
It has been long recognised that medicine is one of the most
stressful occupations and psychological morbidity in
practising doctors has been estimated at 25%.1-3 The
primary problems are depression, anxiety, burnout, alcohol
and substance misuse, with high rates of suicidal thoughts
and higher completed suicide in female doctors. Suicide
rates among doctors are the highest of any health
professional group and are more than twice those of the
general population.4 Yet the mental health of doctors falls
into the category of unmet need and the provision of care
and support is very limited in many regions in the UK.

The impact of mental ill health on an individual doctor
is significant both in personal terms and with regard to
possible adverse effect on clinical practice. These issues
have been well described,5-8 but addressing them properly
in terms of the provision of specialist services for doctors
has been an afterthought. In the past, doctors with health
problems were referred to a colleague out of their
catchment area and confidentiality was preserved. There
was no organised system of care and, consequently, no
empirical data on doctors’ health other than anonymised
questionnaire studies. This avenue of care, which provided
help despite its shortcomings, became unviable with the
advent of the internal market, which requires funding
approval. The accompanying bureaucratic process was time-
consuming, increased anxiety about confidentiality and thus
became an additional impediment to doctors seeking help.

Why are doctors reluctant to seek help?

There is intense anxiety among doctors seeking help. A
more open acknowledgement of psychological difficulties
may be detrimental to a doctor’s career and this exacerbates
the societal stigma regarding mental health problems in
doctors. There is also fear in the profession of being

stigmatised.8 The Royal College of Psychiatrists has

attempted to address the stigma both in society and in the

medical profession through its publications and anti-stigma

Changing Minds campaign.9 Evidence suggests that doctors

frequently do not register with a general practitioner (GP)

or do not use GP services when they are registered. The

most commonly cited barrier to seeking help is lack of time

and pressure of work: long working hours, shift patterns and

frequently moving jobs can make it difficult to register with

and attend a GP.10 These factors, combined with significant

fears about confidentiality, are important barriers to seeking

help, but just as important are psychological, social and

cultural factors.11

In depressive states of mind the individual is suffused

with pessimism and often views the role of the regulator

(General Medical Council, GMC), and also their employer

and associated occupational health services, with distrust.

This exacerbates common fears of loss of confidentiality and

effects on one’s career and may be particularly so in a close-

knit or small (e.g. rural) community. Other impediments to

doctors seeking help are the cultural beliefs embedded in

medicine. One common belief is that of being the caregiver,

with the fantasy of being invincible and having no thoughts

about one’s own needs, perhaps equating vulnerability with

weakness. It may be that the lack of development of proper

services for doctors is a reflection of this professional stigma

against personal vulnerability. Doctors as a group are high

achievers, responsible, conscientious, driven, self-critical

and self-doubting.12 These traits in moderation are

necessary in medicine, but when extreme, lead to significant

anxiety and morbid preoccupation with having not done

enough or having failed patients. Doctors tend to take little

sick leave and to continue to work when unwell

(‘presenteeism’), often thinking they would let down their

colleagues if they go off sick.13 It is likely this situation is

now exacerbated by increasing financial strictures resulting

in the reluctance to use locums.
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‘Doctor patient’ - not an oxymoron

In the face of these anxieties, doctors have hitherto tended

to either treat themselves or have informal (‘corridor’)

discussions with colleagues. It is not only that doctors are

uncomfortable about being patients. They are also uncom-

fortable treating colleagues. Frequently, doctor patients

report being treated as a colleague in consultations for

physical and mental ill health. The anxiety of treating a

fellow professional can deskill the doctor. Informal

consultation, with no clear lines of responsibility or

action, leads to an increase in anxiety, which tends to

exacerbate the situation. Doctor patients, particularly those

with complex problems, may evoke a range of responses in

the treating physician, ranging from bland reassurance to

clinical overreaction, and thus they may end up with a

poorer standard of treatment than the general patient. An

example is to be found in this journal.14

Healthcare services for doctors

In the UK, services for doctors remain patchy and their

development rather a struggle to establish on a secure

footing. The Shipman inquiry (www.shipman-inquiry.

org.uk) focused on patient safety and increased regulation

of doctors and did raise some consideration of health issues.

There began to be increasing recognition of the importance

of the health of doctors, which was reinforced by a report

subsequent to the tragic suicide of the psychiatrist Daksha

Emson.15 In its reports, the National Clinical Assessment

Service (NCAS) raised issues of doctors’ health.16 The recent

Boorman review,13 in which the economic cost of doctors’ ill

health has been highlighted, has strengthened the case for

the development of appropriate services. The focus is

gradually shifting to the health needs of the individual

and the growing awareness that an unwell or unhappy

doctor is unlikely to be working at their optimal capacity

and this is likely to have detrimental effects on patients and

the efficient delivery of their care.17

In addition, some of the postgraduate deaneries

became increasingly concerned about the welfare of their

trainees, with an awareness that problems in training could

be due to psychological problems in either trainees or

trainers. Consequently, the London Deanery and others

developed bespoke services where doctors may seek a

personal consultation. This supplemented a range of

telephone consultation services which had been developed

by the British Medical Association several years ago and,

more recently, by many of the medical Royal Colleges,

including the Royal College of Psychiatrists (Psychiatrists’

Support Service) and the pilot Practitioner Health

Programme in London.
In North America, organised services for doctors were

set up many years ago. The focus of these services was to

address primarily the problems of alcohol dependency. They

were closely related to the regulator and their primary

concern at that time was of patient safety. An unintended

consequence has been to associate physician health services

with addiction and the regulator. This has not helped

alleviate anxiety and stigma in respect of doctors seeking

help.

How is a doctor patient different
from any other patient?

There has been little empirical research to describe

morbidity in doctors who actually do seek help and such

data that there are indicate that doctors come for help late

and, consequently, show significant morbidity.18 This can be

explained by the fact that there has been a paucity of

services felt to be confidential and accessible, and by the

perceived stigma within the profession and society as a

whole. It is important in this context to recognise not only

external sources of stigma, but the less easily acknowledged

problem of internal stigma of doctors. Having psychological

health needs is often seen as a failure and weakness, and

conflicts with the still prevalent culture that the doctor can,

and should, cope with all the ills of life and work -

‘physician, heal thyself’.
Current specialist services are reporting increasing

referral rates, with psychiatrists being relatively over-

represented. These patterns are open to several interpreta-

tions. Is psychiatry becoming more stressful or are our

colleagues more open to help? My impression is that the

former is the case. The clinical consensus is that the practice

of medicine is more stressful, with both peer relationships

and trainer-trainee relationships becoming more frag-

mented as a consequence of complex duty rotas, far-flung

rotations and the move to complex team-working, with

consequent ambiguity in the location of clinical authority.

Supportive relationships and gaining satisfaction from

clinical work are becoming harder to achieve, with the

increasing focus on financially based outputs. It is

frequently felt, and most likely often true, that the

protection of the workforce’s health is, in general, an

afterthought.

Call for specialist services for doctors

The consensus from the physicians providing services for

doctors is that to facilitate a successful engagement in

seeking formalised help, services have to be strictly

confidential, easily accessible and obstacles such as

screening reduced to a minimum. An essential aspect of

bespoke services for doctors is the removal of barriers to

engagement.19,20 This is quite different from the provision of

services to the general population, where triage is used at

the point of entry, in part to manage demand on services.

Doctors who need access to services do not need triage

since they generally avoid seeking help; the problem is

encouraging them to come in the first place. People tend to

suffer for some years before approaching services. Triage is

an inappropriate model as it will deter the doctor from

engaging. We have found that the most effective method to

encourage contact is to offer a face-to-face consultation.

Doctors who contact services have significant problems18

and should always be offered a consultation, yet if they do

engage with services, doctors have good outcomes.19,21 In

our clinical experience the key is the capacity to establish a

therapeutic alliance and to offer an individually tailored

programme of care. Equally important is to establish a

network of support for those who are more seriously unwell
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and to develop a good relationship with occupational health

services who can support a doctor’s phased return to work.
Doctors are ill at ease about being patients and in the

main they are uncomfortable about treating colleagues. The

treating doctor needs to be comfortable about using their

clinical authority when treating the doctor patient so there

can be clear boundaries and a clear strategy.22 It is

important in terms of confidentiality that the relationship

with the regulator, the GMC, is explicit and that doctors are

aware that if there is a fitness to practise issue, the GMC

may well need to be informed.
Internationally, there is a large variation about how the

regulators of medical practitioners manage health issues in

doctors. The GMC has now disbanded the Health

Committee, so that all the cases are considered in the

round, and if the primary problem is a serious health issue

the investigation panel of the GMC will seek a consensual

agreement with that particular doctor in terms of future

care and management. If that is achieved, the case will not

be referred to a formal fitness to practise panel unless there

have been serious consequences which will have an impact

on patients’ safety. In Ireland, the Medical Council has a

health committee which carries out an independent

assessment with a view to encouraging doctors to seek

help, prior to any fitness to practise issues. In the USA, each

state has its own medical regulator. By and large, states have

a physician health programme, which mainly focuses on

drug and alcohol problems. These programmes act as agents

for the regulator and are responsible to the health board.

There is a large variation internationally in approaches. The

main issue under debate is how much health issues should

be managed under the broader umbrella of the regulator or

how much should they be separate and at arm’s length. The

consensus from clinicians working in this field is that the

most effective way to engage with doctors with health issues

at an early stage is separating health services for doctors

from the regulator.
In doctors who actually do attend and can engage in a

specialist service for doctors, referral to the regulator is a

rare occurrence. A particular area where the regulator does

get involved is doctors with difficulties who have avoided

seeking help or committing themselves to treatment that

has been offered. For doctors with drug and alcohol

problems, the involvement of the GMC in conjunction

with a treatment programme can make a positive contribu-

tion to outcome. International data suggest a very high

success rate of doctors with dependency issues since the

doctors themselves are extremely highly motivated to

maintain both their professional identity and livelihood as

practising clinicians. This focuses the mind on adhering to

treatment programmes and success rates are over 80% as

reported by the majority of specialist services for doctors

with addiction problems.23

Specialist services for doctors need to be holistic in

their approach, to be able to look at the individual health

needs of the patient, their work/life balance and the clinical

and organisational issues in terms of the environment in

which they practise. It is the consideration of the complex

interplay between all these factors and the impact on their

personal and family life that lead to good outcomes.

Doctors’ feedback indicates that consultations that lead to

greater understanding of their difficulties are valued and

confer a greater sense of personal control.24 Such services

also need to contain anxiety, not only of the doctor

attending, but also, if necessary, of colleagues, so that

appropriate judgements can be made in terms of work and

responsibility. This has become more difficult as employing

organisations become more risk averse. Such judgements

are complex and, in our belief, require knowledge of

medicine from the inside. Hence, they are best delivered

by senior physicians with expertise in mental health and

extensive psychotherapeutic knowledge.
The development of more specialist confidential

services and a more accepting culture within medicine

should make a helpful contribution to both doctor and

patient care. What I want to particularly emphasise is the

importance of the recognition that idealisation of physician

invincibility is counterproductive, and that it is profession-

ally important for us to take our needs seriously.25 Doctor

patients report a great sense of relief at being able to open

up about their problems in a safe environment and with a

skilled clinician. Such experiences are not only therapeutic

in themselves, but also heighten sensitivity in subsequent

clinical practice. In addition, the expertise gained from

specialist services is a resource to support initiatives by

medical educators who are now addressing these issues at

both the undergraduate and postgraduate level.
We are very understanding of our patients’ difficulties

but do not find it easy to accept our own. Medicine is a

demanding profession and carries an onerous burden of

responsibility, but it can also be very rewarding. It is

important to accept that the emotional impact of our work

can make us doctors not only stressed, but unwell.26
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