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Patients want a relationship with a physician with whom they can talk freely, and physicians
vary in how they engage with patients. One form of engagement is self-disclosure, in which
the physician reveals something personal about himself or herself. Historically, self-disclosure
has been considered unacceptable in both psychiatry and medicine. Freud advocated that
psychotherapists act as blank slates, and Osler advised physicians to maintain aequanimitas
or impartiality (1). Recent psychodynamic literature stresses boundaries, calling clinician self-
disclosure risky, potentially motivated by projection, and distracting to patients (2–5).

Nevertheless, recent studies reveal that primary care physicians are talking about themselves
to 25% to 30% of patients, and that these disclosures may not be effective in increasing rapport,
conveying understanding, or helping patients engage in improved self-care (6–8). Using
simulated dialogue as illustration for primary care physicians and drawing on theory and
evidence in the literature, we discuss the effectiveness of physician self-disclosure and offer
practical suggestions. We focus mainly on spontaneous verbal self-disclosures (for example,
information that the physician offers about his or her own physical or mental health, personal
life, or beliefs, but not in response to a patient question) and make recommendations for
improving or replacing these disclosures on the basis of research we and others have conducted.
We then briefly discuss inadvertent disclosure and patient requests for self-disclosure.
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SPONTANEOUS SELF-DISCLOSURE
One trigger for spontaneous self-disclosure occurs when physicians meet patients facing
symptoms, challenges, or life situations that they themselves have encountered. We
recommend that physicians who feel the impulse to self-disclose in these instances become
more aware of the impulse and its triggers and consider the usefulness of each disclosure. Often,
physicians can replace the disclosure with a more effective, empathic statement or make the
self-disclosure more effective by keeping it brief and transitioning quickly back to the patient.

Consider Self-disclosures Carefully
A recent study of self-disclosures by community doctors revealed that 40% of physician self-
disclosures were unrelated to patients’ preceding remarks (6). Most self-disclosures (85%) did
not seem to address patients’ medical concerns or promote relationship-building, and 11%
seemed disruptive, in that they interrupted patient histories, were competitive, or raised
potentially troubling emotional issues. In many examples, researchers found clinicians telling
patients in seemingly reflexive ways that they share an experience and also that many
physicians lost sight of patients in their disclosures (5,6,8).This loss of focus may explain the
finding that physician self-disclosure can reduce patient satisfaction (7). We recommend that
physicians examine situations that trigger their impulses to disclose personal information and
consider the relevance of the potential disclosure to patients. Enhanced awareness is likely to
avert a substantial number of irrelevant disclosures.

Ultimately, the only appropriate purpose of physician self-disclosure is to serve patient needs,
requiring physicians to reflect on their motivations for and the potential utility of each self-
disclosure. Some potentially good reasons for physician self-disclosure include role-modeling
and building and maintaining relationships with patients. In the following example, the
physician uses her own experience to both reassure the patient and model a health behavior.

Patient: I feel nervous about my colonoscopy.

Physician: Any particular reason?

Patient: It’s embarrassing. And what if it hurts?

Physician: Well, I’ve had one myself, and they keep you pretty sedated. It wasn’t that bad.
You could ask Dr. J [the gastroenterologist], because she is the one who would manage
your pain during the procedure.

Physicians might use similar self-disclosures to encourage patients to undergo other screening
tests or to adhere to recommended medications. One study examined primary care patients’
reactions to such role-modeling by asking them to rate 2 psychoeducational videotapes (9). In
one video, a physician spoke about her own health behaviors and, in the other video, the same
physician counseled without self-disclosure. Patients rated the self-disclosing video as more
believable and motivating. In a study of 357 Israeli patients, 20% reported that physicians used
self-disclosure to convince them to accept a procedure or treatment, and 76% of those patients
felt it was effective (10).

Experienced family physicians report that use of self-disclosure can promote intimacy and
mutuality (11), and some believe that physician self-disclosure can decrease hierarchy (12,
13). In the following example, the physician expresses personal understanding, acceptance,
and solidarity with the patient’s situation, and then follows with a transition back to the
physician role and to the patient’s situation.

Patient: I just can’t seem to stop crying and no one seems to understand …
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Physician: I cried a lot with my divorce, too. You know, when our bodies say we need to
cry, maybe there’s something helpful happening. How are your kids handling it?

In one study, 22% of patients reported that knowledge of their physician’s private life would
improve the relationship (10). Primary care patients who were generally dissatisfied with
physician self-disclosures did not perceive disclosures categorized as rapport-building
negatively (8).

Consider Alternatives to Self-disclosure
We suggest that physicians consider potentially more effective alternatives to self-disclosures.
To show support, physicians might offer empathy and partnership, such as “I know how
frightening getting a biopsy is. I want you to know you can call me anytime,” in place of self-
disclosure, such as “I know how frightening getting a biopsy is because I had one last
year” (14–18). Before assuming that the patient shares the same response to a shared life
experience, she might explore further the patient’s situation (“So you have a new baby! How
is that going for you?” instead of, “So you have a new baby! I was so bored staying home with
my newborn”). Finally, in giving advice based on personal experience, the physician might
find it just as helpful to generalize the experience (“Having a spouse with Parkinson’s can be
very difficult,” instead of, “My mother just had a horrible time when my father was
diagnosed”). This conveys understanding without shifting focus to the physician.

Engage in Self-care
We suggest that physicians find ways to care for themselves because of the risk for excessive
self-disclosure when their own needs are not being met. All practicing physicians constantly
face emotionally provocative situations. Sharing with a colleague, friend, or family member
can diffuse stress, as can briefly stepping out of the room. Also, Balint groups (in which
physicians can discuss and explore patient care issues in a confidential and supportive setting),
mindfulness training, relaxation, psychotherapy, or practice consultations can address
countertransference and help in maintaining focus (19–22).

If the physician decides that self-disclosure may be helpful to the patient or finds himself or
herself in the midst of a spontaneous disclosure, the following steps may make disclosure more
effective.

Keep Disclosures Brief and Patient-Focused
In studies in which most self-disclosures in primary care seemed unhelpful, the potentially
beneficial disclosures were brief and directly related to patient concerns (6–8). Physicians
should be attentive to patients’ level of interest and follow patient cues about the length of
disclosure. Although patients may feign interest out of concern about the physician’s reaction,
a lukewarm response to disclosure can indicate that additional information might not be helpful.

Transition the Focus Back to the Patient
In the following example, as well most of the others we use for illustration, the physician self-
discloses in response to a cue from the patient, quickly resumes focus on the patient, and
minimizes the risk for distraction from the patient’s concerns.

Patient: I have been struggling with this infertility issue. My husband and I lost a
spontaneous sex life a while ago. It seems like no one understands how I feel.

Physician: It sounds very difficult. I understand some of what you are going through,
having had infertility problems too. It puts a lot of stress on the marriage. Tell me where
you are in the process. …
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Despite our recommendation to quickly resume focus on the patient after self-disclosure, a
recent study that used qualitative analysis of self-disclosures made by community physicians
revealed that only 21% of physicians returned to the patient’s topic preceding the disclosure
(6), which decreased the likelihood that the disclosure would benefit the patient.

PATIENT REQUEST FOR SELF-DISCLOSURE
Patient-initiated physician self-disclosure may differ from physician-initiated self-disclosure
because the patient is requesting information. Patient queries run the gamut from social chitchat
to more personal and discomfiting inquiries. In one study, female physicians considered
personal questions to be boundary violations more often than male physicians did (23).
However, responses to personal inquiries often help to create ease in a long-term patient–
physician relationship, and they can be brief and easily redirected to resume focus on the
patient, as seen in the following example:

Patient: What are your kids doing this summer?

Physician: They’re looking for jobs at the moment. What about yours?

INADVERTENT SELF-DISCLOSURE
Sometimes, as the example below illustrates, physician self-disclosure is unavoidable, such as
when a physical characteristic indicates pregnancy or hair loss from chemotherapy, or when
living in a small community (24).

Patient: Your nurse said it’s OK to ask about your cancer. I heard about it the other day.
I’ve been praying for you.

Physician: I appreciate your concern. Did you have any specific questions?

Patient: Of course, I’m wondering if you will be all right.

Physician: At this point, things are stable and I am hopeful. It is very kind of you to include
me in your prayers. Let’s talk about what brought you in today …

Also, physicians cannot always conceal their nonverbal reactions to events in their patients’
lives, and sometimes their genuine human response is appreciated (25,26). Although these
types of disclosures are not completely under the physician’s control, their impact should be
managed to the patient’s benefit, by warmly acknowledging the patient’s concerns and then
transitioning back to the patient’s own health, as demonstrated above.

In conclusion, little empirical evidence about physician self-disclosure is available, but we
offer some tentative conclusions based on available evidence and our experience. Limited data
suggest that when content directly relates to patient concerns and length is brief, some physician
disclosures may be appreciated. To curtail unhelpful disclosures, physicians must become
aware of their impulses to self-disclose and consider using alternative strategies, such as
empathy. Doing so will usually lead to fewer, shorter disclosures quickly followed by renewed
focus on the patient. Most important, self-disclosure, when it does occur, should benefit the
patient, thereby advancing the therapeutic relationship between physician and patient.

Acknowledgments
The authors thank Ronald Epstein, MD, and Janine Roberts, PhD, for their review of the manuscript.

References
1. Osler, W. Aequanimitas. New York: McGraw-Hill; 1932.

Morse et al. Page 4

Ann Intern Med. Author manuscript; available in PMC 2010 May 11.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



2. Nadelson C, Notman MT. Boundaries in the doctor-patient relationship. Theor Med Bioeth
2002;23:191–201. [PMID: 12467344]. [PubMed: 12467344]

3. Moldawsky RJ. New support for long-standing cautions about self-disclosure [Letter]. Arch Intern
Med 2008;168:110–111. [PMID: 18195205]. [PubMed: 18195205]

4. McDaniel, SH.; Campbell, TL.; Hepworth, J.; Lorenz, A. Family-Oriented Primary Care. 2nd ed.. New
York: Springer-Verlag; 2005. Managing personal and professional boundaries: how the clinician’s
own experience can be a resource in patient care; p. 450-464.

5. Klitzman R, Weiss J. Disclosures of illness by doctors to their patients: a qualitative study of doctors
with HIV and other serious disorders. Patient Educ Couns 2006;64:277–284. [PMID: 1686051].
[PubMed: 16860516]

6. McDaniel SH, Beckman HB, Morse DS, Silberman J, Seaburn DB, Epstein RM. Physician self-
disclosure in primary care visits: enough about you, what about me? Arch Intern Med 2007;167:1321–
1326. [PMID: 17592107]. [PubMed: 17592107]

7. Beach MC, Roter D, Rubin H, Frankel R, Levinson W, Ford DE. Is physician self-disclosure related
to patient evaluation of office visits? J Gen Intern Med 2004;19:905–910. [PMID: 15333053].
[PubMed: 15333053]

8. Beach MC, Roter D, Larson S, Levinson W, Ford DE, Frankel R. What do physicians tell patients
about themselves? A qualitative analysis of physician self-disclosure. J Gen Intern Med 2004;19:911–
916. [PMID: 15333054]. [PubMed: 15333054]

9. Frank E, Breyan J, Elon L. Physician disclosure of healthy personal behaviors improves credibility
and ability to motivate. Arch Fam Med 2000;9:287–290. [PMID: 10728118]. [PubMed: 10728118]

10. Dahan R, Yoeli N, Karkabi K, Hermoni D. Patient’s attitudes towards physician self disclosure during
the patient-physician encounter [Abstract]. Eur J Gen Pract 2007;13:109.

11. Candib LM. What doctors tell about themselves to patients: implications for intimacy and reciprocity
in the relationship. Fam Med 1987;19:23–30. [PMID: 3552832]. [PubMed: 3552832]

12. Jourard, SM. Self-disclosure: An experimental analysis of the transparent self. New York: Wiley-
Interscience; 1971.

13. Candib, LM. Medicine and the Family: A Feminist Perspective. New York: Basic Books; 1995.
14. Coulehan JL, Platt FW, Egener B, Frankel R, Lin CT, Lown B, et al. “Let me see if I have this right

… ”: words that help build empathy. Ann Intern Med 2001;135:221–227. [PMID: 11487497].
[PubMed: 11487497]

15. Epstein RM, Hadee T, Carroll J, Meldrum SC, Lardner J, Shields CG. “Could this be something
serious?” Reassurance, uncertainty, and empathy in response to patients’ expressions of worry. J Gen
Intern Med 2007;22:1731–1739. [PMID: 17972141]. [PubMed: 17972141]

16. Halpern J. What is clinical empathy? J Gen Intern Med 2003;18:670–674. [PMID: 12911651].
[PubMed: 12911651]

17. Morse DS, Edwardsen EA, Gordon HS. Missed opportunities for interval empathy in lung cancer
communication. Arch Intern Med 2008;168:1853–1858. [PubMed: 18809811]

18. Relationship-Centered Care Research Network. Relationship-centered care. A constructive
reframing. J Gen Intern Med 2006;21(Suppl 1):S3–S8. [PMID: 16405707].

19. Engel GL. Physician-scientists and scientific physicians. Resolving the humanism-science
dichotomy. Am J Med 1987;82:107–111. [PMID: 3799669]. [PubMed: 3799669]

20. Morgan, WL.; Engel, GL. The Clinical Approach to the Patient. Philadelphia: Saunders; 1969.
21. Balint, M. The Doctor, His Patient, and the Illness. New York: International Universities Pr; 1972.
22. Epstein RM. Mindful practice. JAMA 1999;282:833–839. [PMID: 10478689]. [PubMed: 10478689]
23. Farber NJ, Novack DH, Silverstein J, Davis EB, Weiner J, Boyer EG. Physicians’ experiences with

patients who transgress boundaries. J Gen Intern Med 2000;15:770–775. [PMID: 11119168].
[PubMed: 11119168]

24. Candib LM. When the doctor takes off her clothes: reflections on being seen by patients in the exercise
setting. Fam Syst Health 1999;17:349–363.

25. Malterud K, Hollnagel H. The doctor who cried: a qualitative study about the doctor’s vulnerability.
Ann Fam Med 2005;3:348–352. [PMID: 16046568]. [PubMed: 16046568]

Morse et al. Page 5

Ann Intern Med. Author manuscript; available in PMC 2010 May 11.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



26. Morse D. A piece of my mind. When to touch. JAMA 1990;263:2225. [PMID: 2319688]. [PubMed:
2319688]

Morse et al. Page 6

Ann Intern Med. Author manuscript; available in PMC 2010 May 11.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript


