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LESSONS LEARNED AT THE INTERFACE
OF MEDICINE AND PSYCHIATRY

The Psychiatric Consultation Service at Massachusetts

General Hospital sees medical and surgical inpatients with
comorbid psychiatric symptoms and conditions. During their
twice-weekly rounds, Dr Stern and other members of the
Consultation Service discuss diagnosis and management

of hospitalized patients with complex medical or surgical
problems who also demonstrate psychiatric symptoms or
conditions. These discussions have given rise to rounds reports
that will prove useful for clinicians practicing at the interface of
medicine and psychiatry.
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H ave you ever wondered how trust in the doctor-patient
relationship can be facilitated and established? Have you
reflected on when, why, and how that trust can be fractured or
lost?

Have you deliberated on whether and how trust can be
regained? If you have, the following case vignette and discussion
should prove useful.

CASE VIGNETTE

Mr A, an undomiciled 34-year-old man with a substance
use disorder (SUD), was admitted to the hospital with a forearm
abscess, fever, anemia, and an elevated white blood cell count, as
well as signs and symptoms of alcohol withdrawal. He described
a 12-year history of intravenous (IV) heroin use, 10 years of
heavy alcohol use (approximately 1 pint/day), and a 30-pack/
year smoking history.

On his second hospital day, he requested to go outside of
the hospital to smoke a few cigarettes. However, his medical
team refused to grant his request, suspecting that he would use
narcotics when unobserved. Mr A became irritated, and he
stomped back into his room. Thirty minutes later, Mr A was
“found down” in his bathroom. He had injected heroin into his
peripherally inserted central catheter.

DISCUSSION

What Is the Basis for Trust in the Doctor-Patient
Relationship?

With respect to our case and discussion, we will define trust
between a patient and a physician as a bidirectional process
through which certain expectations and feelings exist as a function
of both explicit and implicit notions of what a patient expects
from a doctor and of what a doctor expects from a patient.!~
Medical ethicists and educators have agreed that trust from
patient to doctor and from doctor to patient rests on shared
expectations, including competence, reliability, confidentiality,
privacy, compassion, dependability, and communication.>*~” In
this sense, the expectation between the doctor and the patient is
a type of social contract.® As is the case with the more common
political definition of social contracts, these expectations are
often not explicitly stated but are nevertheless agreements of the
society in which the doctor-patient relationship exists.?

Trust varies from one doctor-patient relationship to another
based on both emotional and cognitive factors. Some emphasize
the affect that patients experience with doctors as the primary
basis of trust,*® whereas others argue that cultural expectations
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Clinical Points

B Trust between a patient and a physician is a bidirectional
process through which certain expectations and feelings
exist as a function of both explicit and implicit notions of
what a patient expects from a doctor and of what a doctor
expects from a patient.

B Ppatients whose identities place them in the crosshairs of
oppressive forces (eg, racism, prejudice, and discrimination)
may direct skepticism toward even well-meaning clinicians
due to their position within a health care system that has
been influenced by systemic forces.

B Dishonest communication can be understood as a strategy
employed by mistrusting patients to convey their suffering,
to muster a clinician’s competence, to recruit a clinician’s
beneficence, to avoid the potential for harm, and to
maintain their autonomy.

B Once the clinician and the patient have agreed that trust
has been shattered, it is time to start working toward a
solution, which requires time and cooperation.

are most important.’ Interruptions of trust between a patient
and a doctor can occur when either affective or cultural
expectations fail to be met. A brilliant but off-putting doctor
is not likely to be trusted, but neither is a warm, caring, but
ill-informed one. In a similar fashion, a charming patient can
fail to tell the truth and nevertheless still be trusted, whereas
a highly informed patient might fail to garner the doctor’s
trust as a function of behavior that the doctor experiences
as rude or belittling. Because of the influence of affect, trust
can vary as a function of a patient’s past experiences and
biases that influence how they feel toward a doctor—and
vice versa.!

The carryover of trust from a primary care provider
(PCP) or influence of a break in trust with a PCP (which
might be involved in the medical precipitant to admission)
should be mentioned. Any rifts in trust when a relationship
exists typically require inquiry and discussion. In hospital
settings, trust relationships often involve house staff and
attending physicians/consultants who the patient has never
met before. Generally, it takes time to develop trust unless
there is an “institutional transference” (eg, allegiance to a
hospital/hospital system or group of practitioners). Inpatient
care is multidisciplinary, and not all teams pull on the
oars at the same time (or in the same direction) and are
perceived as not being on the same page. This may be the
reality or a manifestation of splitting by the patient. Open
communication with a designated physician to run rounds
(with the entire interdisciplinary team) and an “open dialog”
approach can be beneficial (ie, identifying the members of
the team). Continuity of care is often challenged by frequent
team changes; this is an unfortunate reality. Chaos can be
minimized by meaningful pass offs.

When Does Trust Develop
During Development and Adulthood?

Bowlby (a family psychiatrist who investigated child
development by studying the experience of young children

who were removed from their homes and” placed “into
the care of foster parents)®!! proposed that emotionally
significant attachment bonds serve a basic survival function
in human evolution. He defined secure attachment as a
behavior pattern whereby a child becomes confident that
their parent (or a parental figure) will be responsive and
caring, especially when the child is under duress.® The
child requires trust and confidence to explore the world
outside of the parental attachment, and secure attachment
provides that trust. Anxious resistant attachment is a pattern
that develops when a child is uncertain about whether
their parent will respond in a caring manner; the child
becomes vulnerable to separation anxiety and a clinging
dependency. Children with a pattern of anxious avoidant
attachment come to expect rejection from parental figures,
which leads the child to a strategy of avoidant withdrawal
and predisposes them to the development of a borderline
personality organization with its concomitant dependency-
interdependency struggles.

Attentive care by a responsive mother in the first 6
months of life predicts secure behavior (ie, the child feels
comfortable enough to explore their environment) in the
second 6 months.!? The mother’s loving care creates an
environment that involves basic trust through the experience
of unconditional love; this serves as a paradigm for other
caretaking relationships (eg, the doctor-patient alliance). In
adult relationships (eg, marital interactions and therapeutic
relationships), empathic failures and mis-attunements are
common; however, repair of these ruptures forms the basis
for healing and for psychological growth.!>13

Attachment-based social interactions that involve trus
are also affected by hormonal changes. Oxytocin enhances
approach behaviors and likely serves as a neuromodulator
for the mediation of trust.!>!¢ For example, in a study
of subjects engaged in a trust game with real monetary
consequences, administration of intranasal oxytocin altered
decision-making by enhancing trust and by facilitating
prosocial approach behavior, even though it did not directly
produce reciprocity.!”

The developmental failure to achieve object constancy
organizes much of the behavior and thinking of paranoid
adults.'® Paranoid people are convinced that caretaking
and love relationships are unstable and dangerous
because they fail to maintain attachment with an internal
object representation.?’ Thus, paranoid adults, due to
hypervigilant guardedness and attentional monitoring,?°
are unable to trust others. The paranoid cognitive style
they manifest is characterized by a lack of flexibility and
an unrelenting search to uncover the “truth” behind the
face value of a situation (eg, as is the case with those who
endorse conspiracy theories).?’ Suspicious individuals dread
being surprised more than the danger itself.?! Projection is a
characteristic defense mechanism used by paranoid people,
and it transforms internal threats that are created by the
pressure of intolerable thoughts, feelings, and impulses into
an external threat that is easier to manage.?! Projection
fails to distort the significance of the apparent reality;

t14
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instead, it warps-the significance of events and overvalues
their importance.?! Paranoid people meet reality halfway by
projecting internal tensions into the external world.?!

What Contributes to Fractures of Trust?

Trust between a patient and a clinician rests on the
therapeutic alliance, a mutual understanding that the
clinician can be relied upon to understand their patients and
promote their well-being in accord with the patients’ own
wishes. Patients come to mistrust clinicians when they doubt
their clinicians’ understanding, competence, beneficence,
and respect for autonomy.

During early development, infants’ elicitation of needed
support relies on their caregiver’s response to bids for
attention (eg, crying) with manifestations of empathic
connections and understanding. The same is true for adult
patients, who need their clinicians to recognize and take their
suffering seriously and to attempt to identify the underlying
cause of their distress. Patients who have had good enough
caregivers may assume that clinicians are able and willing
to understand them. However, patients who have not been
so fortunate may bring skepticism to their encounters and
require repeated and authentic demonstrations of accurate
empathy before they feel understood. Because arriving at a
perfect understanding is nearly impossible and differences
in perspective are inevitable, it is crucial to demonstrate
empathy when addressing and repairing recognized ruptures
in understanding.”

Understanding must be coupled with competent
interventions if clinicians are to be effective. Here again,
patients who have had helpful caregivers may readily assume
that subsequent clinicians will be proficient. For these
individuals, it may take blatant mistakes or demonstrations
of incompetence to fracture trust in the therapeutic
relationship. However, other patients bring a history of
failed interventions, which have deeply ingrained a sense of
futility; when this occurs, patients may not feel that there
is reason for optimism.?* For these individuals, an active
demonstration of competence may be required. Patients
are often unlikely to communicate honestly with a clinician
whom they do not believe can help them.

Even if a clinician can be helpful, some patients may not
trust that their clinician will try to help. Some patients see
clinicians as being inherently self-interested and wonder
whether their needs will be prioritized when struggles arise
between the needs of patients and clinicians. In addition,
clinicians often have responsibilities to, and pressures from,
their employers, as well as from the settings in which they
work, from public health mandates, and from commitments
to teaching and conducting research.?* When clinicians
respond to these obligations, patients may fear being
deprioritized and exploited, for example, as when one is
asked to serve as a research subject or be examined for the
benefit of trainees. Here again, some patients give clinicians
the benefit of the doubt, whereas others assume ill will (due
to unjustified paranoia or earlier experiences) until proven
otherwise.

Rounds in the General Hospital

Unfortunately,” health "care” is mot immune to the
influence of oppressive forces (eg, racism, prejudice, and
discrimination), which operates both implicitly and explicitly
at structural, interpersonal, and individual levels and
contributes to inequities in health care outcomes.?> Patients
whose identities place them in the crosshairs of these issues
may, justifiably, direct skepticism even toward well-meaning
clinicians due to their position within a health care system
that has been influenced by systemic forces.

Even when a patient trusts a clinician’s inclination to help,
a trusting therapeutic alliance may nonetheless be thwarted
due to a fear of harm from the clinician that may arise as a
“side effect” of treatment. These fears may be of physical harm
(such as from treatment complications or medication side
effects) or psychological harm (such as needing to perceive
oneself and be perceived by others as sick, with attendant
anxiety and stigma). Patients may believe that endearing
themselves to their clinician will enlist the clinician’s help
and minimize the potential for harm; as a result, patients
may lie to their clinician so that they will be liked. In such a
relational context, patients may not communicate honestly
with clinicians due to a fear of being judged. The judgment
of clinicians can sting more because of their role as authority
figures.

One harm that patients may reasonably expect from
clinicians is restriction of autonomy. A therapeutic alliance
requires clinicians and patients to share common goals;
however, the values and priorities of clinicians and patients
can conflict and create dilemmas. Even the most broad-
minded of clinicians may prioritize health and safety, whereas
those goals may be of less importance to some patients.?
Clinicians set hospital rules, which generally involve
restrictions of autonomy; for example, patients are expected
to remain on the premises, to adhere to specific diets, to follow
certain schedules, and to refrain from cigarette smoking or
use of recreational drugs. In certain contexts, clinicians can
compel patients to be brought to the hospital, to hold them
there against their will, to monitor them around the clock, to
administer medications that are unwanted by the patients, to
physically restrain them, to restrict their access to possessions,
and to limit their communications with loved ones—all
of which may be understandable sources of irritation and
apprehension. On occasion, clinicians collaborate with
other controlling systems (eg, child protective services and
law enforcement) that may see a patient as someone to be
controlled or punished. Patients with a history of trauma and
those who are from communities that have been subjected to
structural racism may be particularly vigilant for, and fearful
of, how clinicians may restrict their autonomy in the name of
health. Trust and mistrust can flow from how clinicians align
with their patient’s values and negotiate power and autonomy
when tensions arise.

Why Do Patients and Their Health Care
Providers Lie to One Another?

Honest communication flows from and reinforces
trust among patients and clinicians; conversely, dishonest
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conversations often engender and reinforce muistritist:
Dishonest communication can be understood as a strategy
employed by mistrusting patients to convey their suffering,
to muster a clinician’s competence, to recruit a clinician’s
beneficence, to avoid the potential for harm, and to maintain
their autonomy. Such behavior is ubiquitous, a point readily
driven home by clinicians’ reflections on whether they
themselves have always been entirely forthcoming and honest
with their physician, dentist, or psychotherapist. Dishonest
communication can be divided into intentionally leaving
out important information (omission) and communicating
false information (commission). Familiar examples of
commission include lying (making a false statement with
the intent to deceive) and exaggerating, mischaracterizing,
and feigning symptoms. Frequently encountered omissions
include minimizing disclosure of problematic behaviors,
neglecting to acknowledge stigmatized diagnoses, and
avoiding sensitive questions or efforts by the clinician to
engage with them.

In our case (Mr A), we could hypothesize about why
he may have lied about having recreational drugs in his
possession. He may have feared being stigmatized (given
his substance misuse history), which is a common response
by clinicians and one that can interfere with empathic
understanding.”” He may have wanted to remain in the
clinician’s good graces (to enlist their beneficent and
competent treatment of his infection). He may have been
trying to avoid restrictions on his autonomy (in the form
of his property being confiscated and from being prevented
from using drugs of his choosing). His experiences may not
have provided him with the confidence that his in-hospital
drug withdrawal would be adequately recognized and
managed, and he may have wanted a safeguard against undue
discomfort. He may have wanted the assistance of a drug
to help him cope during a stressful time. Or, he may have
simply felt embarrassed to disclose behaviors that he knew
would be contrary to hospital policies.

Fleshing out the differential diagnosis of dishonest
communications, the diagnoses of malingering and
neuropsychiatric pathology need to be considered.?® Feigning
or exaggerating medical or psychiatric symptoms with the
intention to achieve secondary gains (eg, shelter, freedom
from imprisonment) indicates malingering, whereas the
unconscious desire to achieve the sick role reflects factitious
disorder. In addition, some people make dishonest (false)
statements because they do not know the truth and do
not appreciate their cognitive limitations—for example,
in neurocognitive disorders. In cases with confabulation,
classically associated with Wernicke-Korsakoff syndrome,
a patient may furnish false information to fill memory
gaps without realizing that is what they are doing. Due to
anosognosia, associated with certain types of strokes and
psychiatric disorders, patients may deny that they have
an illness, as they are unaware of their deficits. Another
pathological source of what can appear to be dishonest
communication is dissociation, wherein a patients psyche
is fragmented (such that conscious awareness is cut off from

perceptions or memories). More broadly, the psychodynamic
model of the mind posits that important aspects of the psyche
are often kept out of awareness by psychological defenses,
which may distort a patient’s view of reality in the context
of personality disorders. “Deceitfulness, repeated lying, use
of aliases, or conning others for pleasure or personal profit”
is among the diagnostic criteria for antisocial personality
disorder, characterized by “a pervasive pattern of disregard
for and violation of the rights of others”%

The psychological impediments to a patient’s truth-
telling can similarly interfere with a clinician’s honesty.
Clinicians generally want to be liked and respected by
their patients. When clinicians make mistakes or fall short
of being competent and beneficent, they may be reticent
to acknowledge their shortcoming, especially if they fear
retribution or other harms from the patient. Clinicians are
also subject to psychological defenses that can distort their
perceptions—for example, discomfort with death may hinder
a clinician’s recognition of a patient’s decline. Clinicians may
also intentionally present information in a favorable light
to influence the patient beneficently, eg, to help the patient
maintain hope or positive expectations about a treatment that
may increase its efficacy through optimization of the placebo
response. The ethics around physician disclosure are often
less straightforward than patients expect, and controversy
exists about how much physicians should disclose.*

How Can Trust Be Repaired and Reestablished?

Reestablishing trust among clinicians and patients
requires more than a few simple words or deeds. Offering
apologies can facilitate this endeavor, but this practice
is often insufficient to restore a therapeutic alliance.’!
Acknowledgment that trust has been fractured is typically
necessary before rebuilding of trust can proceed. Then,
further steps can follow®?; however, this process requires
time and cooperation.

When trust is lost, it is often convenient to consider that a
“patient is difficult,” as this places the blame squarely on the
patient. However, it is preferable to reframe the interaction
and to view the encounter as difficult; this gives the clinician
some responsibility for the rift>* and creates an opportunity
for problem-solving.

With difficult patients or situations, clinicians may seek
evidence for why they should fire patients.** However,
stigma (eg, related to substance use, minority status, sexual
orientation) frequently underlies distrust and promotes less-
than-professional care.>>*¢ Clinicians who reflect on their
unconscious biases and who consult with colleagues about
their behavior can enhance their insight and interactions.

Clinicians should also recognize that their medical
knowledge has limitations; this facilitates humility.*> For
example, seasoned clinicians generate hypotheses about
their patients’ behavior and think that they know why their
patients act the way that they do (eg, using illicit drugs);
however, assumptions are not equivalent to certainty. Acting
humble allows for more active listening and for empathizing
with a patient’s story.
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Empathy is essential for forming attachments (suchlasa
therapeutic alliance) and for repairing disrupted rapport.*”
Demonstrating empathy (with verbal and nonverbal
expression [eg, mirroring facial expressions, nodding, and
“leaning in”]) can deescalate conflicts, validate a patient’s
distress,***” and demonstrate a clinician’s effort to understand
a patient and their experience. Silence, on the other hand,
in response to a patient’s emotional expressions may be
perceived as disinterest and engender erosion of trust.

Once the clinician and the patient have agreed that
trust has been shattered, it is time to start working toward
a solution. Several communication strategies can be
considered during this problem-solving process to restore the
therapeutic alliance. Collaborating on setting expectations
and boundaries will provide a framework for reestablishing
trust.’* Remaining calm and speaking softly when conflict
arises will allow for ongoing interactions. Reminding
the patient about prior successes may help them regain
confidence and composure.

As the trust-building process unfolds, less-than-optimal
interactions may develop. Addressing these interactions
honestly allows for problem-solving to continue.’
Developing a consensus among members of the treatment
team and designating a single spokesperson to communicate
relevant information to the patient creates a united front and
reduces splitting.

Trust in the treatment team is often impossible when there
is a mismatch between a patient’s developmental or education
level and the treatment team’s communication style. A shared
vocabulary and minimal use of medical jargon allows for
questions to be answered and for effective use of metaphors.**

Clinicians may be tempted to set strict rules with harsh
consequences after a breach in trust (eg, when an individual
with a history of IV drug use self-injects a narcotic during
the hospital stay). While rigid enforcement sets a boundary; it
challenges trust*’; however, too lax a policy may fail to protect
some patients from their use of illicit drugs. Institutions
should seek to strike a balance between providing support
to patients and protecting clinicians from liability. Providing
opportunities for clinician well-being may also create a
foundation for more open, honest, and flexible clinical
interactions. Another strategy to rebuild trust resonates with
a Russian proverb: trust, but verify (Russian: JloBepstit, HO
nposepsll, tr. Doveryay, no proveryay). (The phrase became
internationally known in English after Suzanne Massie, an
American scholar, taught it to President Ronald Reagan,
who used it on several occasions in the context of nuclear
disarmament discussions with the Soviet Union.)3®

Should Health Care Providers and Patients Who Lie
to One Another Be Given a Second Chance?

When trust is breached in the patient-doctor relationship
(eg, when patients with a SUD use nonprescribed narcotics in
the hospital setting, a problem reported in roughly 30%-40%
of patients who have used nonprescribed narcotics in the
prior 6 months),?* it is reasonable to ask whether, when,
and how the relationship can be repaired. Unfortunately,

Rounds in the General Hospital

clinicians have had little"guidance or expertise regarding
the management of these situations.*! As a result, clinicians
often rely on their biases and beliefs about those with
SUDs. However, developing a greater understanding of
why individuals use drugs (eg, to avert or mitigate drug
withdrawal, boredom, or pain) can improve health outcomes
and reduce clinicians’ distress.*!

On occasion, when deciding what interventions are
necessary to resolve complications of illicit drug use,
clinicians must consider how health care resources are
being allocated (eg, payment for a valvular replacement for
a second episode of injected-associated subacute bacterial
endocarditis)*? and whether the resources should be invested
in those with persistent problems. The decision should
be considered in various ethical frameworks. Expensive
procedures (eg, valvular replacement) tend to be withheld
after the patient has demonstrated repeatedly the inability
to avoid reinfection, and, thus, the expected benefit is at
best short term. Care that the decision-making is framed in
consideration of beneficence and not simply utilitarian (e,
maximizing resource use) or through the lens of judgment
and punishment is critical.

Whether patients or clinicians will benefit from a second
chance after betraying trust is not a simple decision. Factors
to consider involve whether the professional treatment
relationship can improve, whether treatment will be
beneficial, whether a second chance allows for an appropriate
allocation of health care resources, or whether continued
treatment will be futile.

What Happened to Mr A?

After Mr A was successfully resuscitated, his medical
team placed him on constant observation for the remainder
of his 6-week antibiotic course; they believed that he was not
to be trusted again. Psychiatric consultation was requested to
identify strategies to enhance adherence with the negotiated
treatment plan, to recognize and treat withdrawal from
alcohol and narcotics, to facilitate discussions about obtaining
stable housing, to arrange for a room search for illicit drugs
and syringes, and to manage tense interpersonal conflicts
between Mr A and his health care team. Multidisciplinary
efforts allowed Mr A to complete his course of antibiotics and
develop workable linkages with outpatient providers.

CONCLUSION

Clinicians are often challenged by breaches of trust (a
bidirectional process involving expectations and feelings)
that are manifest in the doctor-patient relationship. Trust
is important for the care of inpatients and outpatients, and
warm handoffs are often beneficial to facilitate transitions
to outpatient care and rehabilitation programs. Strategies to
recognize, understand, address, and manage the fallout from
affectively intense interactions, impaired adherence with
treatment recommendations, and rifts in the doctor-patient
relationship, are essential to the provision of effective and
satisfying care.
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