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Helping the sick doctor: a new
service
As a member of the Merrison Committee of Inquiry into the
Regulation of the Medical Profession I was very struck by the
evidence we received concerning sick doctors. There were
many dismal stories about practitioners whose competence
to practise had plainly been impaired by illness, often
psychiatric, but who soldiered on to the distress of their
families and to the alarm of their colleagues.
Recommendations that the General Medical Council

should establish a health committee were accepted by the
government and found expression in the Medical Act 1978.
We hoped that by holding proceedings in camera and by
adopting a constructive attitude sick, incompetent doctors
would be controlled and brought to treatment at an early
stage.
The health procedures of the General Medical Council

have turned out, probably inevitably, to be more formal
(though still private) than the Merrison report envisaged.
Nevertheless, within these constraints the council has
accomplished excellent work in reclaiming sick doctors.

In the NHS hospital service controls operate through
professional panels (the old "three wise men" arrangements),
and in general practice the local medical committees
may recommend suspension to a family practitioner
committee. Experience suggests, however, that these
statutory NHS devices are poorly understood and patchy in
their application.
Many factors operate to deter a sick doctor from receiving

help. Those with alcoholism or in morbid depression may
have a profound lack of insight. The sick doctor may feel
awkward and embarrassed at the thought of approaching
colleagues in his own locality. He might, however, be willing
to accept aid from further afield, but may not be sure whom
to contact or may lack the initiative. His local colleagues,
while experiencing growing concern, may hesitate to take
action which might be construed as meddlesome or disloyal
and instead develop a kind of protective collusion with the
doctor.

In many cases there may be a stage in the evolution of the
disorder when the sick doctor might be receptive and
amenable to an offer of professional help from outside his
region. It could be argued that such a step cuts across and
abrogates the role of the doctor's own general practitioner-
but for reasons which have been touched on above he may be
impotent.

In an attempt to fill this gap informal services have been set
up in Britain-notably by the Association of Anaesthetists of
Great Britain and also by the Association of Surgeons. More
recently, after an initiative by the British Medical Associa-
tion supported by the Royal Colleges and Faculties, the Joint
Consultants' Committee, and other professional medical
bodies, a National Counselling and Welfare Service for Sick
Doctors has been opened for all branches of the profession.
This is controlled by an autonomous national management
committee, including representatives from the interested
medical organisations. The scheme is non-coercive, in-
formal, and confidential. Any doctor who is seriously
concerned about the effects of illness on the fitness to practise
of a colleague may telephone a central contact point (01 580
3160). He will be asked merely for the specialty of the sick
doctor and the area in which he or she works. The name and
telephone number of a national adviser will be provided, who
will be one of a panel of senior doctors (nominated by the
colleges and the BMA) in the same branch of medicine as the
"patient." The colleague may then telephone the national
adviser, and only at this stage need disclose names. The
adviser, having discussed the problem, may himself make an
approach to the "patient" or may arrange for another
specialist within the service to do so.

This stage of direct approach is clearly the crucial and most
difficult part of the operation. Sensitive handling by the
national adviser will be of the essence. Many sick and
troubled doctors may, however, respond to this proffered
lifeline with a huge sense of relief. Some may even wish to
seek help from the service on their own initiative.
No permanent records incorporating names will be kept of

these transactions. The "patient" is perfectly entitled to
refuse the offer-in which case the original referring col-
league is informed and the matter closed so far as the
counselling service is concerned.

K RAWNSLEY
Chairman, Management Committee,
National Counselling and Welfare Service for Sick Doctors,
7 Marylebone Road,
London NW1

National Counselling and Welfare
Service for Sick Doctors

A confidential independent service supported by
the Royal Colleges, 7CC, BMA, and other

professional bodies

Are you concerned about a colleague whose
health is affecting his or her work and who
seems reluctant to acknowledge this or to
seek help? Advice is available from senior
doctors in all branches of the profession on a
strictly confidential and informal basis.
Telephone the national contact point

(01 580 3160) for the name of an appropriate
adviser.
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