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Sick doctors

A responsibility to act

What if a consultant pathologist, working largely single
handedly and responsible for reading all the specialised
histological slides in a large group of hospitals, had manic
depression and was prone to periodic bouts of mania that
made him skim through large numbers of slides with only
cursory scrutiny of them? Who would recognise that there
was a problem? What action would be taken? Where would
he be treated? When would the decision be taken that it
was safe to allow him to return to work? Should there be
continuing supervision, and how should it be organised?
This hypothetical example shows only some of the com-

plex questions posed when doctors become ill or are
known to be at risk of illness. Many perspectives can be
adopted when the phenomenon of the sick doctor is con-
sidered: the need to protect patients, the duty of other
doctors to report problems, the responsibility of a good
employer to care for its staff, the legitimacy given to some
types of chronic illness (for example, rheumatoid arthritis)
and not to others (for example, drug and alcohol misuse),
and whether doctors should be regarded as special cases or
just like other employees.

It has long been recognised that doctors, as an occupa-
tional group, experience excess mortality from some
causes, particularly suicide and self injury, poisoning, and
cirrhosis of the liver. ' Reviews of morbidity among doctors
have suggested a relatively high occurrence of psychiatric
and stress related disorders as well as drug and alcohol
misuse.23
A study carried out under the auspices of the Nuffield

Provincial Hospitals Trust set out to explore perceptions of
and attitudes to sick doctors as well as the provision of
services for them in eight health service localities
(p 561).45 The messages from the interviewees (senior and
junior doctors, health service managers, industrial rela-
tions officers, and representatives of community health
councils) were that doctors' health problems are poorly
dealt with, interventions come too late, and appreciable
attitudinal and organisational barriers exist to the uptake of
services. Respondents' views on why help is not sought
encompassed the stigmatising nature of illness for doctors
(and consequent denial), misguided professional loyalty,
attitudes formed during medical training, the perceived
irrelevance of services (particularly occupational health
services), and a tradition of self treatment and direct self
referral to hospital consultants.
The main ways of helping sick doctors currently lie

within a series of national procedural frameworks and with

local health services: the health committee of the General
Medical Council, the National Counselling Service for
Sick Doctors, the hospital based mechanism for preventing
harm to patients (known as the "three wise men" pro-
cedure),6 and, for general practitioners, a similar mecha-
nism based on local medical committees. In addition, at
local level, occupational health services and general health
services have a role. In some places special initiatives have
been developed. For example, a "house call" scheme run
by a department of psychotherapy in association with the
postgraduate dean provides confidential counselling and
support for junior hospital doctors who are stressed or
distressed.7

Doctors should seek help early
The Nuffield study draws attention to the weaknesses of

present procedures and services. It calls for widespread
change, with an emphasis on encouraging doctors to
behave more like other patients and to seek help early
through conventional referral mechanisms. A much greater
role is envisaged for general practice and stronger occupa-
tional health services.
Although we must accept the criticism that existing pro-

cedures are patchy and not well known or understood, we
should remember that they are regularly used. Indeed,
these formal mechanisms have been the only systematic
and serious attempt to deal with the problem of sick doc-
tors. Involvement of the General Medical Council has the
drawback that it is defined in statute and is strictly speak-
ing limited to doctors who are severely impaired.
Moreover, some doctors are intimidated by the council's
disciplinary connotations. The General Medical Council
has, however, considerably widened its remit and taken
important steps forward in dealing with sick doctors, par-
ticularly under the recently retired chairman of its health
committee.8 Consequently, the council's health committee
has played an invaluable part, particularly in respect of
rehabilitating sick doctors,9 one of the most difficult
aspects to deal with. Similarly, the National Counselling
Service for Sick Doctors offers an informal route for refer-
ral and is dealing with a rising number of cases (currently
some 300-400 a year).10
The three wise men procedure, in which a panel of con-

sultants in a hospital has the power to intervene when
patients are at risk of harm because of a doctor's illness, is
often criticised as ineffective and not widely known. This is
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partially justified. The panel invariably operates in secret.
Indeed, I remember a complaint from a consultant who
came to me in despair about a sick colleague; he had asked
the hospital administrator for the name of the chairman of
the three wise men and had been told that this information
was confidential. Experience suggests, however, that the
mechanism can work well: many examples exist of sick
doctors who have been identified by it, treated, and suc-
cessfully returned to work without anyone in the hospital
being aware of the problem. The same is true of the work
of members of local medical committees on behalf of sick
general practitioners. Occupational health services face the
difficulty that many doctors are reluctant to use them
because they fear that such services have too close a rela-
tionship with management and that they will be seen as a
problem that is better disposed of than rehabilitated.
Any consideration of the problem of sick doctors must

recognise that they are not a homogenous group. Some ill-
nesses affect a doctor's competence and clinical perfor-
mance in the short term, periodically, or permanently. In
such cases the main concern is to balance considerations of
patients' safety and quality of care with those relating to
the health and welfare of the doctor. Decisions regarding
this group of sick doctors can be extraordinarily difficult to
take at local level. Strongly held and polarised views often
exist among doctors, managers, and nursing staff: some
may believe that consumer protection should be para-
mount while others want to ensure that colleagues are
supported, helped, and enabled to continue to fulfil the
roles for which they were trained.

Drug misusers present special problems
A group with different needs is those doctors whose ill

health affects their behaviour rather than their competence
itself. Prominent among this group are drug and alcohol
misusers, and difficult judgments have to be made about
how much their behaviour affects patients' care, profes-
sional relationships, and teamwork. Here the opportunities
for stigma and hostile attitudes are particularly great, and
so decisions about how and when to treat, as well as
whether the doctor should remain at work, are particularly
important.

Junior doctors may have special problems with the stress
and emotional effects of jobs with heavy workloads, and
high pressure, which demand decisions that they feel ill
equipped to take. This is exemplified by one of the doctors
helped by "house call"7: "Lonely and angry in the middle
of the night. Supposed to be in control. Faced with some-
one in pain and you don't know how to sort it out." The

strategies here should involve not just measures to reduce
the volume and intensity ofwork currently under way" but
a more structured approach to supervision, support, and
education. The problem of helping doctors to avoid stress
or cope with it is not restricted to junior doctors and has
not yet been seriously addressed in a health care system
that is still undergoing substantial organisational and tech-
nological change. The management of change is an art that
the NHS has yet to perfect.

Something central needed
Sick doctors can have very different needs, they can

generate complex problems, and how these problems are
handled can pose enormous challenges. Completely
devolving responsibility to local services is therefore not
the answer. The creation of a new and cohesive national
framework, drawing on the experience of existing mecha-
nisms but using local systems and networks to identify
problems, make assessments, and recommend treatment,
should be considered by the working party that is being
established by the Nuffield Provincial Hospitals Trust
under the chairmanship of Sir Maurice Shock.
Those who do not wish doctors to be viewed any differ-

ently from other health service staff must recognise that
they are expensive to train and to pay, while their clinical
decisions account for a large part of the service's expendi-
ture. Moreover, their health is vital to the safety and quality
of patients' care. This is a special problem that has been
around for a long time. The medical profession and the
health service have a responsibility to produce a definitive,
effective solution to the problem of sick doctors.
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