LOOKING AFTER OURSELVES
STUDY GUIDE
By Dr. Liz Moulton, Leeds

Doctors as patients - looking after colleagues, other health professionals and ourselves
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Introduction

It is well recognised that, paradoxically, doctors and other health professionals tend to receive worse health care than other members of the population. Doctors have higher incidences of some common diseases compared with the rest of the population, but tend to seek help either late or not at all. They frequently self medicate and choose ‘corridor consultations’ with colleagues. If they do follow appropriate healthcare pathways, they run the risk of being over treated or over investigated. 

Aims of this course

This study guide will help you to understand better about looking after health professionals as patients and taking steps to look after your own health as well. Although it refers primarily to doctors as patients, many of the issues are equally applicable to other members of the health professions.

By the end of this course you will be able to:

· Explain why doctors find it difficult to seek help when they are ill

· Explain why doctors find it more difficult to care for professional colleagues than ‘ordinary’ patients

· State the reasons why doctors are more prone to certain illness than other members of the population

· Describe ways of looking after sick colleagues more effectively

· Describe and evaluate more effective ways of recognising and managing ill health in professional colleagues and yourself.

About this study guide

This is not a textbook on ‘doctors as patients’. It is a guide designed to help you to start thinking about this area. You will find key tips and quizzes and questions to challenge your thinking. Try not to skip these – reflection on your own behaviour and attitudes to illness is an important part of your learning.

This study guide is designed to be used in conjunction with the 2 day course – ‘The doctor as a patient’ and will also form part of your small group work during the half day release course. 

Route of study
In order to get the most out of this topic you should, during the next few weeks:

· Sit for at least 30 minutes in a practice waiting room (preferably not the one where you are currently working). Listen to the conversations and watch the people who are waiting. What is like to be a patient?

· Record and reflect on any consultations you have with patients who are health professionals or related to health professionals. Were these different from consultations you might have had with patients with similar problems who are not health professionals or related to the health profession? If so, why?

· Ask the GPs in the practice where you are working about their own help-seeking behaviour. Who are they registered with? Do they ever write prescriptions for themselves? For their families?

· Book an appointment to consult your own GP about any minor problem that you have not yet found the time to deal with.  Write in your reflective journal about your experiences booking the appointment, waiting in the waiting room and consulting with the GP. How does it feel to be a patient?

· Attend a simulated patient learning session on ‘doctors consulting as patients’ – this will be organised at the half-day release course

In addition to these activities, you will also have the opportunity to discuss the topic in your half day release group and with your trainer, as well as attending a whole day course. 

You should also look up and read some accounts written by doctors about their experiences as patients. For example:

An insider's guide to depression   -       Kay McCall  (a GP from Ipswich) writes about the experience of being depressed BMJ 2001;323:1011 . You will find this account at the end of the study guide
[image: image8.png]


First of all, a quick quiz.

Answer true or false to these questions – answers are on the next the page

1. Any doctor can write an NHS prescription for themselves

2. Any doctor can write a private prescription for themselves

3. Doctors can write prescriptions for themselves, except for controlled drugs

4. Doctors are not allowed to prescribe for their families

5. Single handed GPs can be registered with themselves

6. GPs are not allowed to register their spouse / children as patients

7. Doctors are less prone to mental illness than the rest of the population

8. Doctors tend to be off sick less often than the rest of the population

9. When they are off sick, doctors tend to be off for shorter periods of time than the rest of the population

10. Doctors will be required to make a declaration of health at revalidation

11. There is a comprehensive occupational health service for general practitioners and this is available in most parts of the country

12. The BMA can offer help to sick doctors

13. If a doctor suspects that a colleague is ill, he should keep quiet about it in order to protect the colleague’s confidentiality as a patient

14. Doctors receive training in the management of their colleagues as patients

15. The GMC bans sick doctors from working

Answers

1. Any doctor can write an NHS prescription for themselves 
False. GPs can only write NHS prescriptions for their registered patients
2. Any doctor can write a private prescription for themselves
True. Any doctor can write a private prescription, using headed notepaper
3. Doctors can write prescriptions for themselves, except for controlled drugs

False. There is no restriction – doctors can write private prescriptions for themselves for controlled drugs including diamorphine, pethidine etc

4. Doctors are not allowed to prescribe for their families

False. Doctors can write private prescriptions for family members and NHS prescriptions if they are registered on their lists

5. Single handed doctors can be registered with themselves

False. No GP can be registered as their own patient (though they may be registered with their partner)

6. GPs are not allowed to register their spouse / children as patients

False. There is no such restriction

7. Doctors are less prone to mental illness that the rest of the population

False. More prone – depression, alcoholism, suicide

8. Doctors tend to be off sick less often than the rest of the population - True
9. When they are off sick, doctors tend to be off for shorter periods of time than the rest of the population - False. Less often, but longer periods of time
10. Doctors will be required to make a declaration of health when they are revalidated

True – statutory declaration

11. There is a comprehensive occupational health service for general practitioners and this is available in most parts of the country 
False. Very sporadic – a comprehensive service is yet to be established
12. The BMA can offer help to sick doctors – True – counselling helpline (24 hours per day)
13. If a doctor suspects that a colleague is ill, he should not say anything in order to protect the colleague’s confidentiality as a patient
False. Needs to try to get the sick colleague to accept help. If patients are at risk and colleague lacks insight, duty to patients over-rides duty of confidentiality to colleague
14. Doctors receive training in the management of their colleagues as patients
False. Almost no training in this area  - a collusion of anonymity?

15. The GMC bans sick doctors from working

False. The GMC health committee works with sick doctors to try to enable them to work under supervision and in a safe manner. It is only in extreme cases that sick doctors are completely prevented from working.
Understanding the issues – The ‘shadow contract’

Writing in the BMJ recently, Cupples et al described an ‘Informal shadow contract’

“I undertake to protect my partners from the consequences of my being ill. These include having to cover me and paying locums. I will protect my partners by working through any illness up to the point when I am unable to walk. If I have to take time off, I will return at the earliest possible opportunity. I expect my partners to do the same for me and I reserve the right to make them feel uncomfortable if they violate this contract.

To keep to the contract, I will act on the assumption that all my partners are healthy enough to work at all times. This may mean that from time to time it is appropriate to ignore evidence of their physical and mental distress and to disregard threats to their well-being. I will also expect my partners not to remind me of my own distress when I am working while sick.”


Does this ring true for you? Take a few moments to think of any times that you have observed the shadow contract in action. Jot them down here:

· .

· .

· .

· .

Understanding the issues – why are doctors prone to particular illnesses?

Doctors are no more or less prone to some serious illnesses than the rest of the population. This means that, from time to time, doctors will experience cancer, heart disease, schizophrenia or dementia.

There are some illnesses, however, that doctors are more likely to experience, compared with other members of the population – for example anxiety, depression and substance abuse (including alcoholism)

The reasons for this are complex but may include:

· Personality issues – medical students are required to be very high achievers. They tend to have (or develop) ‘Type A’ personalities. (Read Ruth Chambers excellent book – ‘Survival skills for GPs’ [page 10- 11] if you are not sure what a ‘Type A’ personality is). One feature of ‘Type A’ people is difficulty in admitting weakness or vulnerability and asking for help.

· The ‘macho’ culture of medical school. Although this is changing, there are still many doctors who have been through the experience, at the age of 18, of being taken to a room full of dead bodies and told to cut one of them up. The majority of 18 year olds have never seen a dead body before.  Those who are upset or who faint are an object of ridicule for the rest. This can be the first stage of a brutalising process. 

· The ‘macho’ culture of a junior doctor . (“Because I am a junior doctor, I can work all the hours in the day and night; I do not need to eat, sleep or use the toilet and I must make good decisions preferably without bothering anyone more experienced.”) Again, this has changed recently with the ‘new deal’, but there are plenty of practising doctors who have been through this experience.

· Dealing with horrendous problems – the young victim of a motor bike accident; the cot-death; breaking the news of terminal cancer; the aftermath of suicide for a family. Doctors sometimes learn to detach from their feelings; this is a ‘coping’ mechanism, but can lead to problems.

· The stigma of illness

· Attitudes of denial learned in medical training

· Dysfunctional ways of coping learnt during medical training – for example use and misuse of alcohol

· The dynamics of the doctor patient interaction. GPs are required to make fast accurate decisions about all problems presented to them by patients. They look after patients’ emotional needs as well. Other professions (such as counsellors) have recognised that people who are engaged in emotionally demanding work need to pay attention to their own emotional needs. For example, counsellors have both supervision (where they can offload any stresses from their clients) and personal therapy (a space to address their own emotional needs). Most GPs have neither. Do you know of any GPs who have either of these forms of support?

Can you think of any other reasons?


(     Key tips
Doctors have a higher incidence than the rest of the population of:

* Depression

*Alcoholism  / substance abuse

*Suicide risk

*Marital breakdown

So why are doctors treated differently when they are patients?

Think of some common consultations in general practice:

A is a 34 year old female patient, mother of two, who comes to tell you how low she has been feeling for months. She is sleeping badly, waking at 3am, there are problems in her marriage and at work. Sometimes she has wondered if her suicide is the best way out for everyone.

Take a few moments to think how you would manage her if she were, for example, a secretary married to a car salesman.

Write down your thoughts and a management plan here:


Now imagine that A is…………..

· a specialist registrar in psychiatry

· A consultant anaesthetist

· The wife of a local consultant physician

· One of your partners

Think about each of these scenarios in turn. Is your management any different?

What are the added complications?

It’s not just mental or emotional illness that can cause problems. Doctors presenting with physical illness or symptoms can also be more difficult to manage than other patients:

B is a 55 year old man who comes to see you with a change in bowel habit for 3 months and rectal bleeding. He has lost a little weight and tells you he thinks he might have piles. 

How would you manage the consultation if he were, for example, a factory worker? Write down your thoughts here.


Now imagine that B is :

· A local GP 

· The husband of your partner in the practice

· The consultant gastroenterologist at the local hospital

Is your management different? If so, why? How do you feel about doing a rectal examination? What makes it more difficult to manage sick doctors?


Doctors as patients

So why do you think doctors find it difficult to be patients? Write down your thoughts here.


Think about the last time you consulted a doctor as a patient. 

What made it easy?

What made it difficult?

· Key tips

    Cupples et al identified the following fears in doctors as patients:

*Concern about lack of confidentiality

*Concern about over investigation

*Worry about being treated differently from other patients

*Worry about effectiveness of treatment

Can you think of any other fears?

Corridor consultations

What is a ‘corridor consultation?’

This a significant (and dysfunctional) way in which doctors access medical help. Rather than making an appointment with their GP, they informally approach a sympathetic colleague.

…….”Can you just have a quick look at this for me?…….”

…….”Would you mind just signing this private prescription for me?…….”

…….”I just need a quick X-ray doing. Can you sign the card please?……..”

Have you ever been asked for a ‘corridor consultation?’

Have you ever asked a colleague for a corridor consultation?

How does this affect the nature of the consultation?

Self-medication

What do you think about doctors writing prescriptions for themselves? Are there circumstances when it is alright to do this? Use the half-day release group as a forum to discuss this – discuss with your trainer as well.

What do you think about prescribing in the following scenarios?

· You have been unwell for a week, coughing up green sputum. Is it alright to prescribe yourself some amoxycillin?

· You are sleeping very badly and feeling chronically tired. Is it OK to prescribe yourself 20 diazepam?

· You are getting a lot of back pain. Paracetamol isn’t working and you decide to try dihydrocodeine. Is this OK? Should you write your own prescription or should you ask a mate to sign it for you?

· You think you might well be depressed and decide to try fluoxetine

· Your 3 year old has ill with earache and you write her a prescription for amoxycillin

· Your husband / wife has a weight problem and asks you for silbutramine


Looking after our colleagues as patients

Writing in the BMJ in 1999, Walter Anderson (who was a VTS Course Organiser in Yorkshire for many years) identified useful steps that doctors can follow when looking after a colleague as a patient:

1. See your patient in optimal circumstances. This is not the corridor, the bar, the golf course, or the fishing club. Ideally, it should be in your own consulting room, where you have all your own equipment, but at least it should be a place where you can take a blood sample, perform a rectal examination, measure blood pressure, test the urine, or do any other test that you would normally do as a routine. 
2. When taking your doctor patient's history, include self medication. Few doctors have not taken an antibiotic for an infection or used powerful corticosteroid creams for a skin rash, and many will have taken strong analgesics. Don't forget to ask about drugs and alcohol. 

3. Ask about self-diagnosis. Many doctor patients will have consulted textbooks and jumped to conclusions. They may be reluctant to confess their fears unless coaxed. 

4. Veto any deviations from established procedures. 

5. Try to speak to a relative if your doctor patient agrees, to expand the history and explain. A puzzling diagnosis may become clear when a spouse mentions that a close relative has recently died of a dissecting aneurysm or, for example, if depression or alcoholism has not been admitted. 

6. When referring your doctor patient to another doctor, always write a full letter. Many doctors referred to hospital have no letter because it has been arranged informally by telephone. 

Who should doctors be registered with?

It is still quite common to find GPs and their spouses registered with the practice where they also work.

· What are the advantages of this?

· And what are the disadvantages?

Is it ever alright for a doctor to be registered as a patient with one of their partners?

Take a moment to think about the possible dynamics in any consultation.  What do you think the issues might be?


· Key tips

If a doctor consults as a patient with one of their partners, there is likely to be:

*Mutual embarrassment and awkwardness

*An increased risk of ‘corridor consultation’

*Less adequate notes than usual

*Conflict of interest if the doctor-patient really needs to be off work. In this scenario, both parties may tend to collude to pretend that the doctor-patient is not really all that ill at all and is safe to be working – The Shadow Contract
Looking after doctors’ spouses and children
Should doctors’ spouses and children over be registered with their husband/wife/parent?

What about doctors who live in remote places where there is only one practice?

Is it possible to be objective about the management of your spouse or children? Do you think they tend to get better or worse treatment from a relative?


· Key tips 

*Doctors (and their spouses) should be registered with a GP where the only relationship between them is that of doctor and patient

*When doctors are ill or are worried about symptoms they should see their GP

*Doctors should not self prescribe or self-diagnose
How can doctors be ‘better’ patients?

Walter Anderson’s suggestions to doctors on being a patient are:

1. Register with a general practitioner you can trust. It is relatively easy to find someone who will deal with trivial illnesses, but try to find someone you feel you could talk to about depression, drug misuse, stress, or alcoholism. It is unlikely that this person will be your partner - he or she will have too many conflicting interests. This may cause some difficulty in remote country areas, but doctors are often prepared to look after a colleague even if they are out of the usual practice area. If you move to a new job in a different area, get registered with a new general practitioner as soon as possible. 
2. Never mention a symptom to a specialist without prior discussion with your general practitioner. It seems obvious that rectal bleeding goes to a proctologist and haematuria to a urologist, but who will take a holistic view of your problems? If direct referral works for doctors, why not for all patients? If not for all patients, why only for doctors? Seeing your general practitioner has a rehearsal effect. Remember that when you see a specialist you want a second opinion, not a first, and that you want someone with whom you can discuss the specialist's recommendations. 

3. Never take any medicines that a lawyer could not purchase over the counter, or give them to anyone in your family. Most general practitioners' families get the latest sample from the last pharmaceutical representative who called. Is this really the best treatment to give to your family? 

4. Consult by appointment in appropriate surroundings. If possible, see the doctor in his or her own consulting room like everyone else. If you make an appointment you are likely to get a better service than if you try to catch a doctor just as he or she is dashing off to make a few calls before going to the theatre or is rushing off to a clinic. At an appointment, the doctor will have access to your notes with your history. 

5. Meticulously follow the rituals and protocols that protect non-doctor patients. The reasons for going into hospital early or staying in hospital for five days after certain procedures have been worked out for the average human; doctors get complications like everyone else, so it is foolish to short cut the system. 

Now test yourself :






· List three reasons why doctors find it difficult to seek help when they are ill

*

*

*

· Explain why doctors find it more difficult to care for professional colleagues compared with ‘other’ patients

· Which illnesses are doctors more prone to and why?

*

*

*

· Describe  3 ways of looking after sick colleagues more effectively

*

*

*

Answers

Reasons why doctors find it difficult to seek help when they are ill

· Denial

· Poorly developed patterns of help seeking behaviour

· Fear of over investigation or treatment

· Fear of lack of confidentiality

· Fear of risk to career

· Stigma of illness

Why doctors find it more difficult to care for professional colleagues compared with ‘other’ patients

· Acquiesce to consultation in suboptimal circumstances (e.g. the carpark)
· Boundaries of doctor: doctor-patient relationship are not always clear
· Trying too hard – over investigate, overtreat, over-refer
· Sometimes too compliant with doctor-patient’s wishes
Doctors are more prone to the following illnesses 

· Depression / anxiety

· Substance abuse

· Alcohol abuse

· Suicide

Ways of looking after sick colleagues more effectively

· Set appropriate boundaries

· See your colleague in your normal consulting room

· If referring them, telephone to make the appointment if you wish, but always write a comprehensive referral letter

· Work hard to build up an effective relationship with the doctor-patient. If you look after them well when they have a relatively minor illness, they are more likely to be able to consult you when there is a more serious problem

Finally, consider ways in which you can manage your own health and illness more effectively and appropriately in the future. Take a few minutes to reflect on the following questions:

· Are you registered with a GP?

· Is this someone whom you could trust to look after you if you developed depression or a serious physical illness or alcoholism?

· Do you see your GP for anything other than very minor or self limiting illness?

· Do you write prescriptions for yourself?

· Do you write prescriptions for your spouse / children?

· Are you ever tempted to go directly to the relevant consultant rather than seeing your GP first?

· How would you deal with a colleague who approached you in the corridor or the car park and asked for your opinion?

· What personal / professional support networks do you have in place?

· What practical steps can you look after your own health more effectively in the future?

Appendix 1

Resources available to help sick doctors / doctors with health problems in Yorkshire

· BMA counselling helpline – 24 hours a day 

· Yorkshire Deanery mentoring scheme – contact any CME tutor or your local postgraduate centre for a list of local GPs who are trained as mentors and who will deal confidentially with any work or personal difficulty

· ‘Hazlewood’  - organised by the Yorkshire faculty of the Royal College of general Practitioners - 24 hours of ‘time out’ in facilitated peer groups.

· ‘Take time’ – a counselling service for doctors in training organised through the Yorkshire Deanery

· Leeds Professional support group – a small group of GPs with interest and expertise in helping sick colleagues
· National Counselling Service for Sick Doctors (www.ncssd.org.uk. Tel: 0870 241 0535) 

· Doctors' Support Network (Tel: 07071 22 3372. 

Email: Lizzie.miller@talk.21.com)

· Sick Doctors' Trust (Tel: 01252 345 163)
· National Advisory Service for Sick Doctors (0171 935 5982. )

· Speak to one of the Course Organisers, in confidence

Finally, here are three articles from the BMJ. The first is written by a GP describing her personal experience of depression within a bipolar affective disorder.

The second describes the challenges of being a doctor with epilepsy and discusses possible ways to deal better with chronically sick doctors.

The third is a ‘personal view’ from an anaesthetist addicted to opiates.

1. An insider's guide to depression BMJ 2001;323:1011 ( 27 October )


	I wonder if you are as inept and uncomfortable at handling depressed patients as I am. Or as I formerly was, before I found myself the unwilling occupant of a psychiatrist's couch, a couch it seems to me I've barely left in the past five years, apart from comfort stops and cups of tea. Thus did I become the reluctant insider of the title. 


In the course of obtaining this superb basic and advanced training in depression, I've become sensitive to mistakes that other doctors make when managing me, and I have translated those mistakes into corrections in how I myself manage people with depression. The point of this article is to share these with you. 

Although I have bipolar affective disorder, I continue to function successfully as a general practitioner, albeit stuffed to the eyeballs with medication. My partners and a large proportion of my patients know my hideous secret, but I still seem to be here, dishing out amoxicillin with the best of them. 

And my favourite and most rewarding group of patients is people with depression. 

How it feels to be depressed 

People with depression rarely complain about feeling depressed. Is depression really primarily an affective disorder? In my experience, personal and medical, low mood is less reliably present than lack of motivation and interest. Nothing is worthwhile including, eventually, life. 

The bleakness of the landscape is unimaginable. It is as friendless and alien as a Dali painting. Ordinary concerns, such as work or friends, have no place here. Futility muffles thought; time elongates cruelly. 

Who is to blame for this situation? Those with depression think it must be them. Pointlessness and self loathing govern them. 

So the natural final step is suicide. People with depression don't kill themselves to teach their families a lesson or to frighten an errant boyfriend. They kill themselves because it is the obvious and right thing to do at that point. It is the only positive step they can think of. 

How to look after a depressive 

How do you look after "one of us"? Well, for a start, don't expect us to have insight. We don't. We are the last people to give you a balanced account of how we are. When you try to gauge how we're doing, stick to finite questions. How many hours do you sleep? Can you read a book? A magazine article? OK then, the back of a cornflakes packet? Have you laughed? If you ask us simply, "How are you?" we'll tell you that we're OK. 

Don't assume depressed doctors know that they're sick. The view is quite different from this side of the sanity divide. Chances are that we think that we are only stressed by work, and are distressed by our perceived inability to cope. 

People with depression don't have any sense of judgment or proportion. We desperately try to look as if we're in control, and often we don't know ourselves that our perceptions are false and our interpretations distorted. Don't let us make major life decisions. 

Nor do we have a sense of humour. We can recognise humour but only in a detached way, the same way that we can recognise a blackbird. We cannot respond to it. Jokiness on the part of the doctor causes instant alienation. It makes us feel that the doctor either has no understanding of our situation or is embarrassed by it. 

Don't be nervous about being empathetic. We won't clutch at you like drowning men. We want you only as a doctor. Make us feel like worthwhile people with a treatable illness. Refuse to see us as the useless rejects that we think we are. 

Feel free to ask us if we're suicidal. Suicidal thoughts for most of us have become an everyday distress and we're relieved to be able to talk about them. Ask for details. Force us to consider how our suicide would make children, family, and friends feel. Make us promise to keep going a little longer. 

Give us hope. We need to be told unequivocally that we will get better. We can see no end to our situation and no explanation for it[image: image1.png]


you as the doctor must supply both. 

Most of us will be getting little sleep by the time that we're forced into your consulting room wringing that hanky. To us our waking hours are almost physically painful because of the constant bombardment by negative sad thoughts. Escaping them for a few hours courtesy of a sleeping pill is wonderful. 

When you give us drugs, tell us about common side effects. If you don't do so and we get these side effects, our embryonic sense of hope is badly damaged. 

See us frequently at first. A week is a long time in a Dali landscape. Three weeks are almost unimaginable. Give us a reliable number we can call. This makes us feel that someone sees us as valuable. Inexplicable from our point of view, but nice. 

You will get us better. Just sustain us and give us a focus of hope until the drugs work. And we will forever value you for your humanity. 


Kay McKall, general practitioner.  

Ipswich 

2. Time for a more imaginative approach for doctors with a chronic illness BMJ 2002;324:S115 ( 13 April )


While a preregistration house officer, Steve had a fit at a party, and his colleagues teased him about his alcohol intake. In fact, he was subsequently found to have epilepsy. No one in his current job knows he has epilepsy: he has learnt from experience that doctors should not be too open about illness because of prejudice. The occupational health department is aware of his condition, and he is following their advice. He has not had a fit for over a year. He has important decisions to make about his career. 

No one knows Steve's illness better than he does, but he has come across doctors with views about his suitability to be a doctor. His non-medical friends can't see why his illness should cause him problems at work. Steve has faced the worst prejudice from his doctor colleagues. Steve would like to be able to talk about his needs at work: he does not want to be treated differently, but people should be aware of how important adequate rest and regular meals are for his wellbeing. He dreads having a fit at work. Steve has never knowingly come across another doctor with the same condition, but he knows there must be some out there. He thinks they are probably just as reluctant as he is to be open. 

Steve's experiences are not unique. Doctors with chronic illness commonly face such issues. Many doctors with chronic illness feel isolated and unsupported, and the NHS is at risk of losing them. 


What can be done to help? 

Prejudice is sadly still one of the biggest hurdles. Most doctors with chronic illness are essentially well most of the time. Some doctors have the burden of having an "invisible" illness. To a casual observer, they look fine, but the sometimes physically and emotionally demanding working environment puts them at risk. Indeed, in medicine these factors put all doctors at risk, for the nature of doctors' illness behaviour is such that they are more concerned about the effects that absenteeism will have on their colleagues and how their peers will view them than about risks to their health. 

Doctors have the lowest rates of sickness absence among NHS staff and among professional groups.1 This does not mean they are at less risk of illness[image: image2.png]


clearly they are not[image: image3.png]


but the culture of "presenteeism" is a largely unrecognised problem. 

Occupational health 
Occupational health has a key role in supporting doctors with chronic illness, assessing risk, and advising employers on appropriate changes to the working environment. In practice, doctors with chronic illness have mixed experiences of dealing with occupational health departments. Some doctors think they focus more on the employers' interests than on employees' and are unnecessarily cautious, overemphasising the potential risks to patients. This lack of understanding about the role of occupational health makes many doctors reluctant to consider them as a source of assistance. This is a shame because occupational health departments are ideally placed to provide support, information, and advice. A recent Career Focus article described how an occupational health physician helped set up a flexible training scheme for ill doctors.2
Doctors with a chronic illness 
Doctors with a chronic illness should not underestimate their own role as advocates, since they are the experts in their own illness and their needs. Unfortunately, they rarely promote themselves as being part of the solution. They must educate other doctors and be proactive, for their doctor colleagues all too often consider only those aspects in which doctors with chronic illness are different, focusing on their potential problems rather than their abilities.

Doctors may end up feeling isolated and vulnerable. The BMJ Careers chronic illness matching scheme was launched last year and aims to provide peer support, practical advice, and mentoring.3 Initial feedback has been positive; participants have reported the importance of support and practical advice from someone who is, or has been, in a similar situation. They value contact with someone who has an intimate understanding of their issues. 

Employers 
Employers and doctors' organisations must also start to break down the barriers by recognising that there needs to be a fundamental change in attitude and more imaginative ways of working. The flexible training scheme is one mechanism by which doctors with chronic illness can continue their training, and it has worked well for some doctors. Others have found that their experience has highlighted the inflexibility of flexible training. Issues of access and funding abound; the waiting time for funding and posts, and the suitability of posts, varies from region to region. The irony is that many so called part time posts remain full time by any other profession's standards.

Is what is required less of the same or a different way of working? 

In some areas substantive part time posts have been created for doctors who would otherwise be lost to the NHS. They are important in giving doctors an alternative to the stark choice between full time work or no work at all. Such posts should be available in all specialties, at all grades, and in all areas. At a time when the workforce crisis in medicine has led to the Department of Health actively recruiting overseas, common sense dictates that money should be invested in retaining the doctors we already have. 

The royal colleges rightly demand that trainees experience a wide variety of clinical work, including elective and emergency work. In some cases, however, insistence that experience of emergency care can be gained only out of hours does not take into account the changing nature of the delivery of medical care. More focus should be on what trainees do rather than when they do it. By being more flexible in their approach, royal colleges could enable training requirements to be fulfilled while taking account of individual needs. For some doctors with chronic illness, fatigue is a major issue. Enabling them to opt out of, or at least limit, night time working would mean that they could continue their training and still fulfil royal college requirements. 


	Possible solutions for doctors with chronic illness* 

· Improve or develop career guidance or counselling services for doctors whose careers may be jeopardised through ill health 

· Improve medical staffing levels to ensure doctors are able to take time off for short periods without an unreasonable increase in their colleagues' workload 

· Improve occupational health services and training so that consultant led services are accessible to all doctors 

· Ensure that appropriate attitudes towards doctors' health problems are encouraged in medical school and beyond 

· Ensure secured funding for retraining doctors who cannot continue in their chosen career because of ill health 

*Adapted from Taking Care of Doctors' Health: Reducing Avoidable Stress and Improving Services for Doctors who Fall Ill produced by Nuffield Provincial Hospitals Trust, London, January 1996


So what are the issues for Steve at the moment? 

Although he has found the occupational health department in his current hospital to be supportive, at his previous hospital he was initially prevented from undertaking on-call duties unless supervised because he was thought to be a potential risk to patients. Steve felt that this was stigmatising and unnecessary. After all, what would be the worst scenario? He would have a fit at work, and where could be a better place to have a fit? Does he really pose a serious risk to patients given that he is only one member of a team providing care? 

He is not a flexible trainee, nor does he want to be one, as he feels he could maintain himself as a full time trainee if his working environment was more flexible. Steve thinks he faces an uncertain future in the NHS, as the system seems largely dependent on attitude and a willingness to accommodate him. He does not want to feel "different," and he has therefore decided that he may be better off working in a different system and intends to go to Australia, initially for a year. 

The NHS can't afford to lose doctors like Steve. The needs of this important but sometimes invisible group of doctors must be highlighted and accommodated at a national level. Ultimately this will benefit all parties. It's time to be more imaginative and willing in our approach. 

Alex Freeman, general practitioner, Southampton alex@asjf.freeserve.co.uk 

Kate Adams, general practitioner registrar, Hackney, east London kadams67@hotmail.com 
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Steve is a fictitious character made up of an amalgamation of different doctors' experiences 

Further information 
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BMJ Careers chronic illness matching scheme (http://web.bma.org.uk/public/chill.nsf) 
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National Counselling Service for Sick Doctors (www.ncssd.org.uk. Tel: 0870 241 0535) 
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Doctors' Support Network (Tel: 07071 22 3372. Email: Lizzie.miller@talk.21.com) 
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Sick Doctors' Trust (Tel: 01252 345 163) 
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3. Personal view  - So easy to start BMJ 1995;310:337 (4 February) 
It is a bind being addicted to opiates--a real nuisance. Particularly when your sole

supply is obtained through your work. Towards the end of the week, if you are unfortunate enough not to be working at the weekend, you start scrabbling around trying to organise locums so that you can remain at work. The same happens with annual leave. 
Thus it was for me--as an anaesthetist addicted to any and all opiates. My favourite tipple was fentanyl, usually taken intranasally. Because of its short half life a forced abstinence of more than a few hours resulted in particularly nasty withdrawal symptoms. Not quite textbook stuff, more unbearable anxiety and insomnia than sneezing and diarrhoea. My appetite was so tiny in any case that diarrhoea would probably have been a physical impossibility. Access was, and no doubt is, ridiculously easy, and even when I was not officially working it was a relatively straightforward procedure to obtain more supplies. 
I have often been asked how it all started. Looking back I had no doubt always been susceptible to substance abuse since my schooldays. The first time I remember taking fentanyl was one particularly busy night on call, to treat a headache. Rather like using heavy artillery to kill a mouse. One very dead mouse, but a hell of a mess in the kitchen. 
Things naturally got out of hand. The words of the government's antidrugs campaign used to echo around my pleasantly numbed head: "I can handle it. I could stop if I wanted to." At least they got that bit right. Show me someone who can cure themselves of opiate dependency and I will show you a politically correct member of the National Front. Such a thing does not exist. 
I came tantalisingly near to telling one colleague about the problem in the coffee room of the intensive care unit. But someone came in and the opportunity never again presented itself. People started telling me how tired and ill I looked. My explanation of overwork was usually accepted, particularly as I was working most hours of most days. 
Even now, I don't like to think that any patients suffered in any way as a result of my addiction. Certainly, I did not have any major anaesthetic disasters. I also passed all three parts of the anaesthetic fellowship at the first attempt, and received a letter of praise from a consultant in accident and emergency concerning my management of a rather heroic thoracotomy in the resuscitation room. I would not, however, recommend fentanyl as a routine examination aid. 
I got caught eventually, of course. Being arrested at a strange hospital is not an enjoyable experience. The consultant, the manager, and the local police, were all extremely kind and understanding. Not so a gaggle of theatre nurses who came to have a covenly cackle at me as I was led out. It transpired that a senior colleague had guessed what was happening and had planned to confront me on his return from holiday. Pity he did not spoil his holiday and confront me before he left. 
Being on methadone for a month was a salutary experience. I made the mistake of cashing in my pink script at a local pharmacy, which obviously was not used to "that sort of thing." One pharmacist was always pleasant and often asked how things were going. The other treated me like something she had trodden in on the soles of her rather cheap shoes. On my last visit, when she asked if I would be back for another course soon, I explained that I was a caring and conscientious doctor who had encountered a problem not unknown among her own profession, and, no, I hadn't beaten up any old ladies or robbed any banks. I'm sure she did not believe a word of it, but it made me feel better. 
A lot has happened since then. Eighteen months in psychiatry at the suggestion of my General Medical Council supervisor was a big mistake. A more quantum career leap would be hard to imagine. The fact that one of my regular patients in my first psychiatric post was a former consultant psychiatrist fighting a losing battle with alcohol addiction says a lot about the lack of real care shown by the profession to its own. I never got the chance to discuss our various past and present problems with this particular colleague as he died while in the care of my consultant. 
I am pleased to say that I have now finally got myself sorted out. Unfortunately this involved me seeking help independently from my appointed GMC supervisor. I find it difficult to see how one person so appointed can be expected to both police the position and provide appropriate treatment. 
I have been drug free for some time now and I expect to stay that way. Not so much as a paracetamol has passed my puritan lips. They do say "Once an addict, always an addict." I prefer to say that every non-addict has the potential to become an addict, and every addict has the potential, given the right help and support, to become a non-addict. 
Some of you reading this will either now, or at some time in the future, be addicted to some substance. Opiates are high up on the list, particularly in the medical profession. For those in doubt, there is hope. It is possible to overcome opiate addiction and return to a normal way of life, free from the intolerable restrictions that drug dependency places on the sufferers and those around them. 
I have no direct experience of the established sick doctors' counselling schemes. Accident and emergency departments will have contact numbers for advice lines, most of whom will have dealt with addicted doctors or nurses many times.* The only difference between you and their other clients is that your supplies are probably free and you do not have to forge prescription signatures. 
Next time you are about to reach for the syringe or the bottle, reach for the telephone instead. 
Is this true? Write down any times you have observed a ‘shadow contract’ at work (
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Write down your thoughts here (





Write down your thoughts on each of these scenarios….      (





Your thoughts ….      (
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Write down your thoughts…..(
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