this is less likely. Aware of the 
increased risk among LGBTQI and other minority populations 
of alcohol and other substance use disorders, Dr. Wood noted 
to herself that in the initial differential diagnosis, the brief anxi-
ety episode could have represented symptoms related to any 
one of several substance use disorders or withdrawal from sub-
stances, but this did not fit with Regan’s reports of minimal 
alcohol use and no other substance use.

As she continued to formulate her thoughts about Regan, 
Dr. Wood reflected more on the use of psychiatric diagnoses 
in the setting of minorities, including individuals who are gay 
or bisexual like Regan. While LGBTQI identity is most 
appropriately viewed as a cultural factor, much like racial 
identity, and not cause for a psychiatric diagnosis, there is a 
long and fraught history of psychiatric assumptions regarding 
LGBTQI psychosexual development [1]. In the absence of 
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any scientific evidence, homosexuality was classified as a 
mental disorder (perversion) in earlier editions of the DSM 
(eliminated in 1973), warranting treatment [2].

Lastly, Dr. Wood considered whether, in fact, Regan met 
criteria for any psychiatric diagnosis and considered an alter-
nate perspective of Regan’s anxiety as an expectable 
expressed response to Regan’s experience of prejudice. This 
experience of discrimination raised her first serious concerns 
about her chosen geographical location for residency train-
ing as the best place to establish a profession career and 
personal life.

�Management and Treatment

Individuals diagnosed with a DSM-5 diagnosis of adjustment 
disorder are usually treated with psychotherapy; medications 
may be considered in certain circumstances. Cognitive behav-
ioral therapy (CBT) could be implemented with a focus on 
identifying and exploring thoughts and feelings triggered by 
situations, including interpersonal encounters, cultural mes-
sages, or one’s own automatic beliefs about oneself and the 
world. With CBT techniques, Dr. Wood could assist Regan in 
more clearly and objectively identifying how subtle 
microaggressions or more blatant negative messages and 
experiences that confront or devalue a person’s sense of iden-
tity may lead to negative emotions and self-beliefs when 
ubiquitous and sustained. Interpersonal skills could be devel-
oped to help Regan feel more equipped to express herself 
and respond assertively to challenges in her environment  – 
with the goal of enhancing her sense of empowerment and 
resilience. Supportive psychotherapy and psychodynamically 
informed psychotherapies could be used to assist Regan in 
more exploration of her experiences and how they fit into 
other areas of her overall identity – enhancing her integrated 
experience of self and her connection with others.

Should Regan’s symptoms worsen rather than resolve, a 
serotonin reuptake inhibitor (SRI) may be the first-line phar-
macologic approach to reduce symptoms of anxiety and 
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depression. The sexual side effects of SRI-based antidepres-
sants are important to counsel patients about and to monitor 
for during the course of treatment. Even a brief trial of a 
benzodiazepine or another sedative-hypnotic anxiolytic; risks, 
including cognitive dulling, anterograde amnesia, and/or the 
potential for escalating use, which may render such agents 
problematic, hence they should be used with caution.

LGBTQI individuals, as members of minorities that expe-
rience widespread prejudice, are reported to be at elevated 
risk for suicide. Safety should be assessed continually over 
the course of treatment.

�Principles for Doctors Treating Doctors

One of the challenges in addressing the mental health and 
wellness needs of the gay resident arises before the person 
presents for evaluation, namely, the individual may not even 
seek care. The usual factors that lead to delay and avoidance 
of receiving treatment common to all residents, such as cost 
and time, may apply to the gay resident, who also faces 
obstacles specific to gay identity; these include, but are not 
limited to, concerns of bias impacting the evaluation and 
treatment  – based on psychiatric conceptions of non-con-
forming sexuality that were not based on scientific evidence. 
Negative attitudes, limited knowledge and awareness of gay 
individuals and issues, and frank anti-homosexual bias and 
discrimination remain pervasive. LGBTQI-identified resi-
dents have limited spaces that support their safe inclusion [3]. 
Some may seek mental health treatment with hope of finding 
a venue for self-expression in a nonjudgmental therapeutic 
relationship, while others may avoid such treatment out of 
concern that prejudice may be even more significant in the 
mental health setting. Decades following removal of homo-
sexuality as a DSM diagnosis, anti-homosexual attitudes have 
remained in the practice of mental healthcare [1]. To date, 
there are psychiatrists who adhere to the belief that noncon-
forming sexuality is a perversion and some who still attempt 
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to conduct “conversion” therapies of LGBTQI individuals. 
Someone like Regan might delay or avoid seeking care due 
to skepticism about being able to find a therapist who is not 
only “tolerant” but truly able to address issues specific to her 
integrated identity and be wholly supportive and affirming of 
who she is [4].

Once the trainee has sought care, additional issues spe-
cific to LGBTQI-identified patients differentiate their treat-
ment from that of those from other groups, including other 
minority groups. Depending on the particular reasons the 
patient came for help and the presence of any psychiatric 
disorders, the treatment may focus on areas of self-identity, 
belonging, discrimination, and other complex psychological 
and interpersonal matters. For a patient like Regan, as in 
most cases, there will be a combination of issues that are 
related to being gay and those that are not so tightly con-
nected to these experiences. At her stage of training and life, 
Regan may be seeking enhancement of integrating an iden-
tity as a professional psychiatrist with comfortable expres-
sion of being openly gay, as well as general adaptation into 
adulthood and physicianhood. The gay physician in training 
may also be grappling with bias or other explicit or implicit 
messages that arise in their work with colleagues and 
patients. Regan might find that she wants to explore in 
therapy how to think about – and address, when needed – the 
way in which patients’ projected ideas and attitudes about 
her as a gay person will influence the doctor-patient relation-
ship and treatment and the psychological impact of this on 
her. The isolation she is feeling in her new environment can 
be validated. As a gay resident, securing a sense of affiliation 
with a critical mass of individuals who form a common bond 
of shared experiences can prove even more challenging to 
achieve while immersed in the demands of a residency pro-
gram; more difficult, moreover, in a less inclusive community 
than one has previously experienced. A resident like Regan 
may be concerned about marginalization during her career 
due to elements of her identity, particularly where there is a 
dearth of similar people. This is more stressful when the indi-
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vidual feels that it is a matter of survival to hide one’s real 
identity [5]. This remains an issue in the academic medical 
field, in which the barriers to entry and advancement of 
LGBTQI people may remain [3].

The clinician will want to be attentive to the various issues 
that may emerge in the treatment and to do so while demon-
strating a supportive and affirming stance. As a general guide, 
clinicians without substantial experience in working with 
LGBTQI-identified patients should strongly consider seek-
ing additional supervision or training to enhance attitudes 
and knowledge relevant to the treatment they are beginning. 
One example of a misstep that an inexperienced or uneasy 
clinician might make is to minimize or miss the impact of the 
patient’s experience of living as an underrepresented minor-
ity. A patient’s concerns about being judged or discriminated 
against may lead the clinician to experience the patient as 
“paranoid,” while such concerns may represent a reasonable 
response to a personal history of never belonging or fitting in, 
depending on factors in the person’s environment and the 
person’s psychology. On the other hand, the clinician may be 
overly focused on the LGBTQI identity, missing pertinent 
aspects of the history not related to sexual identity and devel-
opment or unnecessarily reducing the patient’s troubles as 
somehow all connected to their experience as a gay person. 
Such assumptions may lead to misdiagnosis and mistreat-
ment. Additionally, they may seriously damage the therapeu-
tic relationship and potentially make the patient wary of 
seeking psychiatric care in the future.

Discomfort based on lack of experience leading to uneasi-
ness, tentativeness, or – conversely – overconfidence may lead 
the clinician to have difficulty building rapport and gaining 
the trust of the gay trainee. Concerns about how the clini-
cian’s limited experience might impact the therapeutic 
encounter will not uncommonly arise explicitly, with the 
patient actively seeking out clinicians who are skilled in help-
ing gay individuals and who are openly gay, themselves. The 
patient may have questions for the therapist about previous 
knowledge of, or exposure to, LGBTQI issues. The psychia-

D. Hankins and G. L. Zornberg



153

trist’s own concerns about inadequacy or inexperience may 
prompt tensions between anonymity and disclosure; addi-
tionally, they may provoke countertransference responses, 
such as feeling deskilled, judged, or exposed  – potentially 
leading to problematic unconscious responses, from prema-
turely referring the patient to another clinician, to being 
overly zealous in the treatment, to avoiding supervision out 
of concerns for having one’s “inexperience be seen.” Asking 
therapists to reflect on their own heteronormative assump-
tions is crucial to ensuring that gay people are treated equally 
to their counterparts.

�Outcome

After three sessions of history gathering and initial explora-
tion, Dr. Wood reflected back to Regan that there have been 
specific psychiatric symptoms (the panic attack and then a 
period of anxiety and mood disturbance) which would be 
worth monitoring – especially given the potential for future 
exposure to microaggressions in the context of the stressors 
of residency. Dr. Wood also commented that there were other 
issues about Regan’s sense of fitting in to her new residency 
training community in a very different part of the country and 
about her professional future that seemed highly relevant to 
her right now, and which could be explored further. For this, 
Dr. Wood suggested starting weekly therapy, and Regan, 
relieved by the opportunity for a space to talk about these 
things and feeling a positive connection with Dr. Wood, hap-
pily agreed. Dr. Wood sought supervision from a colleague 
who had joined the faculty with more clinical experience and 
knowledge of diverse LGBTQI issues and experiences. Dr. 
Wood felt fortunate to have direct access to a colleague with 
such experience, knowing that many clinicians do not.

Over the course of treatment, Regan’s comfort with Dr. 
Wood grew, and she adopted a generally positive transference. 
She began to talk more about her sense of self within the con-
text of sexual identity. Dr. Wood validated Regan’s experi-
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ences and realistic concerns about the anti-gay messages 
prominent in society while also affirming Regan’s capacity to 
form and strengthen her own professional identity as a psy-
chiatrist and continue to live a life that is meaningful, produc-
tive, and successful. With respect to Regan’s experience and 
future as a physician, Dr. Wood utilized their common identi-
ties as physicians to help Regan internalize the belief that it 
requires strength and skill to thrive on the margins of many 
cultures and in a profession where LGBTQI identities are not 
necessarily always supported or even tolerated  – whether 
through direct messaging in the profession, society at large, or 
by internal processes, for example, internalized homophobia 
[6]. Six months into treatment, Regan was beginning to speak 
with more clarity about her responses to aggression and was 
able to find a few gay peers to affiliate with in and out of the 
medical center. During one session, Regan mentioned an idea 
she had to approach her graduate medical education adminis-
tration about developing educational programming and sup-
ports for LGBTQI residents at the hospital. While Regan 
expressed to Dr. Wood that she knew that her initial motiva-
tion for wanting to do this was a desire to feel involved and 
“connected” as she had during medical school and earlier in 
life, she also believed that this would be a meaningful way to 
try to contribute to her professional community at a systems 
level. The development of a health curriculum inclusive of 
issues pertaining to LGBTQI individuals, and fostering a 
medical culture that is empowered to address personal and 
institutional homophobia through education and training, will 
help to create a workforce that can navigate issues relevant to 
the LGBTQI community; such efforts enhance patient care 
and the professional growth and personal well-being of clini-
cians [3].

Near the end of Regan’s third year of residency, Dr. Wood 
accepted a new job in a town a few hours away. She offered 
Regan referrals to continue her treatment, but Regan  – after 
further discussion – decided she felt “ready” to end the therapy. 
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They worked on the loss of their relationship during their 
termination phase and reflected on the work they had done 
together. Their treatment ended at the same time Regan was 
submitting applications for fellowship, which she hoped to do in 
the institution where she had attended medical school. Regan felt 
grateful for the opportunities she experienced during residency 
but knowing that returning to a more developed, inclusive envi-
ronment would be better for her, personally and professionally. 
The LGBTQI inclusive educational initiatives she had helped to 
create continued after her departure, and over the next 10 years 
of her career, she was invited back on an annual basis to be part 
of a week of hospital-wide diversity programming.

Pearls
•	 LGBTQI-affirmative therapy requires knowledge, 

skills, and attitudes relevant to the LGBTQI-
identified person’s experience. Supervision, expert 
consultation, or  appropriate referral should always 
be considered.

•	 Gay identity may be considered a cultural factor, not 
a diagnosis. Being gay should not be assumed to be 
contributing to an individual’s psychological 
difficulties.

•	 LGBTQI doctors considering psychotherapy may 
hesitate to engage or remain in therapy, as an array 
of negative theories of nonconforming sexuality 
have pervaded the clinical discourse and practice of 
psychiatry over the past century. This has had pro-
foundly harmful effects on LGBTQI people and 
their families.

•	 Thoughtfully implemented psychotherapy can assist 
gay trainees to enhance resilience during residency 
training and professional growth.
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�Case

Katherine Moss, a 38-year-old psychiatrist, recently finished 
fellowship at the hospital at which she is currently an attend-
ing. Her chief complaint at initial evaluation was: “I’m finding 
it hard to focus on my work since I’ve finished cancer treat-
ment.” She was referred to Dr. Blake by a former 
supervisor.

At her initial appointment, Katherine, who was 10 minutes 
late, smiled sheepishly and offered Dr. Blake a cookie, saying 
she had walked by one of her favorite bakeries on the way to 
her work this morning and thought Dr. Blake might enjoy a 
cookie as well. She apologized for arriving late and explained 
that her last appointment ran late. She shared that she saw a 
therapist in her 20s before starting medical school to work 
through difficulties with her relationship with her mother and 
sister, but she has been relatively stable throughout residency 
and fellowship. Katherine acknowledged feeling anxious about 
seeing a psychiatrist and wasn’t sure that she really needed to.
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She explained that toward the end of her fellowship, she 
felt a lump in her breast that was ultimately found to be can-
cerous. She has since undergone a lumpectomy, chemother-
apy, and radiation and is currently taking tamoxifen. She 
started chemotherapy toward the end of her fellowship and 
took off 6  months to finish treatment before returning to 
work a year and a half ago.

Since returning to work as an attending, she finds herself 
struggling to connect with patients, especially those who “are 
better off than me.” When asked to explain this further, 
Katherine revealed that she often compares her own illness 
and prognosis with her patients and finds herself having dif-
ficulty locating her empathy when she feels that her patients 
are “better off” than herself from the perspective of health. 
She sees patients in outpatient treatment from a variety of 
backgrounds and with a variety of illnesses, but she has 
struggled the most with patients who have or have had a his-
tory of cancer.

Furthermore, she both worried that her patients can “tell” 
that she has had a serious illness, and, at other times, she 
wishes she could tell them about her own experiences. She 
was concerned that she lost her ability to know how to “be in 
charge” of a clinical situation. She believes this has caused her 
to doubt her diagnoses, medication choices, and treatment 
decisions for her patients.

Finally, she felt certain that she was given her job out of 
pity. The institution where she trained through residency and 
fellowship (and is now hired as an attending) felt the need to 
“take care” of her and would not have hired her on her own 
merit. She worries that her superiors will realize their mistake 
and that she will lose her job.

During this session, Dr. Blake asks about Katherine’s 
energy and concentration, and Katherine admitted to having 
difficulty with both. She added that she has been easily 
annoyed and often infuriated “when I’m asked to do what is 
supposed to be my job!” She explained that when asked to 
complete tasks that are routine, she often finds herself fum-
ing. She has had difficulty falling asleep at night and often 
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bursts into tears, usually of frustration, at seemingly minor 
irritations (such as locking herself out of her office by acci-
dent). She worries about recurrence in the near or distant 
future, “chemo brain,” how she will navigate romantic rela-
tionships, issues around fertility, and about student loans and 
finances.

Throughout her description, Katherine frequently teared 
up and asked if she can use a tissue from the box on the side 
table next to her. During the evaluation, Dr. Blake sneezed at 
one point, and Katherine offered her a tissue.

�Principles of Diagnosis and Treatment

�Diagnosis

Dr. Blake diagnoses Katherine with generalized anxiety dis-
order (GAD). Katherine met criteria for this diagnosis as she 
described excessive and difficult to control worry for at least 
the past 6  months (and likely longer) affecting her work. 
Additionally, she described feeling irritable, being easily 
fatigued, and difficulty falling asleep. She describes difficulty 
focusing on what her patients are saying in session at times 
and attempts to compensate for this by drinking multiple 
cups of coffee per day. She denied having panic attacks, 
although she does describe a recent episode when, after 
finally catching a taxi when running late for a dinner, she was 
overwhelmed with sense of doom, intense nausea (asking the 
cabdriver to pull over while she dry heaved), shortness of 
breath, and diaphoresis. This was not in keeping with hot 
flashes which she has had intermittently since starting 
tamoxifen.

Katherine’s diagnosis is complicated by the fact that she 
takes tamoxifen daily, and some of the symptoms she 
describes could be medication side effects. However, 
Katherine’s history reveals that the symptoms have been 
present at other times in her life, in more or less severe forms, 
and that she had many of the symptoms during her treatment 
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and prior to starting her tamoxifen. Dr. Blake’s differential 
diagnosis includes panic disorder, major depressive disorder, 
substance-induced anxiety disorder, and alcohol use 
disorder.

While Katherine described having had one potential panic 
attack, this has not been with sufficient frequency or regular-
ity to warrant this diagnosis at this time. Katherine reports 
tearfulness, feelings of guilt about how her recent illness 
might be affecting her patients, sleep disturbances, low 
energy, and poor concentration. There is often overlap with 
anxiety and depression, and Katherine may, in fact, have a 
mild depression. Another important consideration is 
Katherine’s caffeine intake. Katherine says that she drinks 
4–5 cups of coffee/day to keep up her energy/focus. She has 
trouble “clearing the fog” in her head when she doesn’t drink 
coffee. Caffeine can contribute to anxiety and mimic symp-
toms of an anxiety disorder. Lastly, Katherine revealed that 
she had 3–5 drinks most nights of the week. This had begun 
during residency and fellowship as most social occasions/
dates revolved around drinking. During cancer treatment, she 
stopped drinking because of concern about hepatic toxicity, 
but she resumed drinking on completion of treatment.

�Management and Treatment

Generalized anxiety disorder responds best to a combination 
of medication and therapy. The combination of cognitive 
behavioral therapy (CBT) and a serotonin reuptake inhibitor 
(SRI) is most effective in the management of this illness, but 
other therapy modalities can also be useful including inter-
personal therapy, supportive therapy, psychodynamic therapy, 
and group therapy. Pharmacologically, selective serotonin 
reuptake inhibitors (SSRIs) are typically first-line treatment, 
but serotonin-norepinephrine reuptake inhibitors (SNRIs) 
are also frequently prescribed. While waiting for SRIs to take 
effect, which can take 3–6 weeks, many patients respond well 
to low-dose benzodiazepines to help manage acute symptoms 
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of anxiety and insomnia. In Katherine’s case, medication 
choices were limited because of CYP2D6 interactions with 
tamoxifen.

�Principles for Doctors Treating Doctors

In general, doctors are an anxious and obsessional bunch, 
psychiatrists in particular [1]. Developmentally, physicians’ 
anxious temperaments often contribute to their academic 
success, organization, and attention to detail which medicine 
regularly demands, and as such, their anxiety is adaptive. In 
this case, Katherine’s reticence to treat her anxiety relates to 
her concern that without her anxiety, she will not be com-
pelled to achieve the level of excellence in patient care; she 
worries she will no longer “go the extra mile.” This demon-
strates, in Katherine, a meta-anxiety, an attachment to the 
anxiety such that without it, she imagines she would fail. In 
fact, she had succeeded with her anxiety intact, but it was the 
diagnosis of cancer which created a tipping point at which the 
anxiety was no longer adaptive. It was in exploring her 
attachment to her anxiety with her provider and her feeling 
of “giving up” and “surrender” in deciding to take medication 
she ultimately became comfortable with taking medication to 
address her anxiety.

Despite having been forced into the patient role with her 
diagnosis of cancer, Katherine was able to grapple with being 
a cancer patient in an oncology clinic setting with more ease 
than with being a psychiatric patient. Receiving treatment 
outside of her field of expertise, she accepted that she had no 
choice but to relinquish control of her care. Nonetheless, she 
still discussed the discomfort of being “manhandled” by phy-
sicians who could have been her own classmates. She also 
expressed concern that the medical advice she was receiving 
was not based on the latest research and spent a significant 
amount of time on PubMed researching the answers to her 
questions and double checking the work of her doctors. She 
talked about feeling enraged when her primary care doctor 
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was not familiar with the latest research and when her oncol-
ogist was not familiar with her case. She feels that she was 
subject to greater anxiety as a physician patient because she 
was aware of “all of the things that could go wrong, all of the 
side effects, all of the risks.”

As a psychiatrist treating a patient like Katherine, at times, 
Dr. Blake often found herself feeling inadequate in her own 
medical knowledge. It was essential to manage her own feel-
ings of countertransference, recognizing that Katherine’s was 
projecting her own feelings of inadequacy.

Initially in treatment, Katherine struggled more with the 
diagnosis and the treatment of her anxiety disorder than she 
said that with her cancer. With cancer, she didn’t feel she had 
a choice about treatment, but with her anxiety, she felt that 
she was deciding to seek treatment. Dr. Blake explored the 
concept of choice with Katherine, which ultimately led to her 
accepting that she was taking her tamoxifen because of her 
own wishes rather than because it was prescribed and 
required by her oncologist.

Katherine later revealed to Dr. Baker that she views her 
cancer diagnosis and subsequent need for treatment as a fail-
ure. She thought her body failed to respond to attempts to 
control its biology and a failure of her work ethic in that she 
took time off. She admits over time that despite the “hypo-
chondria of medical school,” during which time she and her 
classmates became worried that they had various illnesses as 
they learned about them, she believed that she was immune 
to illness. She talked about how, as a doctor, viewed by some 
patients as being in a position of power, she began to believe 
the “myth” and found it difficult to believe that she was diag-
nosed with cancer. She said that it wasn’t until she saw the 
MRI image of her own cancer that she fully believed it was 
real.

With ongoing supportive and insight-oriented work with 
Dr. Baker, Katherine was able to explore how her cancer 
diagnosis was a “wake up call” in her life. She says that up 
until the point when she was diagnosed, she had pursued her 
career doggedly, and, as a result, her personal life suffered. 
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She focused on her decision to give up a chance at a romantic 
relationship and marriage in her late 20s in order to pursue 
residency at a competitive program. She expressed grief at 
what she felt she sacrificed to pursue her career; over time 
and over many sessions, she began to express curiosity about 
whether dogged pursuit of her career was in fact a way of 
avoiding parts of her life which made her uncomfortable.

Katherine’s ambivalence about being a psychiatric patient 
was evident in her lateness to the first session, the gift, and 
the offering of the tissue. This type of behavior continues in 
further sessions, where Dr. Blake found that Katherine often 
evoked a need to care for her doctor. The caretaking behavior 
is, in turn, counterbalanced with persistent tardiness to 
appointments. Attempts to discuss this with Katherine were 
met with great anxiety initially, but she is ultimately able to 
recognize and identify how her own discomfort with the 
patient role affected her behavior. This was ultimately useful 
in her work as a psychiatrist where she met her own patients’ 
resistance with increased empathy and understanding.

�Outcome

Katherine began seeing Dr. Blake once a week for supportive 
therapy. She adapted to the role of psychiatric patient very 
slowly. Initially, her treatment focused on discussions about 
her patients and challenges she faced in caring for them. 
After some time, she was able to focus more on her own inner 
life and worries about her health in the context of trying to 
return to “normal life.” Long-standing family dynamics which 
contributed to Katherine’s anxiety over many years were 
explored. She gained some understanding of her need to care 
for others and be in control of situations and how this 
informed her decision to be a doctor.

After several sessions and much discussion, she ultimately 
agreed to take an SSRI and started taking escitalopram, 
which was titrated to 10 mg with good effect. She also took 
clonazepam 0.5  mg at bedtime to help quiet her mind and 
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help her fall asleep, but as the SSRI took effect, she eventu-
ally used the clonazepam rarely (i.e., prior to a screening 
mammogram). Katherine talked about feeling torn about 
how much she struggled taking the very medications she rec-
ommended to her patients on a regular basis. Finally, 
Katherine revealed a pattern of excessive alcohol use (3–5 
drinks most nights of the week) which diminished as the 
treatment progressed. She was able to identify and acknowl-
edge that she used alcohol to treat her symptoms of anxiety.

Pearls
•	 The patient role—as a medical or psychiatric 

patient—can be particularly unsettling for 
physicians.

•	 All patients including doctors are not immune to 
concerns and reticence about accepting a psychiatric 
diagnosis and subsequently starting medication and 
therapy.

•	 Self-care is critical to care for others.
•	 Pay close attention to behavior around the structure 

of the therapy (tardiness, gifts, comments on appear-
ance, etc.) as these are often clues to the patient’s 
feelings about the treatment and important tools to 
deepen the treatment.

•	 Screen for addiction, especially with alcohol, in a 
nonjudgmental manner. Doctors tend to minimize 
alcohol use and are highly sensitive to judgment 
about the use of alcohol or other substances, often 
worrying about its effect on their careers.
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�Case

It is Simona’s last week of her inpatient rotation during her 
second year of psychiatry residency. Her confidence over the 
course of the year has increased, and most recently, she 
worked with Dr. Keith Brota, a resident favorite, who has 
valued her input and dedication to their patients. She has felt 
more run down in the past few weeks as she prepares for her 
transition to the third year of residency. She has the usual 
stressors of wrapping up to leave an inpatient unit while also 
feeling frustrated by the extra time demands required to get 
handoff from third-year residents about her outpatient 
caseload.

Simona gets a page from her attending asking her to go to 
his office just at the moment she thought she could grab 
lunch. Dr. Brota is looking serious and sympathetic, so she 
braces for bad news as she sits down.
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“I just got news that Grace jumped from her balcony last 
night, and she died. She went to her first outpatient appoint-
ment last week as planned, and then killed herself last night.”

Simona feels her eyes start to tear up. “What? What hap-
pened?” How could she? Simona thinks. We worked so hard 
together and she was making plans to go back to school…Oh 
god, her mother, don’t think about her mother. She really 
doesn’t want to cry in front of an attending, but she is not sure 
she can prevent it. Why is Dr. Brota so calm? What’s wrong 
with him? How does he seem so steady all the time?

She asks a couple of questions to keep him talking, while 
she tries to keep it together, but his long pauses and searching 
looks are brutal. She struggles to stay engaged and present 
without crying. Get me out of this office.

Keith Brota, former chief resident and now junior attend-
ing and assistant training director, had heard great things 
about Simona before she joined his service, and he could see 
what other supervisors had found so special about her. She 
was funny and engaged, warm but had a dry sense of humor, 
and picked up on subtleties in patient dynamics that are dif-
ficult to teach. Her name had come up at a residency meeting 
earlier in the year, when the residency director noted that she 
was a star and hadn’t seemed to miss a beat even after she 
broke her wrist in a car accident last summer.

But on Dr. Brota’s service, he had begun to worry that 
Simona was too easily demoralized by common obstacles in 
the hospital system. She revealed a more irritable edge when 
asked to complete a treatment plan or call a consult, and she 
began to be short with some of the nursing staff, which had 
never been characteristic of her, at least from what he had 
heard. So, when he got the news about Grace, in addition to 
the shock, grief, and anger he was feeling about her death, he 
also felt concerned how Simona would receive and process 
this tragedy. The initial meeting was tough, but Keith didn’t 
feel surprised she wanted to keep it short. He avoided classic 
“debriefing” approaches but encouraged her to reach out to 
him or others if needed. He spoke with the training director 
and chief resident, to have them help keep an eye on how she 
was doing.
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Two weeks later, Keith emails Simona to see how she is 
doing. After two  days, she writes back, “Thank you for the 
email. I have been trying not to let it ‘get to me’ too much, but 
it’s really impossible. It’s so upsetting, but I am not sure talk-
ing about it more right now will help. I’m just overwhelmed 
with starting my work in the outpatient department.” Keith 
pushes for them to meet anyway, and so she offers him a time 
that week she believes is not yet scheduled.

At the meeting, Dr. Brota reviews common reactions to 
patient suicide and shares some of his own feelings about 
Grace’s death in particular. He asks Simona how she is doing, 
how she is feeling about work, and whom she has spoken to 
about the suicide. Simona shares that while she is fulfilling her 
work obligations and concentrating fine, she feels she is drag-
ging herself to work, feeling disillusioned by the ability of 
psychiatrists to help anyone, and having some trouble going to 
sleep at night, often because she replays her last interaction 
with Grace. Talking to others hasn’t really helped anything.

Dr. Brota decides to discuss features of depression, grief, and 
post-traumatic stress disorder. He also asks if she is experienc-
ing any of these – including suicidal thinking. She dismisses any 
thoughts of suicide “especially after being on the other end of 
it,” and she denies any changes in appetite, though she is more 
tired than usual, maybe a little “on edge.” She volunteers that 
she isn’t sad or anhedonic, just “disillusioned” or “frustrated.” 
She is going out more with her friends from college which helps 
distract her, and they like to go to bars, so she has been going 
out more than usual. She quickly interjects, “But I am never 
drinking during the day or on my own, so don’t worry Dr. 
Brota.” She does worry if she is going to be able to “make it” 
through third year, but “worrying is nothing new for me.”

�Principles of Diagnosis and Management

�Diagnosis

Patient tragedy can elicit strong emotional responses in train-
ees and have an impact on their management of other 
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patients, attitudes toward colleagues, and feelings about join-
ing their medical specialty. Patient suicide can evoke unique 
feelings, though medical deaths are no less painful. Resident 
response to patient deaths can also be a factor in provoking 
or exacerbating psychiatric illness. Students and residents 
must manage grief and trauma in their training environment, 
a unique situation which blurs lines among professional train-
ing, need for psychosocial supports, and possible need for 
psychiatric care.

The supervisory role in residency training demands some 
ability to assess mental health and mental illness in trainees 
while also demanding boundaries between roles of supervi-
sor and therapist. This case highlights some of the challenges 
for attending doctors in fulfilling this supervisory role and the 
need for training programs to provide a structure for emo-
tional support and psychiatric referral for residents after 
patient tragedy.

Dr. Brota’s role is supervisory and not as a treating psy-
chiatrist, so he recognizes limitations in his capacity to fully 
assess Simona. With the abridged information, the differen-
tial diagnosis must remain broad, and a low threshold for 
referral is important. Dr. Brota considers the following diag-
noses: adjustment disorder, major depressive disorder, acute 
stress disorder, post-traumatic stress disorder (PTSD), gener-
alized anxiety disorder, and alcohol use disorder.

Simona is likely experiencing an adjustment disorder with 
depressed mood, but she is at risk for a major depressive epi-
sode and possibly PTSD.  From the information available 
through Dr. Brota’s encounter, she does not yet meet full 
criteria for a major depressive episode, but her coping strate-
gies seem to be falling short, and she is beginning to experi-
ence deleterious effects of sleep impairment and fatigue.

It can be challenging to differentiate between a major 
depressive episode and an adjustment disorder, especially 
with limited information. Diagnosis of an adjustment disor-
der requires that emotional or behavioral symptoms develop 
in response to an identifiable stressor and that there is either 
marked distress that is “out of proportion” to the severity of 
the stressor or there is significant impairment in functioning. 
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“Normal bereavement” is excluded under this diagnosis. The 
symptoms also should not be an exacerbation of a pre-
existing disorder.

Diagnosis of major depressive disorder requires major 
symptoms to be present nearly every day and for most of the 
day and generally manifests both psychological and physio-
logic effects. Adjustment disorders classically have less “neu-
rovegetative” manifestations – changes in appetite, sleep, and 
energy – but the difference can be one of severity and perva-
siveness. Both diagnoses require impairment, but for people 
capable of functioning at a very high level, this can be chal-
lenging to detect, and the threshold for concern may need to 
be lowered to “significant change.”

Dr. Brota also felt concerned by the differences between 
his own observations of Simona and previous reports by his 
colleagues. She remained an impressive resident, but she 
seemed to be on a negative trajectory. Her work ethic never 
wavered, but she was more irritable than others described 
her. He wondered if she was more affected by the car acci-
dent than she initially let on or if other things were going on 
in her personal life. It was difficult for him to adequately 
assess her for acute stress disorder or PTSD, but her recent 
car accident, irritability, change in drinking habits, and the 
recent news of Grace’s violent death caused him to consider 
this as a real possibility.

Any death can have a huge impact on a resident even if 
they do not meet criteria for a major psychiatric disorder. 
Experiencing the death of a child for a pediatric resident or 
observing multiple trauma patients in an emergency setting 
or hearing about a violent suicide can trigger stress responses 
that make a resident more vulnerable to psychiatric 
symptoms.

�Management and Treatment

Simona would benefit from a psychiatric consultation. 
Without additional information, it is difficult to advise her 
appropriately on what would be helpful for her to feel better. 
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While it is reassuring in the immediate sense that she does 
not report suicidal thinking, psychiatric help should be made 
available before this symptom develops.

Adjustment disorders can respond very robustly to a range 
of psychotherapies. If there are significant mood or anxiety 
symptoms that elevate the problem to a major depressive 
disorder or an anxiety disorder, medications such as sero-
tonin reuptake inhibitors (SRIs) should be considered in 
addition to psychotherapy. PTSD and alcohol use disorders 
both have psychotherapeutic and psychopharmacologic ther-
apies that promote recovery.

In addition to the psychiatric referral, other supportive 
measures can be effective from a training program perspec-
tive. Dr. Brota can create or utilize a system of support, for-
mal or informal, to continue to help Simona manage the 
effects of this tragedy on her professional work. Examples of 
these support systems and educational curricula are dis-
cussed below.

�Principles for Doctors Treating Doctors

Patient suicide is a universal fear in the practice of psychiatry 
and, tragically, a relatively common event. It is painful at any 
point in one’s career, but there are specific vulnerabilities and 
dynamics that may affect residents and students differently. 
One meta-analysis reports rates ranging from 31% to 69% of 
psychiatry residents experiencing a patient suicide [10].

Patient deaths on medical services also have potential for 
significant negative impact on residents and trainees. More 
and more medical programs are developing models for 
addressing loss of patients to support residents to better 
integrate these experiences in their professional develop-
ment [2, 6]. Both medical deaths and suicides are potentially 
high-risk/high-gain moments in the development of physi-
cian identities, and it is important to provide supervisory 
and programmatic support for those students and residents 
affected.
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As a supervisor, Dr. Brota has several important roles in 
his relationship with Simona. First, he is a supervising attend-
ing physician on a clinical service. As assistant training direc-
tor, he is also a program administrator and mentor to Simona 
and all the trainees whether they are rotating on his service 
or not. As part of each of these roles, he holds some obliga-
tion to help foster a healthy professional identity in Simona, 
and this requires attention to Simona’s mental health and 
coping mechanisms.

As the supervising attending on a clinical service, Dr. 
Brota observed Simona to be a knowledgeable resident, 
attentive and responsive to patients, and worked with her to 
develop a wider range of therapeutic approaches. He felt 
concerned that her occasional irritability in interactions with 
nursing staff was detrimental to the team culture on the unit 
and the patient care environment, thus detrimental to her 
effectiveness. He cautioned her to soften her tone on one or 
two occasions, which she acknowledged and corrected. She 
showed up, worked hard, was appropriate with patients, and 
responded to feedback, so he felt it would be intrusive to 
push more to address his more subtle concerns with her at the 
time.

With news of the suicide, Dr. Brota initially met with 
Simona as he would with any resident – to deliver the news 
and check in, but not conduct a formal “debriefing” session. 
During his own training, he had a classmate who had been 
very angry after a patient suicide, because he felt he had not 
received the support he needed when family members 
expressed anger at the treatment team. In response, as chief 
resident, Dr. Brota organized a program to provide flexible 
support for residents before and after patient deaths, and this 
had been well-received in general.

The situation with Simona felt a bit different for Dr. Brota. 
This was his first patient suicide as an attending, and he was 
personally shocked by the circumstances of the suicide. The 
young woman had jumped from her balcony with her mother 
at home, and while they had discussed suicide risk in depth, 
the patient had only ever mentioned overdose as a possible 
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method. He was immediately regretful he had not been more 
forceful in insisting on a more intensive plan for outpatient 
care. He had recommended such, but the patient was ada-
mant it was more important she go back to school full-time. 
The patient’s mother had acted helpless and passive in the 
meetings, and she seemed unable or unwilling to ally with 
him to convince her daughter to participate in a more inten-
sive treatment.

Simona left his service the week following the news of the 
suicide, and now, a few weeks later, she was already engulfed 
in her outpatient work. Normally, he would check in with resi-
dents a few weeks after a patient suicide, and this time, it felt 
even more important since he was already worried about her. 
This was his patient too, after all, and he was still working 
through his own painful reactions. He kept replaying the fam-
ily meetings, so they had a different outcome, or rewriting the 
narrative to keep her in the hospital longer.

Simultaneously, Dr. Brota was also feeling regretful that he 
hadn’t worked harder to engage Simona more meaningfully  
while she was working with him. She kept a palpable distance 
and did her work impressively most of the time, so he felt 
limited in his opportunities to create depth. On the occasions 
where he could give her feedback in response to a misstep, he 
did, but these interactions had not led to greater 
connectivity.

When Dr. Brota sent the follow-up email suggesting they 
meet, he sensed Simona feeling burdened by his attempts at 
support. He felt relief when she agreed to meet with him, but 
he also brought the urgency of his own regret to the meeting. 
He found it challenging to stay mindful of all the ways his 
own reactions to the patient suicide and to Simona might be 
affecting his decisions in how to be helpful to her.

He decided it was important and appropriate to discuss 
her overall mental health with her, even if she was sending 
distancing signals. While he realized he might be enacting 
some corrective impulse from the patient suicide, he also felt 
it was an important part of his supervisory role to make sure 
she was getting all forms of support she might need – social, 
professional, and psychiatric. While it was not his role to pro-
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vide therapy, it was his role to help her consider that therapy 
might be beneficial to her at this point.

In hindsight, Dr. Brota wondered if he should have facili-
tated a meeting for Simona with someone else from the edu-
cation team. His roles of supervisor and administrator in this 
case were further complicated by the fact that Dr. Brota 
shared in the grief over this patient. This potentially offered a 
means for connection and support between colleagues, but it 
also made for tricky role straddling and countertransference 
enactments.

Residency training programs are also charged with multi-
ple responsibilities. They are employers tasked with training 
competent physicians, but they are also charged with oversee-
ing the development of physician identities in a broad sense. 
Addressing trainees’ personal mental health is impossible to 
separate out entirely from this process.

More and more, training programs are recognizing the 
importance of preparing residents for patient deaths and the 
psychological impact of these tragedies [6, 8, 11]. Best 
practices around preparing for and responding to patient 
deaths are still being developed and not necessarily obvious. 
In psychiatry, several examples of educational curricula have 
been published with data supporting the practice as well-
received by residents [1, 5, 7, 8, 9]. Emerging practices in edu-
cation include inviting family members of patients who died 
by suicide to speak to trainees, having psychiatrists share 
their experiences coping with patient suicide, discussing peer- 
or incident-review processes, and preparing residents for 
common emotional reactions.

Less consensus exists on how to provide a programmatic 
structure for emotional and professional support for resi-
dents following specific patient deaths. Medical specialties, 
such as pediatrics and oncology, are also sharing models for 
resident support following patient deaths. It is clear that 
offering support of some kind is important, but there is still 
cause for concern over the practice of formal “debriefing” 
after patient tragedy or any potentially traumatic situation. 
Some programs have published that this practice has been 
helpful to trainees [2], while other studies have indicated this 
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practice might be potentially harmful to residents – resulting 
in increased symptomatology of acute stress disorder or post-
traumatic stress disorder [4].

In both suicide and medical death, most supervisors and pro-
grams recommend including residents in any family meetings 
and family contact following patient death. While there can be 
no one-model approach, most residents surveyed have found 
this to be important in the grieving and healing process [3, 5].

Incident review processes and Morbidity and Mortality 
(M&M) conferences also have the potential to be helpful or 
harmful. Providing preparation and support for trainees 
through this process is an important opportunity for support. 
Members of these committees conducting investigations are 
not necessarily attuned to the needs of residents, and the way 
they inquire about the incident may be upsetting to those in 
conflict after patient death.

Should residency programs be responsible for promoting 
and supporting the mental health of their residents? Yes. But 
the answers become more challenging when the questions get 
more specific  – to what extent should programs be actively 
screening and monitoring the mental health of their residents? 
This can be intrusive and potentially discriminatory. Having an 
accessible system to facilitate psychiatric care is important, but 
how do you normalize it so that residents use it? How do you 
provide enough coverage, so residents can use it?

Accessing and affording mental health care is a challenge 
for most people, and physician training is in the midst of a 
culture shift in how to both protect and demand their train-
ees’ time. Having system for psychiatric referrals for residents 
and trainees is extremely important. These systems are neu-
tralized if residents can’t access them because of time 
demands, stigma, or cost.

�Outcome

Dr. Brota recommends to Simona that she meet with a psy-
chiatrist and consider psychotherapy in addition to any other 
treatments she and doctor might decide are indicated. He 
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shares his perspective that psychotherapy assists in both per-
sonal and professional development for residents training to 
be psychiatrists. He is careful not to diagnose her in this con-
text of supervision, though notes the importance of doctors 
learning to reflect on their own mental and physical 
functioning.

Dr. Brota facilitates contact between Simona and the 
House Staff Mental Health referral system, and she meets 
with a psychiatrist 2  weeks later. She starts psychotherapy 
once weekly and then decides with her psychiatrist to start 
escitalopram several weeks later.

Two months later, Simona sends Dr. Brota an email, letting 
him know she is feeling much better, thanking him for meet-
ing with her earlier in the year. She states she still gets 
anxious when meeting with patients who remind her of 
Grace, but she is feeling more engaged in her work and less 
burdened by all she must do.

Pearls
•	 Clinical and academic supervisors can play a role 

assessing the mental health of their residents.
•	 Residents experience a supportive training environ-

ment when a curriculum is offered to prepare for 
patient death and suicide and when a program for 
support is present following patient deaths.

•	 Harmful vs. helpful elements of formal “debriefing” 
sessions remain unclear, so caution still advised.

•	 Supervisors and training programs should have a low 
threshold for psychotherapy and psychiatry refer-
rals  – earlier intervention leads to less impairment 
and distress.

•	 Residency training programs should publicize their 
mental health referral system and create usable clini-
cal coverage plans to allow residents to utilize 
referrals.
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�Case

Leila Moro, a 29-year-old woman in her third year of internal 
medicine residency, with no prior psychiatric treatment, pre-
sented for a psychiatric evaluation at the urging of her hus-
band, also a resident physician following the birth of their 
first child and Leila’s return to work after a 6-week maternity 
leave. At baseline, Leila described herself as a determined, 
accomplished person. She was proud that she matched in a 
rigorous and competitive residency even though it was 
located hours away from family. She “never thought I’d need 
help since I’m a doctor” and was accustomed to “not showing 
any weakness.” She “never complained” while pregnant, 
despite long hours on her feet. However, upon direct ques-
tioning, she disclosed feeling more irritable and sad toward 
the end of her pregnancy.

Leila delivered a full-term, healthy baby, Sol, via an 
uncomplicated spontaneous vaginal delivery. After Sol’s 
birth, Leila cried more than she remembered crying at any 
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other point in her life. She found it hard to be around Sol. In 
the hospital, her obstetrician suggested that she had “post-
partum blues” and imagined her symptoms would resolve 
within 2 weeks. Two weeks later, Leila continued to strug-
gle—she couldn’t understand that other new parents felt 
connected to their infants. She spent much of the day crying. 
Contrary to her feelings of competence at work, she felt 
unskilled as a mother and found breastfeeding tiresome and 
frustrating. She had 6  weeks of maternity leave, while her 
husband had a 2-week leave. She spent much of the last 
4 weeks of her leave feeling resentful that her husband was 
working. She struggled between a wish to return to work, a 
domain where she felt proficient, and guilt that she wanted 
to be anywhere other than with her baby. When Leila 
returned to work after a 6-week leave, Sol was cared for by 
a combination of daycare and a babysitter. She hoped that 
with the intensity of residency, she would forget whatever 
emotional challenges she was experiencing. This, however, 
was not the case. Leila felt envious of Sol’s babysitter, whom 
she felt was a more capable “mother.” At work, when she 
had time to pump breastmilk, she found pumping in the 
bathroom humiliating. She regularly cried while pumping as 
well as during moments between patient care. Paramount to 
Leila was a sense that she had to “tough it out” among her 
colleagues though sleep deprivation made concentrating 
difficult. One of her attendings commented that she regu-
larly looked as though she was crying and was more irritable 
with colleagues and patients. She suggested she see a mental 
health professional. Leila perceived this suggestion as con-
firmation that she was a “failure.” During an ER shift, Leila 
received a call from Sol’s daycare that he vomited. Forced to 
call in a co-resident from jeopardy, she imagined her col-
leagues were feeling angry and hostile toward her and her 
decision to become a parent. She felt like a “burden on 
everyone,” unable to do “anything right,” and incompetent 
as a physician, a colleague, a partner, and a mother. Leila 
rarely attended Sol’s pediatric appointments due to her 
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work schedule. Though had she attended one of his appoint-
ments, she may have been screened for a postpartum mood 
episode. Leila struggled to find time to exercise, sleep, or 
engage in any self-care. Three months postpartum, she was 
anhedonic, was unable to sleep even once Sol was sleeping, 
and, on one occasion, had an intrusive image of losing Sol 
while taking a walk. While she was distressed by this 
thought, Leila was also scared to see a psychiatrist. She 
feared that awaiting her was some sort of confirmation that 
she was unfit to be a mother and physician. Her husband, 
aware of her insomnia and crying spells, insisted that she 
meet with a psychiatrist.

When Leila first presented, her psychiatrist, Dr. Haas, 
unbeknownst to Leila, was also just returning from her 
maternity leave. She quickly recognized that the symptoms 
Leila described were neurovegetative symptoms of depres-
sion that necessitated treatment. First, she ruled out a psychi-
atric emergency—Leila recalled the distressing imagine of 
losing Sol. She felt helpless and scared and confused by this 
experience. Dr. Haas appreciated that her thoughts were ego-
dystonic and not psychotic. She evaluated Leila for suicidality 
and Leila reiterated a wish to live. She did not want to hurt 
herself or her son. As such, Dr. Haas did not believe that 
there was indication for hospitalization. During Leila’s initial 
evaluation and subsequent sessions, Dr. Haas focused on con-
crete strategies for Leila regarding time management and 
negotiating time off all the while normalizing the extraordi-
nary experience of new parenthood. Although Dr. Haas did 
not typically deliver directive advice to her patients, she felt a 
problem-solving approach was necessary to deliver some 
immediate relief for Leila. Dr. Haas recommended weekly 
supportive psychotherapy in addition to treatment with a 
serotonin reuptake inhibitor (SRI). They discussed strategies 
to make time for treatment. In the midst of Leila’s evaluation, 
Dr. Haas reflected on her own experience with parenthood 
and that her countertransference would be an important tool 
in Leila’s treatment.
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�Principles of Diagnosis and Management

�Diagnosis

Leila Moro was suffering from a major depressive episode 
with peripartum onset. This is the most frequent type of peri-
natal mood disorder and has a prevalence of 10–15% [1]. 
DSM-5 uses the specifier “peripartum onset” which replaced 
the specifier “postpartum onset” used in DSM-IV-TR [2, 3]. 
Peripartum is used and not postpartum, given that many 
depressive episodes, including Leila’s, begin during preg-
nancy [4]. The “peripartum” specifier can be used if onset of 
mood symptoms occurred during pregnancy or in the 4 weeks 
following delivery. Many clinicians extend their consideration 
of “peripartum” to include up to 1  year following birth 
though there is no consensus on how long the postpartum 
period should be [5, 6].

“Postpartum blues” is not included in the DSM but is 
likely what Leila’s obstetricians suggested she was feeling fol-
lowing childbirth. It is a mild syndrome occurring within 
2 weeks of delivery that includes crying, irritability, insomnia, 
and anxiety. Presence of postpartum blues is a known risk 
factor for a postpartum major depressive episode [7]. Leila’s 
diagnosis is more consistent with major depressive episode 
than “postpartum blues” because her symptoms persisted 
past 2  weeks postpartum, were severe enough to interfere 
with functioning and relationships, and extended beyond irri-
tability and anxiety. Phenomenologically, Leila’s perinatal 
depression included classic symptoms of anxiety and agita-
tion, including obsessional thoughts about the newborn [1]. 
Among the challenging features of this diagnosis is distin-
guishing difficulty sleeping and low energy due to tending to 
the needs of an infant versus symptoms caused by a depressive 
episode. The Edinburgh Postnatal Depression Scale may help 
with these questions [5].Other pertinent diagnoses to con-
sider in Leila’s case were persistent depressive disorder, 
depressive disorder due to another medical condition, bipolar 
disorder, psychosis secondary to a depressive episode versus 
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a primary psychotic disorder, or a substance use disorder. 
Low mood, anhedonia, insomnia, fatigue, inappropriate guilt, 
and difficulty concentrating are all suggestive of a major 
depressive disorder. Although postpartum depression may be 
a manifestation of bipolar depression [8], Leila denied symp-
toms or history suggestive of hypomania or mania. Ruling out 
psychosis is particularly important, as postpartum mood epi-
sodes with psychotic features carry elevated risk of infanti-
cide and suicide [9]. Substance use occurs during pregnancy 
and postpartum periods though Leila denied substance use 
during her evaluation with Dr. Haas [10].

�Management and Treatment

Psychotherapeutic goals for peripartum depression include 
ego-supportive interventions regarding decision-making, i.e., 
going back to work or extending one’s leave, childcare 
options, decisions around breastfeeding and/or formula feed-
ing, and prioritizing self-care [1, 11]. Cognitive behavior 
therapy, interpersonal therapy, perinatal dyadic therapy, and 
mindfulness-based interventions are all evidence-based psy-
chotherapies that are recommended for treating perinatal 
depression [1, 11].

Treatment of major depression with peripartum onset is 
similar to treatment of major depression without peripartum 
onset. SRIs are first-line pharmacological treatment given 
safety profile and evidence base for efficacy [11]. The decision 
to use medication should reflect a discussion between the 
doctor and patient about the severity of symptomatology, 
prior response to medications, and the benefit of alternative 
or combined treatment options [1]. Additional considerations 
include the possible effect of medication on the fetus (if 
symptoms emerge during pregnancy) as well as on breast-
feeding [11]. In the event that a patient presents with symp-
toms including psychosis, suicidality, or homicidality or if 
there is any concern that the mother or child is at risk, this is 
a psychiatric emergency and hospitalization is indicated. 
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There are only a few mother-infant hospital units in the 
United States, making separation an upsetting norm, and 
mindfulness around this issue is an important part of any 
treatment intervention.

�Principles for Doctors Treating Doctors

Medical school and graduate medical education often 
occurs during the most fertile part of a woman’s life. It is 
estimated that more than 35% of women will become preg-
nant during their graduate medical education [12]. Since 
the establishment of the Bell Commission in 1987, more 
critical thinking has been placed on resident work hours. At 
present, residents’ work hours are limited to 80 hours per 
week. Decisions regarding parental leave—whether it is 
maternity leave or paternity leave—are institution and at 
time department specific and frequently determined in 
case-by-case decisions [12]. Some departments offer 
6 weeks of leave, while others give up to 12 months of leave 
[12, 13]. Even among programs with more flexible leave 
policies, the financial toll of medical education debt and the 
overall length of medical training often preclude residents 
from taking their preferred amount of leave time [12, 14, 
15]. A psychiatrist treating a postpartum resident should 
familiarize themselves with their patient’s institution or 
department’s leave of absence policies and guidelines on 
parental leave in order to help their patient plan and utilize 
resources. Such a directive and practical role may be unfa-
miliar for providers. Depending on the level of functioning 
of the patient and need for supportive interventions, the 
treating psychiatrist may have to wait until practical issues 
are settled before dynamic conflicts can be explored. 
Difficulties around childcare, for example, can be addressed 
by inviting their patient to bring their newborn to appoint-
ments. This can also help orient the provider to parent-child 
interactions and attachments. Furthermore, flexibility 
around patient’s availability, making use of telepsychiatry 
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sessions, and an understanding around the availability of 
childcare are examples of more lenient boundaries that 
may ensure treatment adherence.

Practically, at the beginning of an evaluation of any resi-
dent physician, or anyone for that matter, treatment must be 
framed as a confidential, protected space in which confiden-
tiality is always honored unless there is a concern that there 
is a potential risk to the patient or others. The question of 
fitness to work, which Leila is concerned could come up in 
her case, is not the decision of one’s psychiatrist. Rather, one’s 
ability to work is a decision made by one’s residency program 
leadership in conjunction with an institution’s department of 
occupational health as well as collateral information from 
one’s treating psychiatrist. This highlights the tension between 
confidentiality and graduate medical education policies with 
the goal of ensuring that resident physicians receive the care 
and support they need in order to safely function as a 
physician.

Pregnancy and parenthood are unique medical and life 
events. Pregnant residents as well as residents deciding to 
become parents during residency via surrogacy or adoption 
often perceive their decision to have a child during residency 
as one that is burdensome toward colleagues. Namely, the 
new parent must prepare others for their leave and this can 
often perpetuate additional guilt [14]. For some, this may 
manifest with avoidance around feelings of vulnerability and 
dependency and prompt one to take on increased responsibil-
ity following return from maternity leave [16, 17]. Feelings of 
lack of control at home and at work (i.e., one’s call schedule, 
an infant’s sleep patterns) can feel particularly overwhelming 
to an expecting or new parent. This may be mitigated by 
increasing control in other areas such as by completing 
requirements early or doing a year of research between clini-
cal years. Providers should become familiar with resources 
that can be accessed from home including online support 
groups (e.g., Postpartum Support International) and CBT 
workbooks such as The Pregnancy and Postpartum Anxiety 
Workbook [18].

Chapter 16.  The Case of Leila Moro: Not Just the Blues



188

A review paper by Finch outlines challenges specific to 
pregnant and postpartum residents, including unpredictable 
schedules, long work hours, lengthy in-house call, fatigue, and 
sleep deprivation [19]. In addition, issues related to childcare, 
developing outside support networks and managing breast-
feeding and/or pumping, are additional stresses that may 
impact one’s psychological well-being [14]. Residents’ sched-
ules afford limited accommodation for the demands of par-
enthood. The treating doctor should be aware, however, that 
the patient’s difficulty engaging in care may also be a mani-
festation of conflicts around assertion, self-care, boundary 
setting, and dependency. Difficulty with scheduling psychiat-
ric appointments can be managed creatively, including using 
post-call time, conference time, or lunch for appointments. If 
a resident continues to struggle with scheduling, it is impor-
tant for the psychiatrist to tend to underlying conflicts 
impacting a patient’s engagement in treatment. This may be 
related to the transition from caretaker to patient as well as 
the transition from resident to resident and parent.

A physician, for example, whose identity was largely 
informed by the hard work and hours dedicated to work in 
the hospital, may feel guilty enjoying a new role at home with 
a child. Alternatively, one may feel that their desire to work 
instead of spending time at home makes one an unsuited par-
ent [17]. Efforts to subvert one’s conflict between work and 
home become particularly difficult given the physical and 
emotional demands of parenthood. Subtle and overt mes-
sages shaming parents at work, including but not limited to 
ostracizing one for talking about one’s children during the 
work day, inadequate breastfeeding or pumping facilities, and 
limited daycare options, all impact the experience of return-
ing to work following parental leave [14].

Young and typically healthy physicians are unaccustomed 
to the patient role which can generate resistance to medication 
and/or therapy. In turn, conflicts related to dependency may 
be experienced as humiliating. Reliance on external supports, 
including a spouse, babysitter, daycare, family, colleagues, and 
psychiatrist, may be particularly difficult for obsessional phy-
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sicians who are frequently trained to assert control and 
autonomy. Independence and ownership that propelled pro-
fessional successes can inhibit one’s capacity to identify the 
role for support.

Pregnancy, the postpartum period, and parenthood in 
young physicians can stir up competition, jealousy, aggres-
sion, and envy. One’s personal goals can feel pitted against 
professional ones. Colleagues may imply that a physician on 
leave has been “on vacation,” has less professional focus, and 
is behaving in a way that is negligent toward their colleagues 
[16, 17]. Resentment may also manifest in the provider’s 
countertransference. Perhaps the treating psychiatrist had 
difficulty conceiving, wishes that he or she could extend their 
parental leave, or feels guilty about the resources and sup-
ports that he or she identified that their patient is struggling 
to access. Alternatively, a psychiatrist may feel competitive 
with their patient’s professional success. Understanding the 
limitations of external comparisons for self-esteem and iden-
tity regulation relieves tension for the provider and improves 
the treatment [17].

�Outcome

Leila’s initial treatment focused on several practical issues. 
Leila, along with Dr. Haas and Sol’s pediatrician’s support, 
opted to stop breastfeeding and pumping. She was able to 
reduce sleep deprivation and conflicts in her schedule. She 
also negotiated for 1  year of part-time residency. Although 
her training was extended by a year, her increased time at 
home was the right choice for her psychological well-being. 
Notably, the attending who commented on Leila’s symptoms 
shared that she too made a similar decision following her first 
child’s birth. For Leila, she experienced having a professional 
role model with similar conflicts as giving her “permission” to 
manage her experience and feel reassured of a successful 
professional outcome. When Dr. Haas had to cancel a session 
to tend to her own childcare needs, Leila subsequently can-
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celed multiple sessions. Dr. Haas interpreted her behavior in 
the context of Leila’s difficulty with dependency. Leila gained 
insight with regard to her own conflicts regarding accepting 
support and competition with another working mother. As a 
result, Leila became more adept at managing boundaries at 
work, internalizing that she was a “good enough” physician 
and mother, and identifying and advocating for her needs. 
Leila also benefited from a SRI. With time, Leila appreciated 
the lifting of her depression and fulfillment from her caretak-
ing responsibilities as a physician and mother.

Pearls
•	 There are unique stressors to the physician parent 

that include unpredictable schedules, long work 
hours, sleep deprivation, strict requirements for 
training, and financial debt.

•	 Supportive interventions and concrete suggestions 
may be necessary at the beginning of treatment in 
order to ensure adherence.

•	 Clear delineation of the role as the patient’s physi-
cian and not as a reporter to residency directors or 
occupational health.

•	 Major psychological conflicts for physicians in train-
ing who return from paternity leave include profes-
sional versus maternal identity, dependency versus 
caretaking, and inadequacy versus competency.

•	 Countertransference issues may include competition, 
aggression, and envy. Using countertransference to 
understand the patient’s experience may be useful 
therapeutically.
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�Case

Dr. Payal Patel is a South Asian-American psychiatrist work-
ing in the house staff mental health program for a large aca-
demic medical center with several community hospital 
affiliates. Dr. Patel received a call from the house staff mental 
health director, saying, “I have a new patient I’d like to send 
your way. I’m hoping you can relate to Shilpa and be the best 
qualified to help.” Without more information, Dr. Patel felt at 
first taken aback  – recognizing the Indian first name, and 
thinking does some shared background inherently make me 
best qualified to work with Shilpa? Can I relate to Shilpa’s 
experience? Though I am South Asian, I was born in America, 
with a different cultural upbringing. Does relating to a patient 
always positively impact the treatment? She listened carefully 
to the story, as collected by the house staff mental health 
director.
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Dr. Shilpa Shah recently emigrated from Gujarat, India, 
to pursue a pediatrics residency at an academic community 
hospital in an urban setting. In her third month of intern 
year, she was scheduled to see a 6-month-old infant for a 
routine outpatient clinic visit. In the beginning of the 
encounter, the baby’s mother repeatedly asked Shilpa, 
“Where are you from? No…where are you really from?!” 
Shilpa recognized that her accent drew attention, and she 
tried her best to ignore scrutiny surrounding this. When 
Shilpa inquired about breastfeeding practices, the patient’s 
mother seemed offended by this line of questioning and 
began to shout. Shilpa was reluctant to ask for help, due to 
concern that it would reflect poorly on her clinical perfor-
mance. Within minutes, the mother grabbed her child and 
charged out of the room, pushing nurses to the side. Nurses 
approached Shilpa angrily, “Couldn’t you tell!? She was 
drunk! She reeked of alcohol! You should’ve called us ear-
lier!” Shilpa was stunned – she had never smelled alcohol in 
her life, nor had she previously needed to manage an epi-
sode of agitated behavior.

The charge nurse brought this incident to the attention 
of the clinic supervisor, who later approached Shilpa. The 
supervisor expressed concern that the intern not only 
missed warning signs of escalating agitation but also failed 
to inform child protective services. When Shilpa attempted 
to explain that she was not familiar with signs of alcohol 
intoxication, her supervisor told her, dismissively, that this 
“was not a good excuse.” Her supervisor contacted the resi-
dency training program director, expressing concern about 
Shilpa’s patient care deficiencies. After meeting with Shilpa, 
the program director referred her to the house staff mental 
health program because Shilpa seemed “anxious and 
defensive.”

At the beginning of their first visit, Shilpa asked Dr. Patel, 
“Are you from Gujarat? I saw your last name, and it is com-
mon where I am from.” When Dr. Patel explored her curiosity 
about a possible shared heritage, Shilpa expressed comfort in 
meeting someone from India. She also indicated some con-
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cern that their families may be social acquaintances in 
Gujarat and that the details about these recent events might 
be revealed to them. Dr. Patel explained that the content of 
their conversation would remain confidential.

Shilpa described feeling misunderstood by her supervisors. 
“My clinic director didn’t even believe me when I told him I 
did not know about alcohol!” Dr. Patel was surprised that 
Shilpa missed such blatant signs of intoxication and found 
herself automatically thinking, too, that shilpa was making 
“excuses.” Dr. Patel gently inquired further, recognizing that 
though she was Gujarati-American, she was not aware of 
Gujarat’s alcohol policies. Shilpa explained that she was 
raised in Gujarat, India, a state in which alcohol use and sales 
remain prohibited. As a result, topics regarding alcohol were 
not covered in her medical school curriculum, nor did she 
witness alcohol intoxication in her upbringing.

Dr. Patel opened up the conversation further, asking, 
“What’s it like learning medicine in a whole different cul-
ture?” Beginning residency and moving to the United States 
proved to be more challenging than Shilpa had anticipated. 
Though she had attended English-medium schools in India 
and was fluent in the language, she did not yet feel confident 
conversing in English with native English speakers, including 
colleagues or patients. She was enjoying the independence of 
living alone, though often felt lonely and was slowly acclimat-
ing to the ins and outs of banking, grocery shopping, and 
commuting. She often felt like a burden on local family 
friends who were helping her transition. She recognized that 
she was progressing slower than her fellow co-interns and felt 
that her clinical work was being more closely scrutinized.

She admitted that since childhood, a lot of her sense of 
achievement has come from her performance in school and 
work. With her recent difficulty transitioning to residency, she 
reported increased self-critical thinking, ruminative worry, 
and feelings of worthlessness for the past 3  months. She 
denied symptoms of panic. She wished she could confide in 
her family in India, though felt ashamed to inform them of 
her struggles. She reported sleeping 5 hours nightly in the set-

Chapter 17.  The Case of Shilpa Shah: The Complexities…



196

ting of long work hours, without difficulty falling asleep; she 
had no changes in concentration, energy, or appetite. She felt 
motivated to learn and improve her performance, though was 
unsure how to go about doing so. She was beginning to 
develop friendships with co-interns and noted that she had 
enjoyed having dinner with them last week. She still felt hap-
piness on a daily basis, such as the other day when she found 
a corner grocery in her neighborhood owned by a family 
from Gujarat, selling some of her favorite food treats. She 
denied current or past manic or psychotic symptoms or 
thoughts of self-harm or harming others. She denied any use 
of alcohol or other substances.

�Principles of Diagnosis and Management

�Diagnosis

The most likely diagnosis is adjustment disorder with mixed 
anxiety and depressed mood, given Shilpa’s description of 
ruminative worry, self-critical thinking, feelings of being a 
burden, and worthlessness in the setting of beginning intern 
year 3  months ago in a new country [1]. Major depressive 
disorder should be considered due to the presence of some 
cognitive features of depression, as well as reduced self-
worth. However, she denied pervasively depressed mood or 
anhedonia, and does not report the neurovegetative symp-
toms of depression [1]. Generalized anxiety disorder (GAD) 
should also be considered due to the feature of ruminative 
worry about job performance, which she described as difficult 
to control. If these symptoms arose for the first time, as Shilpa 
reports, only 3 months ago, this would not be fully consistent 
with a diagnosis of GAD, which is a more chronic disorder 
requiring at least 6 months duration. Additionally, she does 
not have associated physical or cognitive symptoms related to 
anxiety such as edginess or restlessness, excess fatigue, poor 
concentration, or irritability, all commonly found in a patient 
with GAD [1].
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Dr. Patel should also consider the possibility that Shilpa 
does not have a psychiatric diagnosis. One could interpret 
Shilpa’s difficulty adjusting to a new role as a physician, while 
immigrating to a new country, as a socially normative 
response to a stressful process. Shilpa was misunderstood by 
her supervisors, who at times did not appreciate the impact of 
cultural differences on the practice of medicine. Shilpa was 
quick to recognize that her cultural knowledge deficits were 
impacting her interactions with patients and her overall resi-
dency performance. However, her inability to overcome this 
deficit within months of immigrating was a tremendous 
source of stress, and perhaps resulted in her becoming defen-
sive at times Shilpa not only questioned her abilities as a 
physician, but also carried anxiety about her status in her 
program and – moreover – in the country, given her current 
employment-based immigrant visa status. Dr. Patel will want 
to explore and account for the various psychosocial aspects 
contributing to her presentation prior to offering a psychiat-
ric diagnosis, particularly in the setting of immigration. If 
overlooked, the psychiatrist may miss out on valuable oppor-
tunities to provide the optimal interventions to help Shilpa 
survive and even thrive.

�Management

Shilpa may benefit from therapy to address low mood and 
anxiety in the setting of a new stressor. Given that a promi-
nent feature of the current stressor is related to a role transi-
tion, interpersonal psychotherapy (IPT) might be particularly 
well-suited to Shilpa’s needs. Supportive psychotherapy, 
including some cognitive behavioral therapy interventions 
(such as cognitive reframing), could be useful for offering an 
encouraging space for Shilpa to process her current difficul-
ties and responses and problem-solve about the particular 
challenges she is facing.

There are features of depression, without evidence of a 
clear major depressive episode or a pervasive anxiety syn-
drome causing significant distress or impairment, and there-
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fore it would be reasonable to delay any decisions for 
pharmacotherapy at this time. If depressive or anxious fea-
tures worsened or were further revealed over time, an antide-
pressant medication, such as a serotonin reuptake inhibitor, 
could be offered to target depressive and anxious symptoms.

The psychiatrist could consider providing feedback to 
Shilpa’s residency program director about the cultural factors 
that might be complicating Shilpa’s adjustment to residency 
and her interactions with her colleagues and patients. With 
Shilpa’s consent, this could be done directly between the psy-
chiatrist and the program director or indirectly through a 
representative from the office of graduate medical education 
or an ombudsmen role in the hospital or medical center, if 
one exists. If appropriate, Dr. Patel and Shilpa could even 
work on having Shilpa practice how to talk to her program 
director, and perhaps others, about her adjustment in a way 
that is open, constructive, and receptive to input. To support 
her transition, the program might assign Shilpa a mentor 
whose role would be to review cultural issues that emerge in 
clinical cases, provide education regarding cultural norms, 
and even guide Shilpa in role playing of interactions with oth-
ers for practice and for enhancing her confidence.

�Principles for Doctors Treating Doctors

Effective training of immigrant physicians is important for 
assuring the wellness of the medical community, and the 
health of the American people. More than a quarter of 
United States physicians were born elsewhere, thus compos-
ing a sizeable portion of healthcare providers for the US 
population [2]. International medical graduate (IMG) 
physicians are responsible for the healthcare of a large pro-
portion of the US population; in 2005–2006, IMG physicians 
managed 24.6% of all physician outpatient visits and particu-
larly played an important role in the healthcare of vulnerable 
groups [3]. When compared to non-IMG physicians, IMG 
physicians treated a greater percentage of patients from 
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minority backgrounds, as well as those utilizing Medicaid or 
state children’s health insurance programs, and were more 
likely to practice in geographical regions with shortages of 
primary care physicians [3].

When evaluating immigrant trainees for mental health 
issues, psychiatrists should consider psychosocial factors that 
may contribute to their presentation. Immigrant physicians 
not only face the challenge of assimilating into the culture of 
medicine, as do all physicians in early stages of training, but 
also adjest to a culture of a new country. While Shilpa’s case 
does not represent the experiences of all young immigrant 
physicians, some challenges are shared. IMG residents accli-
mate to learning clinical medicine in a foreign country with 
new curricula, educational styles, and clinical practices. 
Interviews with IMG physicians highlighted “insensitivity 
and isolation in the workplace,” [4], as well as “themes of 
struggles for acceptance, fear of rejection, and fear of disap-
pointing patients” [5]. Many immigrant physicians also 
describe feelings of guilt for leaving, and not serving, their 
motherland. Additionally, difficulty navigating post-residency 
career plans in light of visa restrictions further complicates 
the experience of immigrant physicians.

These unique shared challenges can threaten the healthy 
educational experience of IMG trainees. Self-motivated and 
proactive learning, as per adult learning theory, requires an 
environment that nurtures autonomy, competence, and relat-
edness [6]. It can initially be difficult for immigrant trainees 
to feel competent when communicating in a foreign language 
in which they are not yet fully confident conversing. Moreover, 
immigrant trainees may not experience a sense of community 
and relatedness when surrounded by colleagues and patients 
whose culture is foreign and far removed from a community 
to which they feel most connected. Autonomy can feel unat-
tainable immediately after entering a new country and new 
healthcare system, though can be gradually achieved with 
guidance and education.

An indirect and uncomfortable potential result of efforts 
paid to enhance these trainees in their transition is the devel-
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opment of resentment among co-residents and supervisors – 
with immigrant trainees initially perceived as “more work” 
for the training program and department. Such feelings of 
resentment may remain unconscious due to their social unac-
ceptability, or be felt but not expressed, and possibly acted 
out through negative interactions with the trainees or other 
maladaptive behavior. On the other hand, the addition of 
members of other cultures can add to the richness of the 
medical community and its learning and working environ-
ment for trainees, faculty, staff, and patients. Creating a net-
work of peer and faculty mentors, providing education 
specific to American culture and healthcare, while simultane-
ously offering a sense of community, can help facilitate this 
process for all involved [4]. A similar model utilizing a net-
work of peer, on-site, and off-site supervisors has been 
proven to be effective in the career development of under-
represented minorities in medicine [7].

One should also consider psychological factors that may 
contribute to the immigrant trainee’s presentation, some of 
which are unique to the individual, while some are more 
clearly influenced by the culture with which one most 
closely identifies. Shilpa’s way of thinking about and engag-
ing in her environment may be impacted by the Hindu con-
cept of dharma, which emphasizes the importance of 
fulfilling one’s duty. Shilpa viewed completing medical 
training in the United States as her “duty” to her family and 
society. Failure to achieve dharma may have contributed to 
Shilpa’s feelings of shame and her reluctance to reach out to 
her family for support. Culture-independent psychological 
factors also likely contributed to Shilpa’s difficulties. Shilpa 
described deriving self-esteem from her work performance, 
and endorsed feelings of worthlessness in the setting of poor 
performance. She at times had difficulty asking for help 
when appropriate, as it felt too damaging to her self-image. 
Such suggestions of instability of self-identity, disruptions in 
object relations, and need for validation from others, may 
reflect underlying Kohutian narcissistic traits from a self-
psychology perspective [8].
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In regard to the psychiatric treatment of immigrant train-
ees, the treating psychiatrist should consider transference and 
countertransference reactions which may be impacted by 
culture and the cultural transition. Factors such as attitudes 
regarding mental health in the trainee’s home country, the 
trainee’s confidence and proficiency in speaking English, and 
cultural perspectives on hierarchy and authority will shape 
the immigrant trainee’s experience of the encounter with the 
psychiatrist. Transference responses may include feelings of 
being scrutinized or judged (which may lead to behavioral 
reactions such as performing for the psychiatrist or becoming 
more guarded) or of being in the subordinate position 
(potentially prompting a sense of being protected and cared 
for, or of discouragement or constraint). If working with a 
nonimmigrant psychiatrist, the trainee may have a sense of 
resentment or envy toward the psychiatrist for not having to 
face the same life obstacles the trainee has. One may feel 
misunderstood by the psychiatrist, particularly if the psychia-
trist is not mindful of the patient’s cultural identity. Other 
transferences may emerge when the treating psychiatrist 
belongs to a similar cultural background. Though overidenti-
fication is already a common treatment challenge in a doctor-
doctor treatment relationship, this may be heightened if the 
immigrant trainee culturally identifies with their psychiatrist, 
leading to behaviors that can at times enhance the therapeu-
tic efficacy of the treatment, or impede it.

Certain countertransference responses may emerge as 
well. Dr. Patel, for example, may feel uncomfortable or 
aggrieved for being racially profiled by a colleague and 
labeled as the best suited to treat South Asian patients. This 
resentment may be unconsciously displaced onto the patient. 
If from a similar culture background, the psychiatrist may 
also overidentify with the patient. This may result in the psy-
chiatrist making incorrect assumptions about the patient or 
normalizing psychological traits and behaviors that could be 
worthy of clinical attention. When thinking of transference 
and countertransference reactions, one should keep in mind 
that both the patient and therapist may have implicit biases 
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about race and skin color, language and accent, and various 
associations to culture and ethnicity, which could be influ-
enced by cultural values or lifetime experiences. Such biases 
can impact the psychiatrist’s view of the patient and vice 
versa [9]. The psychiatrist will benefit from continued aware-
ness of, and reflection on, such biases, and how they impact 
the treatment.

Supervision for the psychiatrist should be encouraged as a 
way to understand how countertransference responses, biases, 
and knowledge (or limitations thereof) regarding the immi-
grant trainee’s background are influencing the therapeutic 
relationship and the treatment response. Feelings of discom-
fort or anxiety may be present for the psychiatrist who senses 
being “out of my league” in terms of understanding the cul-
tural factors that are affecting the patient’s presentation and 
the treatment. It may feel uncomfortable or even threatening 
to seek out a supervisor or a colleague with experience in this 
area – potentially raising concerns in the psychiatrist about 
demonstrating clinical insufficiencies or shameful attitudes 
and prejudices. Such concerns may lead to delay or avoidance 
of getting help that will benefit both the psychiatrist and the 
immigrant trainee patient. The psychiatrist can reframe these 
concerns by approaching the seeking of supervision with an 
emphasis on openness and curiosity and an expressed eager-
ness to learn from the colleague or other professional.

�Outcome

Shilpa began a course of IPT to address symptoms of low 
mood and anxiety in the setting of a recent life transition. 
Shilpa was not initiated on psychiatric medications. Over 
several weeks, she described feeling more confident, with 
decreased ruminative worry. She recognized that multiple life 
events, namely, immigrating and beginning internship, 
impacted her mood. She was better able to assert herself, felt 
more comfortable asking questions to co-residents and 
attendings, and began to develop new networks of social sup-

N. Mehta-Naik



203

ports while maintaining previous ones. The house staff mental 
health director reached out to Shilpa’s residency program 
director and suggested that Shilpa be assigned a peer and 
faculty supervisor to aid her transition to learning medicine 
in a new country. Shilpa found these supervisors to be educa-
tional and supportive. Shilpa’s clinical performance gradually 
improved during her intern year. In her second year of resi-
dency, she became a peer supervisor to an intern, who 
recently immigrated to the United States.

Pearls
•	 The training of immigrant physicians is not only 

important in assuring the wellness of the medical 
community but also the health of the American 
population.

•	 When evaluating immigrant trainees, psychiatrists 
should consider psychosocial factors that may con-
tribute to their presentation, including challenges 
related to immigration.

•	 In regard to the psychiatric treatment of immigrant 
trainees, the treating psychiatrist should consider 
transference and countertransference reactions 
which may be impacted by culture.
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�Case

Edward Thad, a 25-year-old MD/PhD student at a highly 
ranked medical school, was brought by ambulance to the 
psychiatric emergency department (ED) of the university 
hospital after sending his advisor provocative text messages 
referencing suicide. Upon Edward’s arrival in the psychiatry 
ED, a resident standing in the clinician station saw him 
through the glass screen, recognizing him as a current medical 
student from a preclinical course the resident had co-
facilitated a year prior. The resident alerted Dr. Jensen, the 
attending that day, who confirmed this information, and then 
immediately found, and dismissed for the day, the two third 
year medical students working in the ED as part of their psy-
chiatry rotation. He alerted the dean’s office and the director 
of medical student mental health; and he asked the social 
worker to arrange for Edward to be assigned an alias in the 
electronic health record, as per the protocol for student-
patients in the psychiatry ED.  Dr. Jensen then evaluated 
Edward on his own without a resident.
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On initial interview, Edward was irritable but in behavioral 
control. He was alert and appeared physically well. He 
refused to answer any questions, saying he needed to speak 
with his advisor first. Dr. Jensen attempted to engage Edward, 
but his early efforts to build a rapport and gather a history 
were unsuccessful. When Dr. Jensen returned to the nursing 
station, he discovered that Edward’s advisor had just tele-
phoned, leaving a message that asked for “the senior attend-
ing” to call him back as soon as possible.

Collateral was obtained from his advisor, Professor Wilson, 
and a history emerged. Edward was in his third year of medi-
cal school, a year when MD/PhD students move their focus 
to lab work. Edward had been a somewhat polarizing figure 
at the medical school dating back to the admission process, 
during which time questions arose around his inadequately 
explained undergraduate transfer at the start of his senior 
year, and the report that a well-liked current MD/PhD stu-
dent had been “put off” by Edward during a recruitment-
related social activity, though the student had chosen not to 
further explain. With his impressive research background as 
an undergraduate, superlative letters of recommendations, 
and strong performance during his interview, the admissions 
committee accepted him into the program. He had done well 
academically during the first 2 years of medical school but did 
not have many close relationships with his classmates.

He began working in Professor Wilson’s immunology lab 
full time 6  months ago. Initially, he impressed everyone as 
very bright, if somewhat aloof. However, as time went on, 
Edward fell into conflicts with several other junior researchers 
in the lab. During lab meetings, he would criticize their work 
and emphasize the superior approach he was taking. When 
speaking with Professor Wilson, Edward would complain 
about not having sufficient access to specialty equipment 
because it had to be shared with others. Some of these other 
lab members had reported that Edward was diverting lab 
supplies allocated to them. Edward’s behavior was initially 
ignored or brushed aside by Professor Wilson, in part because 
of Edward’s apparent talent. Professor Wilson explained to 
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Dr. Jensen on the phone: “You know, I figured he probably 
hadn’t really figured out how to interact with people that 
well  – that sometimes needs to be part of the training for 
these students in the lab.”

Professor Wilson went on to say that things had changed 
significantly 1  week prior to Edward’s presentation to the 
ED.  There had been a lab-wide meeting during which 
Edward presented an update on his ongoing work. At the end 
of the presentation, one of the other lab members and MD/
PhD students, Anne, pointed out a significant inconsistency in 
Edward’s early results. Initially, Edward had become irritable 
and defensive, but when Dr. Wilson interjected to support 
Anne’ criticism, Edward did not argue back, and the meeting 
ended in an anticlimactic fashion.

Later that evening, Edward sent off dozens of aggressive 
and vulgar text messages to Anne, disparaging her work and 
her physical appearance, which she brought to the attention of 
Professor Wilson the next morning. The night before, Professor 
Wilson – disturbed by what had occurred during the lab pre-
sentation  – had spent some time reviewing Edward’s notes 
and raw data, and he was now quite convinced that Edward 
had been manipulating his results. Not knowing what to do, he 
decided to tell Edward that he had heard about the texts to 
Anne and that these were considered unacceptable behavior. 
He told Edward to “take a few days off,” while Professor 
Wilson discussed the issue with the dean’s office; he did not 
mention that he would also be reviewing the concerns for data 
manipulation. Edward said little during this conversation and 
quickly left the office as soon as it was over.

Over the next few days, further information came to light 
of erroneous data in a manuscript that Edward had been 
helping one of the lab’s postdoctural fellows prepare for pub-
lication. The postdoc reported that these data had been 
Edward’s contribution. Professor Wilson and the dean dis-
cussed both the unethical misrepresentation of data and the 
assaultive communication toward a co-student, which was 
then brought to the attention of the medical school disciplin-
ary committee.
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Unaware of much of this, Edward began reaching out to 
Professor Wilson to state his intention to return to the lab. 
Initially, Edward acted like nothing had happened and sent a 
text to Professor Wilson about plans for the next stage of his 
research project. When Professor Wilson did not reply after a 
few additional attempts, the tone of Edward’s messages 
changed, becoming more defensive and accusatory. Edward 
suggested that there had been improprieties in the lab and 
provocatively mentioned that he was considering “reaching 
out to” the institutional review board of the medical college.

The next day, after continued silence from Professor 
Wilson, Edward sent a message that seemed to be a suicide 
note. At this point, Professor Wilson felt compelled to 
respond, but when he did not receive a message back, he 
called 911 requesting a wellness check. When emergency ser-
vices arrived at Edward’s student apartment, he let them in 
after a brief delay. Prominently visible outside of his bath-
room door was a rope that had been loosely tied into a noose-
like shape. Edward offered no explanation when asked about 
the rope, and it was decided to bring him into the ED for 
further evaluation.

While speaking with Dr. Jensen on the phone, Professor 
Wilson inquired as to whether he should come to the ED to 
see Edward. Given Edward’s apparent tendency to manipu-
late and push the boundaries of the relationship, it was rec-
ommended that Professor Wilson avoid contact for the time 
being. After finishing his conversation with Professor Wilson, 
Dr. Jensen returned to speak with Edward, who had asked 
the nurse several times when the doctor would be coming 
back.

Edward was now prepared to talk. He gave a history 
vaguely similar to that provided by Professor Wilson but with 
prominent minimizations and omissions. He admitted to hav-
ing “an anger problem” and acknowledged sending text mes-
sages to Professor Wilson and to Anne but stated they had 
been “taken out of context” and “misinterpreted.” He ini-
tially denied suicidal ideation but was evasive and provoca-
tive when asked about the rope in his apartment, stating that 
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he “just wanted to have options.” During the interview, he 
exhibited an indignant and devaluing attitude. He denied 
symptoms of depression, and his affect was angry rather than 
dysphoric. He further denied current or prior symptoms of 
mania, psychosis, or any history of substance abuse. He was 
not pressured or disorganized. He denied and did not exhibit 
any evidence of delusional thinking or perceptual distur-
bances. He denied any significant past psychiatric or medical 
history and took no medications. Routine labs including urine 
toxicology were within normal limits.

�Principles of Diagnosis and Management

�Diagnosis

The most appropriate diagnosis in this case is narcissistic per-
sonality disorder (NPD). NPD is characterized by “a perva-
sive pattern of grandiosity (in fantasy or behavior), need for 
admiration, and lack of empathy.” The DSM-5 diagnostic 
criteria emphasize aggressive and exploitative externalizing 
behaviors that may only capture a subset of individuals with 
NPD.  An alternative model proposed in Section 3 of the 
DSM-5 highlights the psychological structure of the disorder 
including the characteristically impaired sense of self [1].

In Edward’s case, evidence suggests that he demonstrates 
significant grandiosity and entitlement across multiple set-
tings and relationships. This is exemplified by his tendency to 
devalue the contributions of other colleagues in the lab, as 
well as his initial idealizing attitude toward Professor Wilson. 
The subsequent fluctuation in the way Edward relates to his 
mentor reflects his susceptibility to narcissistic injury and 
rage, which are hallmarks of the disorder. The core features of 
NPD, including the need to be seen by others as important, 
intense underlying insecurity, and deficient capacity for 
empathy, can lead to inappropriate behavior that may defy 
social or ethical expectations. Edward’s manipulation of data 
may be understood as an act done to manage his fragile sense 
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of self-esteem, after identifying errors in his work and becom-
ing acutely concerned for being found out for his “failures.” 
While history so far is limited, and more would need to be 
gathered, there is suspicion that recent events may be part of 
a pattern of behaviors. For example, his late transfer in col-
lege was later identified to be a “face-saving” effort following 
a never-proven investigation about his having plagiarized an 
essay. His moments of negative personal interactions with 
peers, rather than authorities, such as in the social gathering 
during recruitment, could further support a diagnosis of 
NPD.  His dramatic decompensation leading to his being 
brought to the ED can be viewed as the consequence of a 
rare public criticism, which was experienced particularly 
powerfully since it came from an underestimated colleague 
and illuminated Edward’s shameful dishonesty.

While Edward demonstrates the characteristics of NPD, 
other diagnoses should be considered. These include bipolar 
disorder, borderline personality disorder, antisocial personal-
ity disorder, and a substance-induced behavioral disorder 
(such as substance-induced bipolar disorder). His seemingly 
“abrupt” change in interpersonal behavior, and the poor 
judgment related to his manipulation of data, could be 
related to an emerging manic episode. The absence of a psy-
chiatric history would not rule this out, with Edward at an age 
when bipolar disorder might have its onset (or when an indi-
vidual who has had depressive episodes may have a first 
manic episode). He is denying clear manic symptoms, and his 
exam is not meaningfully consistent with mania, making 
bipolar disorder a less likely diagnosis. Substance use leading 
to erratic behavior, either due to repeated intoxication or 
withdrawal, must be considered; further information could be 
gathered about his substance use patterns. A negative urine 
toxicology would lean against this diagnosis, though may not 
detect substances that have already been eliminated or that 
are not detected by the screen assay. Compared to borderline 
personality disorder, NPD is more appropriate since Edward’s 
relationships are mostly characterized by aloof contempt 
rather than intense dependency or rejection. While Edward 
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demonstrates clear antisocial behavior, the clinical assess-
ment suggests that the psychological need to protect his self-
esteem and self-worth is the primary motivator of his 
behavior, which would be most consistent with NPD, whereas 
in antisocial personality disorder, the driving force behind 
antisocial activities is more closely related to their obvious 
purpose – e.g., stealing property for financial gain or feigning 
a medical condition to obtain medications that can be sold.

�Management

Narcissistic personality disorder is difficult to treat. There is a 
limited role for medication, but psychotherapy may offer 
some benefit. Supportive psychotherapy provides a practical, 
stabilizing approach that works within the bounds of the 
underlying pathology to optimize resilience, elevate function-
ing, and guide patients through crises. The advantages of sup-
portive therapy include its wide availability, flexibility, and 
incorporation of a positive therapeutic relationship that can 
serve as a model to build interpersonal trust and pro-social 
behaviors.

In addition, several manual-based therapies have been 
developed and applied to patients with NPD.  The most 
notable of these include transference-focused psychotherapy 
(TFP) and schema-focused therapy (SFT). Based on object 
relations theory, TFP utilizes a psychoanalytically informed 
approach that strives to bring the patient’s psychic structure 
into consciousness. This is achieved by highlighting the ele-
ments of the patient’s inner mind as they are “acted out” in 
the patient’s interactions with the therapist. SFT similarly 
draws on psychodynamic principles, but its roots are in the 
cognitive behavioral model. Schemas are pervasive uncon-
scious cognitive structures that provide a way to understand 
and experience oneself and the environment. Schema theory 
describes personality disorders, including NPD, in terms of 
early maladaptive schema which are derived from childhood 
experiences but continue to frame an individual’s perception 
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of the world throughout life. SFT is directive and supportive, 
employing a number of techniques including “limited repar-
enting” to uncover and provide a more adaptive set of sche-
mas. Both TFP and SFT are long-term therapies that offer the 
promise fundamental change in the patient’s personality 
structure. While they have been primarily studied in the treat-
ment of borderline personality disorder, there is some evi-
dence that they are effective in NPD, too [2, 3].

Careful assessment for the presence of co-occurring psy-
chiatric disorders is essential for effective management. 
Commonly, a co-occurring condition, such as depression or a 
substance use disorder, will be more acutely amenable to 
treatment, allowing for careful assessment of the personality 
traits with improvement of confounding disorders, followed 
by engagement in more long-term treatment to address the 
personality disorder. Notably, NPD has a strong association 
with completed suicide, and the risk is increased after nega-
tive life events [4, 5], making ongoing safety assessments and 
safety planning a vital aspect of the treatment plan, both 
short and long term.

There are no clinical trials on psychopharmacological 
treatment of NPD. In the absence of co-occurring mood dis-
orders, medications are generally not recommended. Some 
psychiatrists will use mood stabilizers or atypical antipsychot-
ics for severely dysregulated or aggressive patients. The ratio-
nale for these agents is based on clinical experience and data 
from studies on related cluster b personality disorders (e.g., 
borderline personality disorder).

�Principles for Doctors Treating Doctors

This is an instance of unethical behavior, which – brought to 
attention – requires an action plan which may include many 
facets, including investigating the extent and significance of 
the behavior/breach, following appropriate policy regarding 
this investigation, identifying the problems in the system and 
individuals involved, and disciplining the perpetrators. Where 
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relevant, it is also important to identify any confounding fac-
tors that may have contributed to the perpetrator’s behavior, 
such as a psychiatric condition. In this case, behavior esca-
lated to the extent that the perpetrator was brought to psy-
chiatric attention. In other cases, the administration and 
educational leadership may want to consider whether the 
perpetrator should be encouraged, or required, to have fur-
ther psychiatric assessment.

In addition to NPD, diagnoses that may be associated with 
unethical transgressions include antisocial personality disorder, 
substance use disorder, and bipolar disorder. It is important to 
identify psychiatric disorders in such cases since treatment may 
improve outcomes of clinical significance. In certain circum-
stances, the presence of a psychiatric disorder may also be a 
mitigating factor when considering disciplinary responses to 
ethical violations. This is particularly true for first time offenses 
and less egregious behavior that occurred before the disorder 
was diagnosed. The question of whether treatment is likely to 
prevent subsequent incidents is also relevant, as is the availabil-
ity, practicality, and the individual’s acceptance of such treat-
ment. For example, bipolar disorder is defined by episodic 
deviations from baseline functioning and frequently responds 
very well to medications. On the other hand, the antisocial 
behavior associated with personality disorders inherently 
reflects a maladaptive baseline that is challenging to treat.

In Edward’s case, NPD contributed to the ethical viola-
tion. While one might assume that NPD would be rare among 
medical students and physicians, that is not necessarily the 
case. Entry to medical school (particularly to a research pro-
gram) requires a degree of accomplishment, assertiveness, 
and self-confidence that is also seen in NPD. Individuals with 
NPD can often make a positive first impression, and they may 
perform particularly well in interviews, where their tendency 
to “sell themselves” is an advantage. The idealizing attitude 
that narcissists often show toward people with impressive 
accomplishments and credentials can also work to their 
advantage. Mentors may find this flattery alluring and look 
favorably on them, at least initially.
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At the same time, individuals with NPD are not able to 
“conceal” their personality traits over the course of multiple 
interactions. Indeed, the diagnosis implies deficient insight, 
and so the individual may not realize there is anything neces-
sary to conceal. In Edward’s case, there are several early clues 
that distinguish him from most other students that may raise 
concern. The fact that he transferred between undergraduate 
colleges, while not uncommon, is notable. Patients with sig-
nificant NPD often follow a typical pattern of initial success 
in professional endeavors followed by a fizzling out and with-
drawal. This occurs as the individual – often unconsciously – 
comes to view the job and colleagues as either “unworthy” or 
alternatively too risky in the sense that the individual may be 
overshadowed or fail, which would threaten the grandiose 
sense of self.

The fact that Edward was a polarizing figure during the 
admissions process is also significant. Individuals with NPD 
relate to others through idealization or devaluation, both of 
which can elicit powerful emotional responses. Others who 
regularly interact with a person with significant narcissistic 
pathology may, over time, actually assume the idealized or 
devalued traits assigned to them through the process of pro-
jective identification. This appears to have occurred with 
Professor Wilson who himself adopts an entitled tone when 
calling the ED to inquire after Edward and who describes 
other aspects of their interactions over time that suggest 
some degree of enmeshment in a mutually idealizing rela-
tionship with Edward. Notably, these reactions to individuals 
with NPD are not universal, and the aloof indifference often 
shown by the narcissistic patient can frequently evoke a 
reciprocal response – from detached to rageful.

There is a range of severity in NPD.  This continuum is 
common across personality disorders and has been high-
lighted in the alternative model for personality disorders 
presented in Section III of the DSM-5. Many individuals with 
milder NPD symptoms can be remarkably successful in cer-
tain aspects of their life, though the diagnosis implies some 
degree of dysfunction in other areas. It is also common for 
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symptoms to fluctuate in response to life events, as occurs in 
response to narcissistic injury. Thus, an individual whose nar-
cissism is ordinarily well-preserved and causes minimal dis-
ruption may decompensate wildly when a core element of 
their sense of self (such as their professional success and 
integrity) is undone. This appears to be the case with Edward. 
While his narcissistic vulnerability and various maladaptive 
behaviors were present from the beginning of his time in the 
lab, it was only in the face of a substantial ego challenge that 
he unraveled in such a destructive way.

Returning to the details of the case, Edward presented 
with suicidal behavior and affective disturbance in the setting 
of multiple negative events consistent with narcissistic inju-
ries. In the ED, Dr. Jensen had been aware of experiencing 
Edward’s suicidality as provocative and feeling initially dis-
missive of the reports of the circumstances in the apartment 
and the questionable “suicide text” to Professor Wilson. Dr. 
Jensen was concerned, however, about the guardedness with 
which Edward reflected on these circumstances. Moreover, 
he was careful to keep in mind the elevated risk for suicide in 
patients with significant narcissistic needs, especially follow-
ing a situation in which these needs are challenged, as well as 
the common clinical experience of underestimating the 
potential for suicide completion in a patient with significant 
cluster B personality traits – a reaction to negative counter-
transference responses to the patient’s hostile, veiled, or 
seductive communications. Dr. Jensen made the decision to 
hospitalize Edward with the goals of further observation and 
diagnostic clarification, mobilizing social supports, reinforcing 
ego functioning, providing crisis management in a monitored 
setting, and planning a safe discharge.

Given his status as a medical student, Edward was trans-
ferred and admitted to another hospital not affiliated with his 
medical school. Edward’s care was transferred to Dr. Greene. 
While Edward had accepted a voluntary admission, his first 
words to Dr. Greene were “so, I’ve decided to leave; can you 
let me know how I can get out of here?” During this initial 
interview with Dr. Greene, Edward was aloof and conde-
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scending, remarking that he understood “you need to protect 
yourself, so let’s go through the motions.” He was again mini-
mizing of others’ concerns about suicidality. He expressed a 
belief that his advisor and dean had blown his suicidal behav-
ior out of proportion so that “they can justify removing me.” 
He speculated that they had “freaked out over Anne’s ridicu-
lous harassment claims, and they needed a way to make it all 
go away quietly.” When Dr. Greene attempted to challenge 
some of this logic, Edward would deflect and change the 
topic.

Edward was very resistant to accepting the role of patient 
and did not participate in groups or engage in the milieu 
instead spending time in his room doing crossword puzzles 
and repeatedly asking the staff for access to a laptop so he 
could “work on some important data for publication.” Given 
the history of affective dysregulation, Dr. Greene considered 
treatment with medication. He offered Edward the option of 
taking a low-dose atypical antipsychotic, explaining that it 
would target symptoms of anger, but Edward refused.

Supportive psychotherapy may have utility in this setting, 
but ultimately Dr. Greene’s priority was to help Edward and 
the medical school navigate the current crisis. Given the sen-
sitivity to environmental stressors that individuals with NPD 
face, it’s important to address the relevant circumstances as 
fully as possible. This is particularly true during high-stake 
situations (such as potential expulsion from school) where 
the outcome of the crisis can have significant real-world as 
well as psychological repercussions. In some ways, the inpa-
tient setting is very well-suited for hosting consequential 
meetings. Trained mental health clinicians are present and 
can act as mediators with an eye out for safety concerns. It is 
also an ideal place for patients in the event they become 
behaviorally dysregulated, since it is a highly monitored envi-
ronment designed to preserve safety.

At the time of Edward’s admission, the status of the disci-
plinary response of the medical school was still unknown. 
With Edward’s permission, Dr. Greene was in communica-
tion with Professor Wilson and one of the members of the 
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dean’s office, who had both called the inpatient team to ask 
for “a clinical update.” Dr. Greene’s role in such discussions 
may seem to place him in a difficult situation. On one hand, 
Edward is his patient and has afforded him a significant trust 
in allowing him to speak with the school; Dr. Greene will 
experience himself as a protector and advocate for his 
patient. On the other hand, Dr. Greene feels a strong and 
entirely appropriate sense of responsibility to the profession 
of medicine, with which Edward’s unethical behavior is not 
aligned. These competing obligations are further complicated 
by the inherent tendency of the psychiatrist to identify with 
medical students or doctors, as well as the powerful feelings 
that individuals with NPD often evoke in clinicians. A variety 
of countertransference reactions are associated with the 
treatment of NPD. Among the most common are feelings of 
being devalued, anger, or boredom. In Edward’s case, indig-
nation would be an expected response since Dr. Greene not 
only resents Edward’s aloof condescension but also feels a 
‘righteous anger’ toward a junior member of his profession 
who has been disrespectful and dishonest. Professor Wilson 
and the medical school administration are likely to have 
strong feelings about Edward as well. As a psychiatrist, it will 
be particularly important for Dr. Greene to recognize and 
work with these countertransference responses in order to 
provide the best care to Edward and to ensure optimal and 
appropriate communication of information with his col-
leagues at Edward’s home school.

Dr. Greene arranged to speak with Professor Wilson and 
the dean on the telephone. During their conversation, 
Professor Wilson reported he had found significant problems 
in his review of Edward’s research including evidence that he 
had altered and falsified certain data. Professor Wilson and 
the dean expressed guilt that they had not discovered these 
tendencies earlier in Edward’s training and at times seemed to 
question their own judgment as educators. These reactions 
likely reflected the lingering effects of Edward’s manipulative 
behavior as well as a non-pathological guilt that one would 
expect in persons with high conscientiousness. During a pause 
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in the conversation, the dean seemed to blurt out, “we’ll have 
to consider expulsion! He falsified data – the risk is too great, 
don’t you think?” Dr. Greene was not sure if the dean meant 
that as an explicit question for him but was able to experience 
it as the dean’s expression of validation-seeking in the setting 
of facing a fraught situation. Without further commenting on 
the actions that the school would or should take, based on 
policy and ethos, Dr. Greene felt that it was appropriate for 
him to validate how complex and problematic the circum-
stances were and how the responsibilities that the dean and 
others in the medical school shouldered were weighty.

The next day, Dr. Greene’s team was notified that Edward’s 
medical school would be beginning a formal process that 
could result in expulsion. A concern shared by all involved 
was the potential risk that Edward might now try to harm 
himself or strike back at the medical school in some way. 
Edward has already shown a vulnerability to self-destructive 
and aggressive behavior in the face of narcissistic injury. For 
the reasons outlined above, Dr. Greene recommended that 
this information be shared with Edward while on the inpa-
tient service. Given what he knew about Edward at that 
point, including how he had responded to the investigation of 
plagiarism in college, Dr. Greene suspected that Edward 
would tolerate a departure from medical school much better 
if he believed that it was actually his decision, or at least felt 
he had some control in the matter. Dr. Greene explained to 
the other members of the clinical team that there would be 
limited value  – and significant potential risk  – at this early 
point in treatment in directly challenging Edward’s fragile 
defenses related to his preservation of autonomy and dignity. 
To be therapeutic, Dr. Greene explained, confrontations and 
interpretations should be gentle, and are best reserved for 
modalities with an appropriate frame and therapeutic rela-
tionship, such as long-term psychotherapy.

A meeting was arranged on the inpatient unit with 
Edward, Professor Wilson, the dean, Dr. Greene, and the 
inpatient social worker. During the meeting, Dr. Greene and 
the dean explained to Edward that he was under review for 
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expulsion due to the improprieties discovered as well as his 
egregious behavior toward other students. Edward generally 
remained silent and aloof throughout. When it was his turn to 
speak, he replied in a dismissive tone, “I’m not going to work 
like this. I’m done here.”

Edward then turned his attention to Dr. Greene and 
changed the topic to discharge. Edward implied that his hos-
pitalization had been directed by the medical school “to 
assuage their guilt over the way they treat students.” As he 
spoke, Edward became increasingly indignant but was regu-
lated enough to walk out of the room rather than engage in 
further confrontation.

�Outcome

Edward remained in good control after the meeting, though 
he spent the afternoon in his room and declined to speak with 
the staff who offered to help him process the situation. He 
was discharged the following day with a plan to return to stay 
with his parents. Edward had consistently denied suicidal 
ideation, and there was no evidence of significant manic, 
depressive, or psychotic symptoms. On the day of discharge, 
he was superficially cooperative and minimally engaged. He 
again voiced his displeasure with the medical school and reas-
serted his intention of leaving. He remained notably external-
izing in his responses, emphasizing that the medical school’s 
treatment of him had been “a disgrace” but that he was 
“going to take the high road” by departing. Dr. Greene 
offered to provide Edward with a referral for a psychothera-
pist that might be able to help him “navigate relationships.” 
Edward respectfully declined the offer and was provided with 
a referral for a clinic near his parents’ house.

Afterward, Dr. Greene felt ambivalent about Edward’s 
case and wondered if he could have done more to help. He 
had approached Edward’s care cautiously, avoiding confron-
tation and overt requests of Edward for self-reflection. He 
speculated that some of his hesitancy may have been a reflec-
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tion of the fear and dislike that Edward had evoked in him. 
At the same time, Dr. Greene was confident that he helped 
his patient and the medical school navigate a highly charged 
situation while minimizing disruptive conflict. The immediate 
ethical violation had been addressed in an appropriate man-
ner. The medical school subsequently developed new policies 
and procedures to promote research integrity. The final out-
come is unsatisfying in that Edward’s pathology remains 
essentially untreated, but the acute preservation of safety and 
the assistance given to the medical school are no small feats. 
By speaking with colleagues, Dr. Greene was able to process 
and reflect on the complex emotional responses that arise 
when treating a case like this.

Pearls
•	 Treatment of patients known or suspected to have 

committed an ethical violation is challenging. 
Psychiatric diagnoses that may be associated with 
unethical behavior should be assessed for and 
addressed. The presence of a psychiatric illness may or 
may not be a mitigating factor when judging an ethical 
violation. Support including psychoeducation should 
be given to administrators or supervisors tasked with 
responding to the unethical behavior, to the degree 
that doctor-patient confidentiality permits.

•	 Narcissistic personality disorder (NPD) occurs across 
a spectrum of severity, and patients may come to 
clinical attention for a variety of reasons, including 
depression, suicidality, or anger. Often, individuals 
with narcissistic disorders are referred by a third 
party rather than self-presenting.

•	 Individuals with NPD are often accomplished and 
may initially give a favorable impression. They share 
traits such as perfectionism and aversion to vulnera-
bility which are common among those in the medical 
field. Medical training similarly frequently tests the 
fragile defenses of individuals with NPD.
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•	 Psychiatrists treating individuals with NPD are likely 
to develop strong countertransference responses 
which may manifest as boredom, defensiveness, or 
anger. These emotions are likely to be particularly 
significant when the patient is also a physician.
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�Case

Owen Burt is a 36-year-old internist working in a busy aca-
demic medical center who comes to see Dr. Agni, a psychia-
trist in his institution, for a chief complaint of “I don’t know, 
I just can’t cope, I must be depressed.”

Owen works as an inpatient medicine attending on a gen-
eral medicine service, where he supervises residents and phy-
sician assistants and provides direct patient care. He graduated 
residency in internal medicine at age 29 having gone straight 
through from college to medical school and then residency. 
He chose not to do a fellowship and instead took a job as a 
supervising attending in the residents’ clinic, hoping to spend 
a few years making money to pay off loans. After 4 years, feel-
ing unstimulated by the work and bothered by feelings of 
resenting some of his patients for “noncompliance,” he 
decided to shift into inpatient work, where the plan was to 
spend alternating periods doing inpatient medicine and 
working on an academic project. He initially was invigorated 
by the change, remembering the “fun frenzy” of acute care 
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work and the team approach to patient care. Three months 
into the new job, he was asked to cover the inpatient service 
for a few months longer before getting a month for academic 
time, because of an acute staffing issue. He realized he was 
somewhat relieved to do this, feeling “spooked” by the 
thought of starting a project – “how would I know what proj-
ect to choose?”. Over the next 3 years, it seemed to him that 
there was always a “coverage issue.” Having not identified a 
major area for academic focus, he continued to either volun-
teer or be asked to provide clinical coverage. He rarely took 
vacations; he was encouraged to use his vacation time, but 
when he tried to find a week to take off, there “always seemed 
to be conflicts” with other people’s schedule. He found him-
self staying late most days finishing “endless notes and paper-
work.” He thought about going to his peers or his division 
chief to talk about the sense of clinical and administrative 
burden but figured “it must be my problem  – I’m just not 
efficient enough.” He was noticing over time less interest in 
his patients. He resented new admissions and felt “uninter-
ested” in patients. He would find himself feeling anxious 
before a month when he was assigned to supervise the resi-
dent service (as opposed to the service staffed with physician 
assistants), realizing that he was finding it hard to “get 
excited” about “the same old, same old,” and feeling uneasy 
about keeping up to date on the literature and engaging the 
residents on educational topics. He felt less anxious with the 
physician assistants but also found himself “really frustrated” 
with them – describing a sense of needing to “micromanage 
everything” because many of them were very new to the job. 
He explained that they didn’t seem to be able to “problem-
solve” effectively, so he began just giving them “to do lists” 
rather than encouraging them to come up with their own 
plans.

In his personal life, he had moved into a one-bedroom 
apartment without a roommate after his first year in the 
ambulatory clinic. He noticed how his friend network had 
seemed to “shrink” since then. He told Dr. Agni that he used 
to enjoy team sports, playing in a basketball league through 
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residency and his first few years afterward but that he had 
stopped going because “it was too hard to be sure I could get 
out of work on time.” He admitted that during residency this 
was an issue, too, but that he would be active in the league 
when on quieter rotations and pull back during busier times. 
Now, he felt like there was too much of a “hill to climb” to 
start and stop like that, and now it felt easier to “just not go.” 
Much of his social life had revolved around his basketball 
friends, and now he was seeing those friends infrequently – “I 
guess I just lost that connection; maybe they weren’t really my 
friends, anyway.”

On more review of his life and history, Owen denied any 
history of psychiatric issues. He is the eldest of three chil-
dren; his father is an endocrinologist, and his mother is a 
lawyer working in the public sector. He reported that he first 
wanted to become a physician “at age 3,” describing memo-
ries of his father allowing him to listen to heart sounds with 
his stethoscope. When he was 11, his grandmother had a 
stroke, and, though his younger siblings would express not 
wanting to go visit her in the rehab center while she was 
recovering, he recalled feeling “comfortable” sitting with 
her – helping her “learn her words again” and watching her 
work with the physical therapists. He said that some of this 
may also have been related to his “being the good kid – the 
one who helped and did what was expected… that’s who I 
was, still am?”. Medical school had been pleasurable but 
stressful. He noticed feeling very competitive with his class-
mates in a way he hadn’t noticed in school settings before. 
He struggled with learning the volume of material he had to 
master, trying to use the study habits that had thus far served 
him well, but that now were seemingly taking too much time, 
such that he would frequently only be able to review half the 
material before an exam. He was assigned a tutor, which he 
found “insulting,” and recalled feeling like he was being told 
he needed to do it “her way, not my way.” He gradually 
learned a system that was more efficient, and he scored 
adequately well on his tests. He felt like he hit his stride in 
the clerkships, where he enjoyed the patient contact, found it 
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easier to study the material because of the clinical context, 
and “got along with the attendings.”

Coming back to the present day, Owen reported that 
2 months ago he had experienced a “bad event.” He had a 
busy service, though described most of their medical issues 
as “low acuity.” One day, he was called by the hospital 
pharmacy because he had placed an order for a medication 
at ten times the appropriate dose. The medication had not 
been dispensed, as the pharmacy caught the aberrant 
order. He remembered being “horrified” by this, wonder-
ing how he could have made that mistake. That evening, 
while walking down the hallway of the inpatient ward on 
his way out of the hospital, he heard loud gasps coming 
from a patient’s room. Inside, he saw the patient for whom 
he had earlier written the mistakened order lying in bed, 
appearing panicked and apparently unable to breathe. 
Owen reported that “from there, it’s all a little fuzzy.” He 
ran to the bedside and tried to press the call button to get 
the nurses’ attention. He felt like he kept pressing it over 
and over and nothing was happening. He then stood over 
the patient’s bed “just staring at her.” A nurse walked by 
and saw the patient and called a code. Staff rushed into the 
room and the code team arrived and took over. He recalled 
standing there feeling “frozen” and “useless.” He could not 
sleep that night and continued to have difficulties falling 
asleep for several nights afterward. He did not understand 
why he “froze” like that; he knew how to function in emer-
gencies. He knew the patient had not received the mistak-
ened medication order, and she was not known to have 
respiratory issues; so he could “rationally” understand he 
didn’t miss anything, but he could not stop worrying. He 
felt “ashamed” about being found by the nurse “not doing 
anything.”

Since then, he has been having initial insomnia two or 
three times a week and has found himself worrying about 
patients and “mistakes.” He has felt “anxious and uncomfort-
able” with patients – doubting his ability to take care of them. 
He admitted, however, that he had been feeling different “for 
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a while, maybe months.” He felt like the clinical work never 
ended and that he could never catch up. His eating, which he 
used to monitor because of his basketball playing, had 
become more “erratic.” His weight was the same, but he was 
often skipping meals and then eating “junk because I know 
I’m supposed to eat something.” He admitted to feeling more 
irritable. His energy was low. He admitted that he had been 
going “from home to work to home to work” with few social 
activities or other breaks in the monotony. He denied signifi-
cant alcohol use or other substance use. He denied thoughts 
of death or suicide.

Dr. Agni listened and found herself thinking about her 
own experience 5  years before in a previous job. She had 
worked in an outpatient clinic where there was “constant 
understaffing” and “one new administrative headache added 
on top of another on top of another.” She felt “burned out” 
and asked for support and felt that “no one listened.” She 
eventually felt all she could do was quit, which she did. She 
had some savings and decided to not press herself to find a 
new job immediately. She reengaged with a previous thera-
pist and started with twice weekly dynamic therapy. She 
spent 2 years doing per diem shifts at a couple of local clin-
ics in order to make ends meet. She felt unsatisfied and 
angry at her previous employer. At the time of meeting 
Owen, she had been in her current position for the past year 
and was enjoying it. She had a lot of responsibilities but 
found the work stimulating and generally liked her adminis-
tration and peers.

With 10 minutes left in the session, after listening to Owen 
and asking clarifying questions, Dr. Agni said to Owen that it 
seemed he was in a “difficult position” and that it must be 
“hard” to be “never given a break.” She said that she 
recommended he come back next week and that they could 
talk about ways to make things better – “even if that means 
leaving your job.” She also said that sometimes patients can 
get help by understanding themselves better, and they could 
talk about possibly starting psychodynamic psychotherapy. 
They made an appointment for the following week.
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�Principles of Diagnosis and Management

�Diagnosis

The preferred diagnosis for Owen from the perspective of 
the Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition (DSM-5), is adjustment disorder with 
depressed mood [1]. Owen has symptoms of mood changes, 
including low mood and irritability, with sleep disturbance, 
feelings of lower energy/listlessness, and a decrease both in 
his sense of self-worth and value and in his general experi-
ence of pleasure from life, all in the context of what he 
describes as chronic stress related to his work as well as a 
recent distressing experience involving clinical care. Major 
depressive disorder (MDD) should be considered, too, 
with Owen responding affirmatively several of the diag-
nostic symptoms. When implementing DSM criteria, how-
ever, it is important to draw on clinical experience and 
judgment, ultimately basing the assessment on the present-
ing features within the context of the quality of the 
patient’s presentation (on exam and in how the patient 
describes symptoms) and the situation.

Owen’s presentation could represent posttraumatic stress 
disorder (PTSD, also reviewed previously in Chaps. 5 and 9 of 
this book). PTSD, in the Trauma and Stressor-Related 
Disorder category along with adjustment disorder, develops 
in response to a traumatic event and is characterized by intru-
sion symptoms, persistent avoidance, changes in mood or 
cognitions, and alterations in arousal. Owen witnessed and 
was involved in a critical incident at work in which – though 
not outside of the range of what a physician might expect to 
encounter in high-acuity settings, like the hospital – he expe-
rienced as particularly frightening and distressing. There is a 
literature to support the development of PTSD among 
healthcare workers [2]. Owen’s reported sense of feeling dis-
connected from his work and patients could be an avoidance 
symptom, and his low mood, irritability, and impaired sense 
of self-efficacy and self-worth could similarly reflect features 
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of PTSD (negative alterations of mood and cognition and/or 
altered arousal). It may be that an emerging depressive syn-
drome prior to the event put him at higher risk for experienc-
ing the event as especially traumatic.

Obsessive compulsive personality disorder (OCPD), char-
acterized by a preoccupation with control, order, and perfec-
tionism, to an excessive degree, leading to distress of 
impairment in functioning, is also on the differential diagno-
sis. Traits of OCPD are common in physicians, as many of 
these traits can be highly adaptive, either in isolation or in 
limited contexts. High conscientiousness, attention to detail, 
and striving for excellence are all features we would look for 
in a healthcare provider. When such traits are pervasive or 
extreme, they can become more problematic. Individuals may 
have difficulty delegating tasks due to a belief that no one 
else could perform the task as precisely and thus become 
overnburdened, resentful, and even ineffective. Interpersonal 
rigidity may make it hard to work with these individuals – as 
their colleague, supervisor, or patient. It is appropriate (and 
important) for Owen to be concerned about his performance 
and potential for medical mistakes; it is possible that – in the 
context of OCPD or traits of OCPD – he has a tendency to 
overestimate the impact of his actions, both good and bad, 
thus becoming overly self-critical in the setting of negative or 
uncertain outcomes. Some of what he reports in the interper-
sonal sphere could reflect characteristic ways in which he 
engages with others (i.e., tendency to overmanage those he 
supervises, avoidance of authority figures out of concern for 
being criticized, minimizing the benefit he might get from 
asking for others’ help). More information about his behavior 
and relationships over his life, if revealing a pervasive pattern 
of OCPD traits and consistent functional difficulties, could 
support this diagnosis while being cautious about assigning a 
personality disorder diagnosis in the setting of an active 
depressive or adjustment disorder, which may exacerbate 
existing personality traits.

Alcohol use, or another substance use disorder, should be 
assessed for, given the presence of mood disturbance, a pos-
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sible lapse of judgment at work, and sleep changes. Owen is 
denying excessive alcohol use, and the history does not 
describe past issues with substance misuse. Depending on the 
degree of suspicion, further assessment, including use of self- 
or clinician-administered screening tools, or toxicology assays 
may be considered.

Dr. Agni documented in her notes that the DSM-5 diagno-
sis that fit the best was adjustment disorder with depressed 
mood, though her assessment was that Owen was experiencing 
burnout. Burnout is a syndrome, most commonly examined 
within the context of a work situation, that presents with a 
range of mental and physical complaints and has been defined 
by the core features of emotional exhaustion, depersonaliza-
tion, and reduction in one’s sense of personal accomplishment 
[3, 4]. All three of these characteristic symptom clusters may 
not always be present. A physician with burnout may describe 
feeling emotionally depleted or “spent,” with “nothing left to 
give”; overwhelmed or “unable to keep my head above water”; 
detached from patients, “unempathic.” or cynical; and unsatis-
fied by work, ineffective or “failing” at work, or distressed by 
the “meaninglessness” or “pointlessness” of work.

The implications of burnout in medicine are substantial. 
Those with burnout appear to have a higher risk for poor 
mental and physical health outcomes, including the devel-
opment of depression, substance use, and suicidal ideation, 
as well as poor self-care (including reduced attention to 
one’s physical needs and preventive care). Physicians with 
burnout are more likely to leave clinical medicine at some 
point in their career. Burnout may negatively impact the 
individual’s relationships with colleagues and loved ones. It 
has been shown to be associated with impaired patient care, 
including an increase in medical errors and reduced patient 
satisfaction. On a systems level, burnout may lead to loss of 
clinical productivity, attrition of the workforce, reduced 
access to care, and increased healthcare costs [4].

Burnout can exist at any point during one’s medical career. 
Once thought to be a condition primarily affecting physicians 
after an accumulation of many years of practice, burnout may, 
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in fact, be more common at earlier stages and is notably 
prevalent among trainees, with half of medical students dem-
onstrating symptoms, or the full syndrome, of burnout and 
with rates that rise over residency [3].

Drivers of burnout include those factors, both personal 
and institutional- or system-based, that appear to precipitate 
burnout. Individuals may also have specific vulnerability to 
burnout due to personal features that put them more at risk. 
Drivers related to the institution or healthcare system 
include, but are not limited to, excessive workload; clerical 
demands (e.g., high documentation requirements in the elec-
tronic health record) and deficiencies in support for such 
administrative tasks; impaired integration of life in and out of 
work (e.g., work requirements excessively preventing ade-
quate attention to other aspects of life; demands requiring a 
surplus of work to be done from home, such as note-writing; 
or inflexibility of the system not allowing for opportunities to 
handle some aspects of work from home if that would allow 
for more time with family or in activities that promote recov-
ery or life fulfillment); and excessive systems-based demands 
that lessen the physician’s sense of autonomy in work. 
Personal factors may include limited social support or high-
stress personal issues and educational debt. Aspects specific 
to the individual that have some evidence for increasing the 
risk for burnout include female gender, nonminority status, 
personality traits such as high being highly self-critical, and 
tendencies to not prioritize self-care [3–5]. Burnout may also 
be “contagious”; exposure to supervisors with burnout may 
impact the well-being and even the burnout incidence among 
trainees [3]. Importantly, the prevailing perspective is that 
systems-based factors are stronger drivers of burnout than 
are individual-based factors.

�Management and Treatment

Adjustment disorder with depressed mood and major depres-
sive disorder both present with low mood, commonly with 
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some degree of inflexible thinking (e.g., tendency to interpret 
events in a critical or pessimistic way, to dwell over personal 
deficiencies, to have difficulty achieving and maintaining a 
hopeful outlook). Adjustment disorder is, by definition, con-
sidered to develop in response to an adverse experience or 
situation, while MDD is frequently precipitated or perpetu-
ated by life stressors. Both disorders may be treated with 
psychotherapy that targets underlying psychological pro-
cesses that contribute to the development and maintenance 
of the symptoms. Cognitive behavioral therapy (CBT) will 
address maladaptive thinking styles that drive mood and 
behavior. Psychodynamic psychotherapy will encourage 
exploration of long-standing patterns of interpersonal relat-
edness and one’s sense of oneself and others that may 
increase vulnerability to depressive responses to certain 
stressors. Supportive psychotherapy will reinforce the 
patient’s adaptive coping mechanisms while proving a safe 
space to assess, and come up with solutions for, current chal-
lenges. Interpersonal therapy will focus on the characteristic 
ways in which the individual engages with others, making 
explicit connections to the depression the patient is experi-
encing; identifying ways to communicate needs more effec-
tively and find satisfaction in relationships is viewed as a 
means to promote emotional health and treat the depression. 
Pharmacotherapy, most commonly antidepressants, may be 
combined with psychotherapy or used alone, depending on 
factors such as severity of symptoms, patient preference, and 
access to skilled providers for psychological treatment.

The treatment of PTSD, as outlined in more detail in 
Chaps. 5 and 9, may involve CBT and other forms of psycho-
therapy. Medications, including antidepressants and adrener-
gic system modulators, may be utilized.

Patients with OCPD will not necessarily present for treat-
ment, as insight into one’s problematic patterns may be lim-
ited. Some may seek care for help to manage distress related 
to what is experienced as “other people’s” problems; some 
may come to attention due to pressure from others – includ-
ing spouses, friends, or authorities  – because of difficulties 
arising as a result of the person’s negative behavior patterns. 
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Treatment may start with nonjudgmental examination of 
common themes in one’s life, identification of one’s agency in 
the situations that are causing problems or distress, and gen-
tle examination of rigidly held assumptions and preferences, 
with the goal of gaining more insight and a wider array of 
perspectives about, and responses to, one’s environment.

The management of burnout is a topic of significant inter-
est, with a new, but expanding, supporting literature. 
Strategies for preventing and addressing burnout can be 
categorized as either coming from the organizational- or 
system-level and those focused on the individual. 
Organizational-based strategies may include duty-hour lim-
its (the institution of the 80-hour workweek for residents 
appears to have been associated with reduction of burnout), 
creative ways to enhance flexibility for work-home conflicts, 
physician involvement in establishing of administrative pro-
cesses as they relate to clinical care, and development of 
wellness programs with top-down institutional support and 
ratification. Individual-focused strategies may include well-
ness activities, such as mindfulness, healthy lifestyle prac-
tices, and enhancing one’s social supports [3, 4, 6]. In general, 
given the evidence that institution-based factors are the pri-
mary drivers of burnout, it is important to address those 
issues when working with a patient with burnout symptoms; 
focusing entirely on individual factors will not only miss 
opportunities to modify the situation leading to burnout but 
also has a significant chance of making the patient feel “to 
blame for getting burned out” rather than to see oneself an 
individual who, due to a combination of institutional and 
personal factors, was vulnerable to developing the burnout 
syndrome. The meaning of these two messages is clearly very 
different and important to explicitly state, without overem-
phasizing either of the two “sides.”

Finding ways to encourage joy in one’s work – reengaging 
in the ideas or activities that originally motivated the decision 
to become a physician, taking pleasure in interactions with 
patients, noticing aspects of each day to be grateful for – is 
being emphasized by experts as part of a broad effort to 
reduce burnout among physicians and trainees.
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�Principles for Doctors Treating Doctors

Health has been defined by the World Health Organization as 
“a state of complete physical, mental, and social well-being, 
and not merely the absence of disease or infirmity” [7]. The 
National Wellness Institute later described wellness as “a con-
scious, self-directed and evolving process of achieving full 
potential” [8]. There are many elements or pillars of wellness, 
dividing wellness into its essential components: emotional, 
spiritual, social, environmental, intellectual, occupational, 
physical, and financial [9].

Wellness is not something that is achieved; rather, it is a 
dynamic process of continuing attention to oneself and one’s 
environment and adaptations that promote a fulfilling exis-
tence. A core aspect of wellness is resilience to the various 
stressors of life – unavoidable and, in fact, necessary features 
of life that influence, shape, and strengthen us. Resilience 
involves the capacity to be flexible in the face of new situa-
tions and pressures and some degree of reserve that can be 
tapped into during taxing times. Just like having savings in a 
bank account to cover for events that are not directly bud-
geted for, but that predictably will arise, we benefit from 
emotional and physical resources that can be drawn from 
when our output exceeds our input. For example, prioritizing 
a healthy amount of sleep most of the time allows our bodies 
to withstand brief bouts of limited sleep due to a period of 
abnormally high workload. Similarly, addressing our emo-
tional well-being with loving relationships, engagement in 
pleasurable activities, and attention to our psychological 
needs, as well as adequate management of any psychiatric 
conditions present, can keep us sturdy in the face of a short 
stretch of acute stress following a life disappointment or loss.

When stress is more enduring, unpredictable, or seemingly 
out of one’s control, it can begin to deplete personal reserves. 
Over time, this can lead to a state of bare subsistence – simply 
getting by, or surviving, rather than thriving. In such a state, 
mood and interpersonal relationships may suffer, self-care 
may be neglected, and maladaptive behaviors, such as sub-
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stance use, may develop. Empathy diminishes; generosity 
feels like a burden. Burnout is an extreme consequence for 
the individual exposed to uninterrupted stress with low per-
ceived personal control and high external demands. All occu-
pations, given the right circumstances, can promote burnout. 
Other situations, such as caring for an ailing loved one, can 
have the same effect. It is not surprising that medicine is a 
profession in which burnout is prevalent, due to the high 
stakes of the work (often life or death or equally acute), the 
substantial needs of clients (i.e., patients and families), and 
the complexities of the healthcare system which can constrain 
one’s options and autonomy. Add to this the long work-hours, 
financial debt, and years of training, as well as personal fac-
tors that can be common among physicians, such as exacting 
standards for oneself, and high capacity for delay of gratifica-
tion: a potential recipe for burnout without the right checks 
in place to prevent it.

In addition to the strategies mentioned earlier in 
Management and Treatment, which have been studied and 
shown to have some efficacy in minimizing and addressing 
burnout, individual and systems can take actions to increase 
resilience to stress. Diversification of one’s sources of mean-
ing, self-worth, and satisfaction – for example, identifying not 
only as a skilled physician but as a good friend to others, a 
talented writer, and even a snappy dresser – can allow one to 
continue to feel competent and valuable even when one area 
of life (e.g., one’s relationship to one’s work) is temporarily 
suffering. Active seeking of joyful moments and gratitude in 
one’s relationships, hobbies, environment, and work can raise 
one’s threshold for stress, struggle, and frustration. Self-
awareness, which may be sought through meaningful rela-
tionships, self-reflection, athletic pursuits, spirituality, and 
psychotherapy (among others) can allow for identification of 
one’s personal pitfalls, emotional triggers, and warning signs – 
with the result of less depletion and harm and more recovery 
and growth.

Dr. Owen Burt presented to Dr. Agni with concerns that 
he was “depressed.” He was experiencing mood changes, 
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doubts about his efficacy and capability in his work, and a 
general sense of emotional and physical depletion. Dr. Agni, 
due to her own experiences with burnout and her awareness 
of its general prevalence in the healthcare profession, puts 
effort into exploring the quality and form of Owen’s symp-
toms to better differentiate a burnout syndrome from other 
major psychiatric issues, with special attention to the overlap 
between burnout and a major depressive episode (see 
Fig. 19.1). While the two syndromes have many common fea-
tures and common risk factors and may coexist, and each 
predisposes to the development of the other, they are distinct 
and may present independently.

To begin exploring this overlap, it is important to consider 
the stress response  – sympathetic overdrive related to an 
experienced stressful experience through activation of net-
works in the brain and body, including the hypothalamic-
pituitary-adrenal (HPA) axis. While this response is adaptive 

• If present, consider other diagnoses, including MDD

• May be present as part of the stress response

• May be present as part of the stress response
• Related to the emotional and physiologic stress of work
• Prioritizing work and others’ needs over one’s own

Features of MDE Presentation in Burnout

- Low/depressed mood

- Diminished interest or pleasure

- Feelings of worthlessness/guilt

- Changes in sleep

- Changes in eating

- Fatigue

- Restlessness or feeling slowed

- Changes in concentration

- Thoughts of death, suicidality

• Emotional exhaustion, less pleasure and satisfaction from
   work, reduced personal accomplishment +/- feelings of
   inefficacy at work

• When imagining being free of work-related burdens, can
   imagine reduction or elimination of these symptoms

• May extend to other areas of life as bumout syndrome
   progresses

• Symptoms described as related to work

Figure 19.1  Relationship between features of a major depressive 
episode and burnout
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in situations of acute danger or risk, chronic activation due to 
one’s experience of ongoing threat or stress can lead to a 
prolonged state of HPA hyperactivity, with impact on cogni-
tive, physical, and emotional well-being. The way different 
individuals perceive and process stressful triggers that are not 
acutely life-threatening (such as workload pressures, con-
cerns about performance/evaluation, emotional intensity of 
the work setting) will influence the development of the stress 
response – with those individuals who feel less able to cope 
and less resilient or who engage in maladaptive behaviors as 
a result (such as substance use, poor self-care), being at 
higher risk for chronic activation of stress response than 
those with more adaptive coping and reactions to the stress-
ful situations.

An individual with burnout may have some of the core 
physical symptoms of a MDE, such as sleep disturbance, poor 
energy, and eating and weight changes, as a result of remain-
ing in a chronic state of the stress response. Additionally, in 
burnout, the enduring nature of stress and demoralization 
can manifest, as described, with de-prioritization of one’s own 
needs, which may lead to poor attention to functions such as 
sleep, nutrition, exercise, and emotional “recovery” time, 
which can all contribute to these physical symptoms. It can be 
difficult to differentiate the syndromes when assessing these 
symptoms. It may be useful – if relevant – to ask about these 
physical symptoms during a recent period of time away from 
work for more than a few days (e.g., a vacation), to see if 
there was improvement in these symptoms during that time, 
in which case the clinician might consider burnout over 
MDE. Owen explained to Dr. Agni that he had not had more 
than 3 days off of work for the past several months due to the 
coverage schedule and his own admitted “failure to just 
schedule a vacation – I just haven’t felt like I can.” Dr. Agni 
knew that evaluating these symptoms based on a single-day 
or weekend off may not be an adequate test, as it may take 
longer for the stress response and emotional experience of 
work to dissipate enough for these physical functions to 
begin to re-equilibrate.
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The cognitive/emotional features of a MDE, including 
depressed mood, anhedonia, and thoughts of self-worth, may 
be worth assessing more closely to help differentiate between 
the syndromes. In burnout, the changes in these areas have the 
quality of being explicitly tied to the work situation, with the 
ability to feel improved mood, more pleasure, and more self-
worth in other settings. Not uncommonly, the burnout syn-
drome is substantial enough that the individual feels so 
depleted at work that these features extend to other areas of 
life. Owen described to Dr. Agni a sense of having “nothing 
left to give” to his loved ones and friends, even on the week-
ends. “I tell myself, you have a whole day off – you should go 
do something fun, but I just can’t.” Still aware of how burnout 
symptoms can begin to affect all areas of life, Dr. Agni asked 
Owen a theoretical question: what if I could magically tell you 
that all these burdens have been lifted off your shoulders? You 
can rest for the next few weeks, you don’t have to come back to 
this specific job, you have time and resources to recover and 
think about what you want to do next. How would that feel? 
Owen’s response was quite typical of burnout. His physical 
demeanor softened. His shoulders dropped; he looked 
momentarily sad but then looked up for the first time in sev-
eral minutes and made eye contact and appeared to take the 
first full breath that Dr. Agni had seen him take so far during 
their meeting. He said that this would feel like a “total relief. I 
know it’s not possible, but I just can’t figure out another way 
around this mountain.” A theoretical question like this allows 
the clinician to explore the breadth of the symptoms. In burn-
out, though the symptoms may extend past the work situation, 
they are intricately linked to the presence of the work-related 
stressors; therefore, considering ways to improve the situation, 
or even make it “disappear,” can allow the patient to demon-
strate a very different thinking style and outlook. On the other 
hand, in an active MDE, such symptoms tend to be pervasive 
and not flexible – the patient’s perspective remains bleak and 
without potential for improvement.

Suicidality is a feature of depression as well as other psy-
chiatric disorders. When present, the clinician should be con-
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sidering depression or other disorders instead of, or in 
addition to, burnout. Whether or not burnout is thought to be 
the primary issue, suicidality should be taken as a potential 
acute risk and should trigger a full safety assessment and 
safety management plan. Owen consistently denied suicidal 
ideation or significant thoughts of death.

Dr. Agni had knowledge and experience to help guide her 
assessment of burnout in Owen. In addition to the tricky dif-
ferentiation between burnout and depression, other obstacles 
interfere with appropriate assessment of burnout. To start, 
the symptoms of burnout in a physician can be easy to miss. 
During an assessment, the psychiatrist, especially if it is the 
first time meeting the patient, might view some of the 
described symptoms as “normal trait characteristics” of a 
physician (e.g., obsessionality, difficulty delegating, feeling 
“stressed”), as well as simply part of the “cost of doing busi-
ness” of being a physician (e.g., high workload, sleep depriva-
tion, not always being able to prioritize self-care). The 
assessing physician’s internalized pride in the suffering or 
burdens related to being in medicine – a cognitive bias that is 
largely unconscious and shared by many physicians  – may 
lead to missing burnout. Pervasive beliefs among physicians 
that are deeply woven within the fabric of the medical culture 
and training experience, such as “I’ve done this, I’m stronger 
for it” and “we’re all anxious, easily stressed people,” may be 
present as the physician-assessor evaluates the physician-
patient with burnout. While this tendency to normalize is 
usually unintentional or well-intentioned, it may prevent 
recognizing clinically meaningful symptoms of burnout. Data 
show that medical students start training no more vulnerable 
to burnout than their peers and yet develop relatively higher 
rates of burnout over the training period [3]. It is essential 
that burnout symptoms not be quickly dismissed as related to 
“the physician personality” or experience.

These cognitive- and emotionally based perspectives and 
biases, among other countertransference experiences, will 
influence the psychiatrist’s assessment of the physician-
patient with burnout. Not uncommonly, a negative counter-
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transference may develop in which the patient is viewed as 
“weak” for not being able to “withstand” the pressures of 
medicine; this may lead to missing the burnout diagnosis but 
also to offering unhelpful responses to the patient  – from 
subtle devaluing comments, even if meant supportively (e.g., 
“you’ll be ok, this is just part of the job!”), to more explicit 
criticism (e.g., over-valuing the perspective, or even “taking 
the side,” of the authority figures in the story that the patient 
relates), to not offering the patient appropriate treatment, 
and to even missing acute danger (e.g., not asking about sui-
cidality or risky behaviors).

Dr. Agni, though attuned to burnout, fell into some minor 
traps with Owen based on her residual unprocessed responses 
to her own experience and her difficulty identifying related 
countertransference themes. She took the time to assess for 
burnout but then went immediately into a plan of action. In 
so doing, she missed opportunities to allow Owen to feel vali-
dated and heard, and she came up with a plan not attuned to 
Owen’s specific needs but one that was (we assume) based 
more on her own approach to burnout 5  years before. Her 
ongoing disgruntlement related to her experience in her prior 
job led her to not be able to fully place herself in Owen’s posi-
tion – to learn enough about his specific needs and experi-
ences and what might help him. She may have jumped to 
solutions such as leaving the job (something that Owen may, 
in fact, eventually decide to do but an option that would not 
ideally be an immediate option without further exploration), 
rather than explicitly facilitating Owen’s exploration of the 
areas of his current situation that seem unmanageable, poten-
tial areas for improvement, and his overall goals. She appro-
priately asked him the theoretical question about how he 
would think and feel if the situation was “eliminated.” In 
some situations, it may also be helpful to directly mention 
leaving the job as one of the many possibilities; this may be 
useful if the patient is feeling particularly “trapped” or over-
burdened by projected judgment from others. Similarly, Dr. 
Agni outlined a treatment plan prematurely that echoed her 
own process to recover from burnout (including her recom-
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mendation for dynamic psychotherapy). For Owen, other 
equally appropriate treatment options might be considered, 
such as mindfulness training (see Chap. 20 for more informa-
tion), consideration of a brief medical leave, or addressing 
institutional changes that could improve his situation. Even 
working with Owen to problem-solve over finding a way to 
schedule a week-long vacation in the next few weeks might 
be an initial intervention that could help him feel empowered 
and more hopeful and serve as a good start in addressing his 
burnout syndrome, as well as engaging him in care. Minor 
missteps like these by the psychiatrist can be repaired but 
would ideally be ones that could be avoided with careful 
attention to the patient and to countertransference experi-
ences. More serious mistakes, such as not doing a full safety 
assessment or behaving in more explicitly devaluing way with 
the patient, may not be able to be recovered from or may put 
the patient at risk.

�Outcome

Owen came back the following week. He was quiet at the 
start and Dr. Agni allowed for a period of silence. She had 
been reflecting on their session the previous week and 
realized that she had felt uncharacteristically “fervent” dur-
ing the session. She later realized that she was activated by 
her frustrations about her own experience in her last job and 
felt “excited to fix Owen’s problem.” She even identified a 
desire in herself to “rally him” against the institution. She 
realized this had played out with her not spending as much 
time eliciting his thoughts about the situation and what might 
help, as well as offering solutions before she “really knew 
what was going on.” After a minute of quiet, she decided to 
ask Owen if he had thoughts about their meeting or if any-
thing had occurred to him over the week that he had not 
mentioned. He looked up and said that he had initially felt “a 
lot of relief” during the session – “like, maybe it wasn’t my 
fault” – but admitted that after leaving the office, he felt “just 
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as hopeless” and “uncertain.” Dr. Agni told him she won-
dered if it might be helpful to write a list of the issues that 
Owen considered his priorities and another list of the aspects 
of his work and life that he felt were either problems or inter-
fering with his priorities. He said this sounded like a good 
idea – “I feel so jumbled up, it’s like my brain is spinning.” 
Over that session, Dr. Agni mostly listened to Owen, offering 
some assistance in putting words to his thoughts while check-
ing in frequently about whether he felt she was “on target.” 
She suggested they meet the following week to continue the 
process. Over the next few meetings, they strategized for 
Owen to take a week of vacation at the start of his upcoming 
academic period. They went over various potential solu-
tions – from going on medical leave, to finding an academic 
project that would bring him “excitement and joy” and get-
ting a mentor to help him with it, to consulting a career coach 
to consider other job options. Dr. Agni repeatedly said that 
none of these options were better or worse, and they were 
also not mutually exclusive. Owen expressed feeling less 
“trapped” and more “hopeful.”

After Owen returned from his vacation, they made a plan 
for him to schedule a meeting with his division chief to dis-
cuss his role and his career goals. They talked about ways for 
Owen to advocate for structural changes in how his and the 
other inpatient attendings’ schedule and workflow were orga-
nized. He became excited talking about this, realizing this 
might be a meaningful quality improvement project for him 
to work on, with mentorship, as his academic project. He had 
seen a flyer about a “burnout prevention” lecture being given 
to the residents and decided he would go to that to hear more 
about what the hospital was providing for residents in this 
area. Significant current attention to medical trainee wellness, 
promoted by organizing bodies such as the Liaison Committee 
on Medical Education (LCME) and Accreditation Council 
for Graduate Medical Education (ACGME), is allowing for 
development of more direct efforts to manage and prevent 
burnout among students and residents. Those out of training 
may find fewer resources or less attention to burnout in their 
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work environments and may be at increased risk of not hav-
ing burnout identified until it becomes more severe or prob-
lematic. Dr. Agni supported Owen’s idea about a quality 
project related to burnout, seeing this as a way for Owen to 
feel more confident and to enhance his agency in improving 
his situation, as well as a meaningful contribution to his 
division.

Owen was sleeping better, getting exercise more regularly, 
and finding himself looking forward to evenings out with 
friends. He reported enjoying patient encounters more and 
not feeling dread before work. He talked about his thoughts 
for the future, not sure what path he might end up taking but 
“open to possibilities.” Dr. Agni noticed that she, too, was 
feeling different. She felt a renewed faith in the hospital sys-
tem and in the resilience of her colleagues. She wrote a per-
sonal essay about her experience with personal burnout and 
helping others manage burnout and submitted it for elec-
tronic publication to a physician-centered national website. It 
was accepted.

Pearls
•	 Burnout is a syndrome characterized by emotional 

exhaustion, depersonalization, and a reduced sense 
of personal accomplishment and may develop in the 
context of a work situation where there is a combina-
tion of low perceived autonomy and intense external 
demands.

•	 Management of burnout will need to address both 
the organization-level and individual-level drivers of 
burnout.

•	 Burnout may share many features with psychiatric 
disorders, including depression, and may coexist with 
other disorders, necessitating a careful assessment.

•	 Beliefs and attitudes about the physician experience 
may influence the psychiatrist’s assessment of burn-
out in another physician.
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�Case

Jerome Ocean, a 23-year-old man enrolled in his second year 
of medical school, presented to a student mental health clinic 
for an evaluation by a senior psychiatrist, Dr. Stone, present-
ing with a chief complaint of, “I think I have GAD, and I’m 
really worried my panic attacks are going to get in the way of 
my clerkship performance.” He described feeling like he was 
“worrying all the time,” and he reported incidents of acute 
escalation of anxiety and physical symptoms of arousal in 
clinical settings.

In gathering history, Dr. Stone learned that this was the 
first time Jerome had sought psychiatric treatment or even 
felt like he might need to see a psychiatrist. He had been 
brought up by “down-to-earth, Midwestern parents” and had 
a “busy but happy childhood,” though later revealed that at 
age ten he had lost his father in a car accident, leading to a 
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period of mourning. Jerome was successful both at school and 
in helping out his mother as she struggled with the punctu-
ated course of her multiple sclerosis. On occasion, he would 
reflect on his longing for a father but believed he was strong 
enough to “make it through.” He was accepted to a flagship 
state school an hour drive from home and majored in biology 
with excellent grades. He had some “normal anxiety” about 
exams and would often spend long nights studying so that he 
could get into medical school. His goal was to become a neu-
rologist and take care of patients with conditions like his 
mother’s. During college, Jerome visited her once or twice a 
month to “help out around the house.” He managed to have 
a good social life, with several close friends and two long-
term romantic relationships. Initially, he thought he would 
continue on his expected path by going to the medical school 
attached to his university and was indeed accepted there. His 
plans slowly changed after he was accepted to a top medical 
school on the West Coast. He had trouble recalling whether it 
was he or his mother who had decided, but they came to an 
understanding that he would attend the private school. 
“There was a bit of guilt” and anxiety about who would take 
care of his mother, but she encouraged him not to miss out on 
the golden opportunity.

These feelings dissipated when he actually matriculated. 
He was energized by the prospect of finally getting to do what 
he had always wanted. He made friends and had no trouble 
with the coursework, though spent many nights in the library 
studying and working on a neuroscience research project. 
During his second semester, he started dating a woman in his 
class. He kept in frequent phone contact with his mother, and 
her MS remained quiescent. His spirits were high.

Seven months prior to presenting to the clinic, around 
when his mother had an MS flare requiring a hospital admis-
sion, Jerome’s anxiety worsened, and he began to worry 
about “almost everything.” He ruminated about his mother’s 
health, his grades, or whether his girlfriend would nag him for 
not spending enough time with her. His friends noticed he 
was more irritable, he had trouble focusing on textbook pas-
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sages, and his thoughts kept him from falling asleep, leading 
to fatigue. He continued to socialize, having 3–4 drinks a day 
on weekend nights. Jerome noted that his exam grades went 
down “only slightly,” but what he was really worried about 
was his clinical preceptorship on Monday mornings. Whenever 
he had to stand by a patient’s bedside to present their case, he 
would become dizzy with intense anxiety that he would say 
something wrong, embarrassing, or inappropriate in front of 
the patient, preceptor, and other students. On one occasion, 
he had to excuse himself to sit down and sip a glass of water. 
He still received good feedback from his preceptor but was 
worried that he had come across as a “weak child” to his 
classmates. Furthermore, what would happen when he got to 
the “big league” of clerkships? The final straw came a week 
prior to coming to clinic, when he broke up with his girlfriend 
after an argument about him studying too much, ending the 
nine month relationship. This was all indicative of GAD in his 
eyes. Psychiatric review of systems was unremarkable. To Dr. 
Stone, Jerome appeared as a well-dressed young man, with a 
caduceus pin affixing his tie to his shirt. His mood was “not 
bad,” with a reactive affect and orderly behavior. He fre-
quently seemed to be searching Dr. Stone’s face for approval.

�Principles of Diagnosis and Management

�Diagnosis

Assuming an accurate symptom inventory, the preferred 
diagnosis in this case is generalized anxiety disorder (GAD). 
The patient has had more than 6 months of socially and aca-
demically impairing worry, along with difficulty concentrat-
ing, irritability, early insomnia, and fatigue. This is on a 
background of being a moderately anxious person with high 
professional aims. However, the differential is important and 
includes adjustment disorder with anxious features, panic 
disorder, performance anxiety, and alcohol-induced anxiety 
disorder. Additionally, major depressive disorder and an 
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unspecified personality disorder should be considered though 
are lower on the differential.

His anxiety symptoms appear to reach the level of a diag-
nosable disorder, though could be in line with the expected, 
normal anxiety from the trials of medical school. His intense 
anxiety with dizziness during bedside rounds might indicate 
panic attacks, though it seems to be on a spectrum of his 
everyday ruminative thoughts, and he denied other panic 
symptoms. His alcohol use on the weekends may be exacer-
bating or, less likely, primarily driving his anxiety on Monday 
mornings. Notably, his drinking may be culturally appropri-
ate, to the degree that his peers are also binge drinking.

He described neurovegetative symptoms that could be 
part of a depressive syndrome, and his “irritability” could be 
a proxy for a depressed mood; nonetheless, he was denying 
depressed mood and anhedonia and did not have significant 
features of depression on exam.

Although the patient’s childhood antecedents are presum-
ably contributing to his presentation, at first glance he does 
not have a DSM-5 personality disorder, given healthy inter-
personal relationships and a consolidated identity without 
severe behavioral disturbances.

Lastly, Jerome’s case should certainly be considered in the 
context of the medical student experience. While he presents 
with an overt request to be given a diagnosis, his difficulties 
may not necessitate a diagnostic label and could alternatively 
be conceptualized as less than effective coping in response to 
stressors. If a diagnosis were needed in such a case, adjust-
ment disorder with anxious features would be an apt reflec-
tion of the situation.

�Management and Treatment

GAD is treated with medication and/or psychotherapy, often 
based on patient preference and profile. Typically, patients 
are treated with a serotonin reuptake inhibitor (SRI) medica-
tion; a benzodiazepine may be used cautiously and temporar-
ily if acute relief is needed for the anxiety, physical tension, 
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and insomnia. Many different types of therapy have a proven 
benefit for GAD, including cognitive behavioral therapy 
(CBT), psychodynamically oriented therapies, and “third-
wave” treatments such as mindfulness-based stress reduction 
(MBSR). Alcohol use counseling and motivational interview-
ing would be beneficial if further exploration of his use 
revealed an alcohol-related disorder or if alcohol use was 
thought to be contributing to some of his symptoms.

More specifically to Jerome, based on preliminary history, 
he may benefit from a psychodynamically informed treat-
ment, given the threads of separation difficulties, role confu-
sion, loss, guilt, and perfectionism that run through his 
history.

From a coping and resilience point of view, Dr. Stone 
might choose, in articulating his formulation to Jerome, to 
describe his troubles as a response to a higher intensity of 
acute and chronic stressors than he is accustomed to, for 
which his usual coping mechanisms may not be fully ade-
quate. Rather than speaking in terms of a disorder, such as 
GAD, and treating it through a “medical model” (i.e., assign-
ing a diagnosis which is managed with a prescribed course of 
treatment), Dr. S could consider presenting to him an alter-
nate framework – one in which Jerome might see himself as 
struggling with a real situation that would test even the most 
hardy individual and as having the agency to strengthen his 
coping strategies and enhance his resilience while learning 
tools that would serve him indefinitely over the lifetime of 
stressors that he will continue to face.

If medication is needed, an SRI would be the treatment 
of choice, having good tolerability and effectiveness in a 
wide variety of anxiety disorders. Further, an SRI would 
treat an undiagnosed depressive disorder and perhaps allow 
for some reduction of overly critical thoughts about self and 
related ruminations. Benzodiazepines should be used cau-
tiously and with good risk counseling, as when anxiety is 
high and coping skills are being taxed, an individual may be 
at risk for escalating use; combining these medications with 
excess alcohol would also be a potential danger to review 
explicitly with the student.
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�Principles for Doctors Treating Doctors

Developed societies with rich economies that allow for lon-
ger periods of education have encouraged a trend toward an 
extended duration of adolescence, in which the student 
remains dependent on the family and their role is viewed as 
different from other adult occupations. Students run up 
against new academic demands in higher education, present-
ing threats to their precarious self-esteem [1]. Medical stu-
dents are no exception. They must go through several costly 
years of undergraduate and medical school, often in addition 
to gap years for research, volunteering, or temporary employ-
ment. Once graduating, they are faced by the prospect of resi-
dency and specialization through fellowship training. Many 
are burdened by geographic displacements and must cut off 
nascent relationships at each stage. Bereft of money and for-
ever occupied as a student, such a lifestyle may present 
barriers to becoming a full-fledged adult.

Therefore, it was unsurprising to Dr. Stone that Jerome, 
already at risk with his personal history, was struggling with 
anxiety and guilt around separating from his mother and 
forming lasting romantic relationships in a faraway city. 
During the second session, when discussing treatment options, 
Jerome adamantly refused medication because he did not 
want to rely on it. Despite reassurances for confidentiality, he 
also did not want to enter individual therapy; expressing irri-
tation and discomfort at the prospect, he asked Dr. Stone if 
this would lead to him being “reported” to the school admin-
istration as a problem student.

During the initial engagement process, Dr. Stone recalled 
that Jerome’s father was a Buddhist; Jerome had fondly 
recounted spending every Sunday with him meditating on the 
shore of a nearby lake. Jerome accepted Dr. Stone’s sugges-
tion for mindfulness-based stress reduction (MBSR) at a 
community center. He agreed that this sounded like a fairly 
good idea. He felt he could trust the treatment more if it were 
disconnected from the university, anticipated that it would be 
easier to tell his peers about it because it did not seem like 
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traditional psychiatric treatment, and had a sense of wanting 
to reconnect with his experiences meditating. He agreed to 
follow up with Dr. Stone every two to four weeks, and over 
the next few months Jerome’s anxiety improved, he focused 
better on schoolwork and on rounds, and he felt less irritable. 
He tentatively reconciled with his girlfriend but continued to 
struggle with intimacy. Through cultivation of mindfulness, he 
became aware of just how self-critical his thoughts were, even 
over small matters.

Generally, mindfulness meditation encompasses several 
practices and goals. It seeks to improve attention regulation 
through focus on various meditation objects so as to develop 
an improved capacity to be more fully in the present and 
take a non-judgmental stance toward one’s self, thoughts, 
and feelings, as well as those of others. Some meditation 
practices, such as vipassana, (Sanskrit: “insight”), strive 
toward the development of a specific kind of insight about 
the transience of mental phenomena and the illusory nature 
of the self. The neuroscience literature suggests that various 
types of meditation can improve regulation of attention, 
emotion, and awareness [2]. MBSR and the closely related 
mindfulness-based cognitive therapy (MBCT) are part of 
what some call the “third wave” of CBT. MBSR was created 
by Dr. Jon Kabat-Zinn as a more standardized, clinically 
applicable method of implementing mindfulness meditation 
treatment [3]. It has proven efficacy in GAD [4] and has 
been shown to reduce employee stress [5].

Over subsequent sessions, after starting clinical rotations, 
Jerome would describe to Dr. Stone coming home drained, 
often experiencing his patients’ suffering as his own. It was 
easy to empathize with them after having had firsthand expe-
rience with his mother. The critical voice in the back of his 
head became louder, often delivering a biting commentary 
about how he was failing his patients. He had yet to connect 
this with his childhood experience of needing to take care of 
his mother. Jerome added a loving-kindness meditation to his 
routine that he had learned in his course; he would repeat 
mantras with the intention for himself and others to be free 
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of suffering and truly happy. Germer and Neff define self-
compassion as having three parts: self-kindness, a sense of the 
universality of humanity, and de-identification with pain [6]. 
This has been applied clinically through compassion-focused 
therapy, which shows early potential, especially for those with 
high self-criticism or shame, or an avoidant style [7, 8]. Bloom 
argues that under many circumstances compassion is a 
healthier, more productive choice than empathy. “Unmitigated 
communions,” or repeatedly putting oneself “into the shoes” 
of others (including patients), may lead to burnout. In con-
trast, to practice compassion means to be unilaterally kind, 
warm, and caring toward others, which does not require 
higher level cognitive or emotional empathy with the other. 
However, it would not be a stretch to say that an empathic 
connection remains vital for understanding patients and 
forming a strong alliance, especially in therapy [9]. Epstein’s 
comparative analysis of Buddhism and psychoanalytic theory 
has attempted to reconcile the two and has convincingly 
responded to Rolland and Freud’s objection to mindfulness 
meditation and religious practices as merely the pursuit of an 
“oceanic feeling” [10].

The demands and peculiarities of medical school may lead 
some students whose problems do not rise to a pathological 
level to seek psychiatric help. Selecting those who need psy-
chiatric treatment may be challenging. One must not invali-
date the student’s struggles, such as by dismissing their 
concerns as part of a “medical student syndrome” (i.e. the 
partial identification with a diagnosis in the learning process) 
or otherwise leave them with an unfavorable experience that 
closes the door to future help-seeking. However, assigning a 
clinical diagnosis to a common response like normal anxiety 
around grades could over-prioritize adaptation to the patient 
role, and lead to regressive behavior or loss of resilience.  
Developing and sharing a conceptualization with the student 
about how stressors, coping skills, lifestyle behaviors, and 
personality factors may all be interacting to cause distressing 
or impairing symptoms are one way to offer the student a 
narrative for understanding the current situation and for set-
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ting the stage for further development of insight and curiosity 
about oneself. For students not needing clinical treatment, 
universal, wellness-type interventions sponsored by the 
school may be useful and have a low barrier to entry for those 
ambivalent about seeing a psychiatrist.

Finally, the transference and countertransference formed 
between the doctor and student-doctor as patient provide 
unique pitfalls and opportunities. In Jerome Ocean’s case, Dr. 
Stone was able to understand his academic challenges from 
his own personal experience and could admire him for his 
dedication in caring for his mother, seeing this as a portent of 
a robust physicianly attitude. However, Dr. Stone also became 
aware of a fleeting, sadistic wish for his patient to go through 
the same “harsh” training process that he had as a student 
during a more demanding era in which the student’s attention 
to their own emotional well-being was not a priority and even 
at times explicitly devalued. Such a countertransference 
would make it more difficult for the physician provider to 
empathize or offer validation to a student-patient with mild 
symptoms that present as “normal” responses to a situation 
(e.g., the “worried well” student). Awareness of such counter-
transference responses, and understanding of the student-
patient as an individual, rather than as a member of a broader 
group, will help the psychiatrist to develop a therapeutic 
approach to the patient. Reassurance and normalization can 
then be offered in a way that is validating and encourages 
further self-awareness for the student-patient, rather than in 
a manner that could be experienced as silencing or shaming. 
In other words, the message that “med school is tough, but if 
I made it, you can too!” can be conveyed spitefully or with 
compassion.

�Outcome

With the boon of more self-compassion, Jerome’s anxiety con-
tinued to improve. He grew closer to his girlfriend and found 
himself feeling less preoccupied with his mother’s health. 
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While he still worried, he felt more able to come up with spe-
cific actions he could take to help her rather than an over-
whelming sense of “powerlessness.” During his clerkships, he 
cared for his patients without feeling inundated by their prob-
lems. Late in medical school, he worked with Dr. Stone in a 
brief psychodynamic treatment, offering an opportunity to 
explore his early life and his relationships with others – not 
things that were focused on in his mindfulness practices. He 
began to verbalize guilt he felt over not being able to help his 
mother enough and dug deeper into the psychological impact 
of his father’s loss and having to take care of his mother as a 
child. He matched in neurology and completed a fellowship in 
multiple sclerosis at his home state’s university hospital.

Pearls
•	 For medical students, the transition to adulthood is 

complicated by financial and time constraints, geo-
graphic displacements, and a prolonged identity as a 
student.

•	 Medical school confronts students with new aca-
demic demands and realities different from their 
idealized dreams. The typical stress and anxiety of 
medical school makes it more challenging to differ-
entiate students needing psychiatric treatment from 
those who do not.

•	 Previously successful or healthy students can find it 
shaming and difficult to seek professional mental 
health treatment. Less traditional approaches to 
mental well-being may be less daunting there is 
mounting theoretical, neuroscientific, and clinical 
evidence for treatments such as MBSR/MBCT and 
compassion-focused therapy.

•	 The relationship between a doctor and student-doc-
tor provides unique therapeutic value. So use it!

C. R. Green and J. S. Gordon-Elliott



255

References

	 1.	 Elson M, editor. The Kohut seminars on self psychology and psy-
chotherapy with adolescents and young adult. Ontario, Canada: 
Penguin Books Canada Ltd; 1987.

	 2.	 Tang YY, Hölzel BK, Posner MI. The neuroscience of mindful-
ness meditation. Nat Rev Neurosci. 2015;16(4):213–25.

	 3.	 Kabat-Zinn J.  Full catastrophe living: using the wisdom of 
your body and mind to face stress, pain, and illness. New York: 
Bantam Books; 2013.

	 4.	 Hoge EA, Bui E, Marques L, et al. Randomized controlled trial 
of mindfulness meditation for generalized anxiety disorder: 
effects on anxiety and stress reactivity. J Clin Psychiatry. 
2013;74(8):786–92.

	 5.	 Janssen M, Heerkens Y, Kuijer W, van der Heijden B, 
Engels J.  Effects of mindfulness-based stress reduction on 
employees’ mental health: a systematic review. PLoS One. 
2018;13(1):e0191332.

	 6.	 Germer C, Neff K.  Self-compassion in clinical practice. J Clin 
Psychol. 2013;69(8):856–67.

	 7.	 Leaviss J, Uttley L. Psychotherapeutic benefits of compassion-
focused therapy: an early systematic review. Psychol Med. 
2015;45(5):927–45.

	 8.	 Mackintosh K, Power K, Schwannauer M, Chan SWY.  The 
relationships between self-compassion, attachment and inter-
personal problems in clinical patients with mixed anxiety and 
depression and emotional distress. Mindfulness. 2018;9(3):961–
71. https://doi.org/10.1007/s12671-017-0835-6.

	 9.	 Bloom P.  Against empathy: the case for rational compassion. 
New York: HarperCollins Publishers; 2016.

	10.	Epstein M.  Beyond the oceanic feeling: psychoanalytic study 
of Buddhist meditation. In: Molino A, editor. The couch and 
the tree: dialogues in psychoanalysis and Buddhism. New York: 
North Point Press; 1998.

Chapter 20.  The Case of Jerome Ocean: A Student’s…

https://doi.org/10.1007/s12671-017-0835-6


257© Springer Nature Switzerland AG 2019
J. S. Gordon-Elliott, A. H. Rosen (eds.), Early Career 
Physician Mental Health and Wellness, 
https://doi.org/10.1007/978-3-030-10952-3

Index

A
Acamprosate, 78
Accreditation Council for 

Graduate Medical 
Education (ACGME), 
94, 242

Acute stress disorder (ASD), 49, 
117, 170, 171, 176

Addiction
abuse of opioids and sedative/

hypnotics, 79
alcohol withdrawal, 74
diagnosis, 75, 76
emergency medicine, 79
FRAMER acronym, 82
management and treatment, 

77, 78
outcome, 83
PHP, 81, 82
punitive approach to 

physician  
impairment, 80

residential addiction 
treatment program, 75

screen for, 164
SUD, 78, 79, 81

Adjustment disorder, 48, 230, 
231, 247, 248

characterization, 120, 136
definition, 116

diagnosis, 104, 105, 196, 228
psychotherapies, 172
sub-types of, 117
treatment, 105, 106, 117, 137

Alcohol use disorder, 13, 75, 76, 
78, 160, 170, 172

Alpha-1-adrenergic receptor 
blockers, 49

American Psychiatric 
Association’s 
guidelines, 39

Anabolic corticosteroid, 91
Anorexia nervosa (AN), 57, 60, 

62, 65, 70
Maudsley family  

therapy, 63
treatment, 63

Antidepressants, 14, 25, 49, 64, 
106, 108, 150, 198, 232

Antipsychotics, 39, 41, 42, 64, 93, 
212, 216

Anti-reward systems, 78
Antiseizure medications, 93
Antisocial personality disorder, 

76, 89, 90, 210, 211, 213
Anxiety attacks, 23
Anxiety disorder, 13, 24, 25, 49, 

53, 62, 68, 79, 105, 108, 
117, 160, 162, 172, 245, 
246, 250, 253

https://doi.org/10.1007/978-3-030-10952-3


258

Anxiety in gay resident
countertransference 

responses, 153
diagnosis, 148, 149
gay physician in training, 151
LGBTQI, 150–152
management and treatment, 

149, 150
outcome, 153–155
paranoid, 152
patient history, 145–147

Anxiolytics, 14, 49, 106
Aripiprazole, 93
ASD, see Acute stress disorder 

(ASD)
Atypical antipsychotics, 39, 64, 

93, 212, 216
Avoidant restrictive food 

intake disorder 
(ARFID), 60, 61

B
Benzodiazepine, 25, 49, 74, 79, 

117, 150, 160, 248, 249
Beta-blockers (propranolol), 93
Binge eating disorder (BED), 60, 

61
Bipolar disorder, 5–7, 126, 210

bipolar I disorder with 
psychotic features, 4

definition, 213
Body dysmorphic disorder 

(BDD), 62
Borderline personality disorder 

(BPD)
diagnosis, 13, 14
dysregulated patient and 

disparaging resident, 15
management and treatment, 

14
outcomes, 18, 19
patient history, 11–13
psychoeducation, 17, 19
psychotherapy, 15
transference focused 

psychotherapy, 16

Bulimia nervosa (BN), 60, 70
Burnout, 227, 235, 236, 238, 240

assessment of, 239
cognitive-based perspectives 

and biases, 239
contagious, 231
core physical symptoms of, 

237
definition, 230, 243
drivers of, 231
emotionally-based 

perspectives and  
biases, 239

features of, 236
implications of, 230
management of, 243
outcome, 241–243
patient history, 223–227
prevention, 242
symptoms, 230
treatment, 233

C
Caffeine, 160
Cancer, 158, 161, 162
Cannabis use disorders, 13, 79
Carbamazepine, 93
Cardiomyopathy, 59
Career-defining decisions, 

133–135, 138
anxiety, 140, 141
diagnosis, 136, 137
financial and geographic 

factors, 139
medical training, 138, 140, 143
mental health professionals, 

143
outcome, 142, 143
overidentification, 141
professional identity 

formation, 140, 143
separation/individuation, 139

Catastrophic Illness
diagnosis, 116, 117
intellectualized  

approach, 118

Index



259

management and  
treatment, 117

outcome, 119, 120
over-identification, 121
patient history, 115, 116
role transition, 118
work-life balance, 119

Chronic stress, 65, 228, 249
Clonidine, 93
Cognitive behavioral therapy 

(CBT), 160, 232, 249
anxiety in gay resident, 149
disruptive physician, 92, 99
eating disorder, 64
mania, 7
panic disorder, 25, 26, 30
schizophrenia, 39, 41, 42
trauma with clinical care, 

50–52
Compassion-focused therapy, 

252, 254
Complicated grief, 105
Countertransference, 8, 30, 68, 

142, 162, 190, 201–203, 
217, 221, 240, 241, 253

Culture-independent 
psychological  
factors, 200

D
Debriefing approaches, 168, 173, 

175, 177
Delusional disorder, 38
Depression, 68, 110, 197

diagnosis, 126, 127
higher divorce rate, 129
internal conflicts and 

relationship  
difficulties, 129

outcome, 130, 131
patient history, 123–126
post-partum  

depression, 128
symptoms of, 131
treatment, 127

Dialectical behavioral therapy 
(DBT), 14, 18, 92, 99

Disruptive physician
ACGME, 94
awareness of transference and 

countertransference 
reactions, 97

diagnosis, 89–91
long-term behavioral stability 

of physicians, 95
medical residents, 96
medical students, 96
narcissistic personality 

disorder, 89
organizational pathway for 

the identification, 
treatment, and 
remediation, 95

outcome, 97, 98
overlapping demands in the 

treatment, 96
patient history, 87–89
treatment, 92, 93

Disulfiram, 78
Divalproex, 93
Diversification, 235

E
Eating disorder, 57, 59

anorexia nervosa (AN), 64, 65
cognitive-behavioral 

techniques and 
nutritional guidance, 70

countertransference, 68
diagnosis, 60–62
family therapy, 66
management and  

treatment, 62–64
medical student mental 

health, 57
medical training, 69
outcome, 69, 70
patient history, 57–59
SSRI, 68
stress, 66

Index



260

Eating disorder screen for 
primary care (ESP), 63

Edinburgh Postnatal Depression 
Scale, 184

Emerging adults, 67
End stage-kidney disease 

(ESRD), 2, 6
Escitalopram, 14, 51, 138
Ethical violations, 213, 220
Evidence-based psychotherapy, 

25, 185
Eye movement desensitization 

and reprocessing 
(EMDR), 49–50

F
Family therapy, 39, 42, 57, 63, 66, 77
Federation of State Physician 

Health Programs, 77
Feeding and eating disorders 

(FED), 60–62, 64

G
Gabapentin, 78
Gay conversion therapy, 146
Gay, lesbian, bisexual, 

transgender, queer and/
or intersex (LGBTQI), 
146–148, 150–155

Generalized anxiety disorder 
(GAD), 24, 135, 136, 
196, 245, 247, 251

diagnosis, 159
management and  

treatment, 160
medical model, 249
treatment and management, 

248
Guanfacine, 93

H
Health, definition of, 234
Homicidal ideation, 92
Hypothalamic-pituitary-adrenal 

(HPA) axis, 236

I
Imitative suicide, 107
Immigrant physician, 

complexities of training
culture-independent 

psychological  
factors, 200

diagnosis, 196–198
IMG physicians, 198, 199
management, 197
outcome, 202, 203
patient history, 193–196
self-motivated and proactive 

learning, 199
transference and 

countertransference, 
201, 203

Individual-focused  
strategies, 233

Insomnia, 74, 76, 104, 109, 117, 127, 
137, 148, 161, 183–185, 
226, 247, 249

Institution-based factors, 233
Intermittent explosive disorder 

(IED), 90–93, 99
International medical 

graduate (IMG) 
physicians, 198, 199

Interpersonal psychotherapy 
(IPT), 106, 118, 197

L
LGBTQI-affirmative therapy, 

155
Liaison Committee on 

Medical Education 
(LCME), 242

M
Major depressive 

disorder (MDD),  
3, 48, 126, 128, 171, 196, 
228, 232

Major depressive episode 
(MDE), 13, 117, 127, 
184, 228, 236–238

Index



261

Mania
bipolar disorder, 6
delusions of grandeur, 6
diagnosis, 4, 5
ESRD, 6
management, 5
mood stabilizers, 9
outcomes, 9
patient history, 1–3
valproate, 7

Marital conflict, risk of, 126
Maudsley family therapy, 63
MDD, see Major depressive 

disorder (MDD)
MDE, see Major depressive 

episode (MDE)
Medicaid, 199
Medical student  

syndrome, 252
Mental health, 117, 119–121
Mild depression, 160
Mindfulness-based cognitive 

therapy (MBCT), 251, 
254

Mindfulness-based stress 
reduction (MBSR), 
249–251

Mindfulness  
meditation, 251, 252

Mood and anxiety  
disorders, 68, 79, 108, 
117, 197, 202

Mood stabilizers, 7, 9, 93

N
Naltrexone, 78
Narcissistic personality disorder 

(NPD), 89, 90, 92
characteristics of, 210
cluster B personality traits, 

215
countertransference,  

217, 221
diagnosis, 209–211
ethical violations, 213
management, 211, 212
outcome, 219, 220

psychiatric condition, 213
range of severity, 214

Nervous breakdown syndrome, 3, 
4

NICE guidelines, 39
Nonconforming sexuality, 150
NPD, see Narcissistic personality 

disorder (NPD)
Nutritional counseling, 57, 64

O
Obsessive compulsive 

personality disorder 
(OCPD), 62

characterization, 229
traits of, 229
treatment, 232

Olanzapine, 39
Opioid-receptor agonists, 78
Organizational-based strategies, 

233
Oxcarbazepine, 93

P
Panic attacks, 23, 24, 27–29, 111, 

159, 160
Panic disorder, 160

CBT, 26, 30
countertransference, 30
diagnosis, 23, 24
doctor-patient confidentiality, 

29
impaired physician, 29
management and treatment, 

25
outcomes, 31, 32
panic attack, 27–29
patient history, 21–23
psychodynamic  

technique, 30
psychoeducation, 26
time-limited focused 

psychotherapy, 26
unconscious and conscious 

anxieties, 30
Parental leave, 186, 188, 189

Index



262

Patient deaths
diagnosis, 169–171
grief, 168, 169
management and treatment, 

171, 172
on medical services, 172
mental health and coping 

mechanisms, 173
mental health care, 176
outcome, 176, 177
provide therapy, 174–175
residency training programs, 

175, 177
supervisors and training 

programs, 177
Patient suicide, 169, 170, 172–174
Perinatal depression, 184, 185
Peripartum depression, 185
Peripartum onset, 184, 185
Personality disorder, 4, 5, 62, 76, 

98, 117, 211, 213, 214, 
229, 248

Pharmacotherapy, 14, 25, 26, 117, 
198, 232

Phenytoin, 93
Physical illness, 76
Physician health programs 

(PHPs), 75, 78, 80–84
Physician impairment, 75–77
Post traumatic stress disorder 

(PTSD), 170, 172
Postpartum blues, 182, 184
Postpartum depression, 106, 

126–128, 185
Postpartum mood episode, 183, 

185
Postpartum onset, 184
Posttraumatic stress disorder 

(PTSD), 48, 117
characterization, 228
diagnosis, 48, 49
psychiatric comorbidities, 51, 

53
suicide, 104, 108

diagnosis, 104, 105
lack of social support, 112
treatment, 106

treatment, 49, 50, 53, 232
Prazosin, 51, 52
Pressured speech, 2, 4
Primary psychotic  

disorder, 4, 185
Primary psychotic illness, 42
PRN benzodiazepines, 117
Psychiatric disorders, 60, 63, 65, 

68, 75, 126, 151, 171, 
212, 213, 238, 243

Psychiatric illness, 8, 79, 128, 178, 
220

Psychodynamic psychotherapy, 
25, 106, 109, 118, 232

Psychodynamically-informed 
treatment, 249

Psychodynamically-oriented 
therapies, 249

Psychoeducation, 17, 19, 26, 32, 
41, 43, 64, 108, 220

Psychosis, 185, 209
diagnosis, 38
management and treatment, 

39, 42
neuroleptic medications, 46

Psychotherapy, 14, 15, 26, 49, 53, 
93, 98, 106, 107, 113, 117, 
119, 127, 136–138, 155, 
172, 176, 177

Q
Quetiapine, 5, 9, 39, 93

R
Remediation, 94, 98
Residency training programs, 175, 

177, 194
Resilience, 149, 155, 234, 249
Risperidone, 39

S
Schema focused therapy (SFT), 

211, 212
Schema theory, 211

Index



263

Schizoaffective disorder, 38
Schizophrenia, 46

antipsychotic medication, 41
diagnosis, 37, 38
doctor-patient boundary, 40
doctors treating doctors, 

principles of, 42
management and  

treatment, 39
outcomes, 41
paranoid delusions, 40
patient history, 35–37
psychoeducation, 41
for women, 39

Sedative-hypnotics, 106, 108
Seizures, 38, 91
Selective serotonin reuptake 

inhibitors (SSRI), 14, 
64, 68, 136, 160, 163, 249

Self-awareness, 13, 14, 128, 131, 
235, 253

Serotonin reuptake inhibitors 
(SRIs), 25, 49, 93, 98, 
127, 149, 160, 172, 183, 
185, 190, 248

Serotonin-norepinephrine 
reuptake inhibitors 
(SNRIs), 160

Sleep deprivation, 182, 189, 190
SSRI, see Selective serotonin 

reuptake inhibitors 
(SSRI)

Stress and sleep deprivation, 41
Stress response, 236, 237
Substance use disorder (SUD), 

14, 19, 62, 75, 76, 78–80, 
83, 126, 185, 229

completed physician suicides, 
79–80

initial clinical presentations of 
physicians with, 81

lifetime prevalence of, 78
outcomes, 84
PHPs, 75
physician impairment, 76,  

77, 83

recommendations to prevent 
development of, 83

treatment, 77
Substance-induced bipolar 

disorder, 4, 210
SUD, see Substance use disorder 

(SUD)
Suicidal behavior, 107, 108, 215, 216
Suicidal ideation, 4, 13, 18, 73, 92, 

104, 108
Suicidality, 13, 51, 63, 90, 147, 183, 

185, 215, 216, 220, 
238–240

Suicide, 41, 101, 102, 104, 172–174, 
176

by fellow resident, 103
diagnosis, 104, 105
imitative suicide, 107
management and treatment, 

105, 106
outcome, 112
panic attack, 111
psychotherapy, 106, 107
PTSD, 108
survivors of, 112

Supportive psychotherapy, 105, 
149, 183, 197, 216, 232

Supportive therapy, 160, 163

T
Tamoxifen, 158–162
Topiramate, 78
Transference focused 

psychotherapy (TFP), 
14, 16, 211

Transference responses, 201,  
203, 253

Trauma with clinical care
diagnosis, 47–49
escitalopram, 51
graded exposure hierarchy, 52
management and treatment, 

49, 50
outcomes, 52, 53
patient history, 45–47

Index



264

prazosin, 51
PTSD, 51, 54
trauma-focused cognitive 

behavioral therapy, 51
Trazodone, 108

U
Unmitigated communions, 252

V
Valproate, 5, 7, 9
Vipassana, 251

W
Wellness, definition of, 234

Index


	Preface
	References

	Contents
	Contributors
	Chapter 1: The Case of Joseph Martinez: A Medical Student with Mania
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management

	Principles for Doctors Treating Doctors
	Outcome
	Reference
	Suggested Reading


	Chapter 2: The Case of Monica Khuma: More than Borderline Difficulties
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	Reference
	Suggested Reading


	Chapter 3: The Case of James Dire: The Problem with Panic
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 4: The Case of Ramona Williams: Losing Touch
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 5: The Case of Daniel Terzi: Trauma with Clinical Care
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 6: The Case of Abigail Nunce: The Weight of Medical Training
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References

	Chapter 7: The Case of Dr. Sigi Halsted: Overdose in the OR
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcomes
	References

	Chapter 8: The Case of Erik Quimby: A Disruptive Physician in Training
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 9: The Case of Tammy Dohada: When a Fellow Resident and Close Friend Commits Suicide
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 10: The Case of Ruth Daughtery: Navigating Catastrophic Illness in a Family Member
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References

	Chapter 11: The Case of Bianca Cring: Professional Loyalty and Personal Infidelity
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References

	Chapter 12: The Case of Anita Rao: Defining a Career and a Self
	Case
	Principles of Diagnosis and Treatment
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 13: The Case of Regan Cooper: Anxiety in a Gay Resident
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References

	Chapter 14: The Case of Katherine Moss: Caring for Oneself to Care for Others
	Case
	Principles of Diagnosis and Treatment
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	Reference
	Suggested Reading


	Chapter 15: The Case of Simona Moya: Patient Death and Support for the Doctor
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 16: The Case of Leila Moro: Not Just the Blues
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 17: The Case of Shilpa Shah: The Complexities of Training an Immigrant Physician
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management

	Principles for Doctors Treating Doctors
	Outcome
	References

	Chapter 18: The Case of Edward Thad: An Ethical Dilemma
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 19: The Case of Owen Burt: Running on Empty
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References
	Suggested Reading


	Chapter 20: The Case of Jerome Ocean: A Student’s Classic Conundrum
	Case
	Principles of Diagnosis and Management
	Diagnosis
	Management and Treatment

	Principles for Doctors Treating Doctors
	Outcome
	References

	Index

