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Doctors as patients
Health promotionfor doctors
Much concern has been expressed about doctors' health' and
O'Donnell's comments are striking: 'Doctors use their power and
status to distance themselves not just from their patients' feelings
- and their own- but from the dreaded implications of mortali-
ty.'2

It is known that cirrhosis of the liver is three times more com-
mon in doctors than in the general population.3 It is also known
that general practitioners can influence their patients' behaviour
in relation to smoking4 and alcohol intake,5 and there is emerging
evidence that health checks can lead to some sustained changes in
behaviour.6 Thus, some health promotion approaches' by primary
health care workers are known to be effective while doctors are
not without health promotion needs. Therefore, there is 'an oppor-
tunity for general practitioners to promote good health of their
doctor patients.

Concerns about doctors' health, their attitudes to their own
health and their ambivalence towards health promotion initiatives
raise the suspicion that general practitioners may take health pro-
motion for themselves less seriously than for their patients. I
explored this hypothesis by examining the medical records of the
41 doctor patients on my practice's list who were aged under 75
years. I also examined the medical records of 41 controls who
were the closest matches for age, sex and social class (according
to the registrar general's classification).

Subjects' medical records were examined for the presence or
absence of recordings of each of the criteria in the general practi-
tioner health promotion contract. In my practice, health promotion
recording is either opportunistic or as a result of health promotion
clinic attendance. Recordings of the health promotion criteria in
the subjects' records were as follows: blood pressure, 49 of the 41
doctors and 80% of the 41 controls; smoking status, 61 and 88%,
respectively; alcohol intake, 41 and 66%, respectively; body mass
index, 37 and 59%, respectively; family history of stroke or coro-
nary heart disease, 22 and 39%, respectively; exercise advice, 10
and 29%, respectively; and dietary advice, 10 and 29%, respec-
tively.

These results appear to compare favourably with the results of
Richards' study.' His doctor respondents reported discussing pre-
ventive health measures with a general practitioner as follows:
blood pressure, 23%; smoking habits, 10%; drinking habits, 4%;
stress and lifestyle, 14%; and weight and diet, 9%. However, his
survey was carried out before health promotion was incorporated
into the 1990 contract for general practitioners; since then there
has been a financial incentive for general practitioners to ensure
that health promotion activity data are recorded.

At face value, the results of my study suggest that there were
substantial differences between the group of doctors and the con-
trol group, but when the paired t-test was applied, the differences
were not statistically significant at the 95% level.

While a larger sample would clarify whether doctors differ sig-
nificantly from the average, these results should act as a reminder
to doctors to pay attention to promoting their own health and that
of their doctor patients.

M G DORNAN

Holywell House Medical Centre,
Holywell Street, Chesterfield S41 7SD
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