
Changing society: changing role of doctors
The stresses must not be allowed to get too great

T he role of the doctor has changed drastically
since the 1930s and 1940s, when practitioners
struggled with unbelievably large numbers of

patients in their districts. Today the numbers of
patients are much smaller, but their qualitative
demands are much higher. At the same time the high
status of the doctor has been diminished. These chang›
ing patterns of work and position in society are
creating new, and damaging, stresses.

Our own studies in the 1980s at the Swedish
National Institute for Psychosocial Factors and Health
showed that doctors had longer working hours and
more exposure to shiftwork schedules (being on call)
but also more stimulating work than men and women
in most other occupations. 1 Doctors also claimed that
in relation to most aspects of their work they had rea›
sonable control over their working situation —more
than in most other occupations. Since then the
situation has changed.

Recent studies of the working population in
Sweden show that both female and male doctors
report both high demands and little ability to control
their work, in comparison with other occupations. 2 In
the terminology of “demand›control” 3 this indicates
job strain. Furthermore, the differences between
doctors and other healthcare workers have dimin›
ished, with most healthcare workers having low scores
for ability to control their work. Everyone in health
care thus seems to be in the same boat in relation to
these demands.4

It’s hard to combine work with family life
One of the most important changes in role has to do
with gender roles and family pressure. How do
doctors combine a very demanding working life with a
normal family life? In this issue of BMJ Dumelow et al
describe an interview study of hospital consultants in
Britain (p 0000). 5 They have introduced new terminol›
ogy to describe three different strategies that men and
women adopt to try to manage both a family and a
demanding career: “career dominant,” “segregated,”
and “accommodated.”

The career dominant strategy (15% of the women
and 3% of the men) implies a continuous, full time
career and a reduced family life—living single or
divorced and childless as a consequence of the career.
The segregated strategy (55% of the women and 85%
of the men) implies a continuous, full time career with
family roles organised so as to enable more time to be
devoted to the career. The accommodating strategy

(30% of the women and 12% of the men) implies that
work involvement has been reduced in some way to
allow more time for family roles.

Women consultants stated that the segregated
strategy was the most successful in terms of both fam›
ily and career whereas male consultants found this
strategy less satisfying for family life. The career domi›
nant and accommodating strategies were assessed in
the same way by both men and women—the first good
for the career and bad for the family and the second
good for the family and bad for the career. The differ›
ence in attitude to the segregated strategy reflects gen›
der roles, which are changing very slowly. Female
doctors react psychophysiologically, with more arousal
than male physicians when they get home after work. 6

Analyses of emotional states recorded in diaries during
the round of daily life in several occupations show that
doctors have more emotional reactions, positive as well
as negative, during their working day than those in
other occupations,7 and this has been particularly
evident in female physicians.

Women may be more sensitive than men
The gender difference may also teach us something
about the doctor’s role in general because women may
be more sensitive than men to emotional demands
made on doctors. In the old era, when the numbers of
patients were very large, the system allowed very little
scope for emotional demands from patients. This is
different today: patients demand empathy, and doctors
(women more than men, perhaps) feel that demand on
them to show empathy. This may be one reason why
women doctors have tended to have a higher suicide
rate than male doctors.8 In a period of restricted
spending on health care, which is occurring in most
Western countries, these demands may create insur›
mountable pressures.9

A study of life events has shown that doctors report
more negative life events dealing with deaths and
illnesses among friends and relatives than do other
working men and women. 10 The explanation of this is
probably that friends and relatives (who may be
relatively distant from the physician socially and would
accordingly not be recorded as friends or relatives in
life event explorations by other men and women) con›
tact the doctors in their social network when they
become ill. This may develop from informal consulta›
tions to very close ties, and as a consequence deaths
and serious illnesses among these friends and relatives
are more often recorded as critical life events.
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So far, faced with these pressures, women have
tended to select a less career oriented life. Even in the
late 1980s the labour market in Sweden was very
gender segregated.11 But as the proportion of women
doctors increases, other solutions will have to be found:
a more humane situation must be created.

T res Theorell director

National Institute for Psychosocial Factors and Health, 171 77
Stockholm, Sweden

1 Theorell T. The psychosocial working environment. In: Brune DK, Edling
C, eds.Hazards in the health professions. Boca Raton, Florida: CRC Press,
1989.

2 Statistics Sweden. Negativ stress i arbetet. De mest utsatta yrkena [Nega›
tive stress at work. The most exposed occupation].Information om Utbildn›
ing och Arbetsmarknad1997:1.

3 Karasek RA, Theorell T. Healthy work: stress, productivity, and the reconstruc›
tion of working life.New York: Basic Books, 1990.

4 Lundberg I, stlin P, Hemmingway T. Public health report. Stockholm:
Department of Social Medicine, Karolinska Institutet, 1994.

5 Dumelow C, Littlejohns P, Griffiths S. The inter›relationship between a
medical career and family life for hospital consultants: an interview sur›
vey.BMJ 2000;320:1437›40.

6 Theorell T, Ahlberg›HultØn G, Berggren T, Perski A, Sigala F, Svensson J,
et al. Arbetsmilj , levnadsvanor och risk f r hj rtk rlsjukdom [Work
environment, life style and cardiovascular risk]. Stockholm: National Institute
for Psychosocial Factors and Health, 1987.

7 Theorell T. Psychosocial cardiovascular risks—on the double loads of
women. Psychother Psychosom1991;55:81›9.

8 Arnetz B, H rte L›G, Hedberg A, Theorell T, Allander E, Malker H. Sui›
cide patterns among physicians related to other academics as well as to
the general population. Acta Psychiatr Scand1987;75:139›43.

9 Kasper A. Overwork: causes and consequences. Symposium on work
stress and health, Baltimore, 1999.

10 Theorell T, Emlund N. On physiological effects of positive and negative
life changes—a longitudinal study. J Psychosom Res1993;37:653›9.

11 Hall EM. Gender, work control and stress: A theoretical discussion and an
empirical test. Int J Health Serv1992;19:725›45.

Fluctuations in lower urinary tract symptoms in
women
Reassurance and watchful waiting can prevent overtreatment

Urinary symptoms are common in both men
and women. Traditionally “prostatism” has
been used to describe the symptoms in men,

while urinary incontinence and dysuria were used for
women.1 For some years the term lower urinary tract
symptoms (LUTS) has been used to describe any con›
stellation of symptoms occurring in patients of either
sex at any age. The symptoms are not disease specific
and the term does not suggest any cause for the symp›
toms. It has been shown that instruments developed to
score symptoms in men (for example, the inter›
national prostate symptom score scale) are not sex
specific, as the symptoms are as prevalent in women as
in men.2 3

Lower urinary tract symptoms may come and go
In this issue Młller et al (p 1429) present data on the
incidence and rates of remission at one year of lower
urinary tract symptoms in 2284 Danish women aged
40›60.4 The prevalence was 29%, the incidence 10%,
and the rate of remission was 28%. The authors state
that lower urinary tract symptoms are common and
they may come and go. These findings may have
important clinical implications. But the magnitude of
the results may be biased by the design of the study and
the definitions used.

Several validated questionnaires have been used in
similar studies but they emphasise different aspects of
the disorder. For example, in this study women were not
asked about dysuria and the popular concept of over›
active bladder, but incontinence is extensively covered.
Incidence was defined rather unusually as the pro›
portion of women who either developed symptoms or
whose symptoms increased from sometimes to weekly
or more than weekly. Similarly, remission was defined
not only as the disappearance of symptoms but also as a
fall in the frequency of symptoms to less than weekly.

Research into incontinence has shown that
estimates of prevalence and incidence can change

dramatically when different thresholds and definitions
are used and that remission rates are high.5 6 Caution
should therefore be used in applying epidemiological
data to a clinical context: there is a large transitional
zone between healthy and diseased, hence there is a
risk of medicalisation and overtreatment. 6

Most people with urinary incontinence and LUTS
do not seek help from health professionals. 6 Many suf›
fer with their illness, despite the availability of good
symptomatic treatment. However, for many people
with mild or occasional symptoms it is probably
reasonable not to seek help. Młller et al’s study
introduces another factor into this debate: symptoms
fluctuate, and there is a good chance that people will
have fewer symptoms or even stop having them within
a reasonable time.

When a patient consults it is the responsibility of
the doctor to make a proper working diagnosis and
suggest treatment options. But it is also the practition›
er’s responsibility to protect patients from unnecessary
investigations and treatments. The general practitioner
usually knows if the patient has other illnesses and is
already taking medication. LUTS is particularly
suitable for management in primary care: patients with
urinary incontinence and overactive bladders have
been shown to be well cared for in general practice.7 8

Patients should, however, be referred when there is
suspicion of organic disease. Patients whose symptoms
have changed significantly should be seen urgently by
a specialist.

The patient’s view of the problem is important
The decision not to treat patients should be based
largely on how much their symptoms interfere with daily
activities and how willing they are to wait and see if they
need medication. Individuals’ opinions of what symp›
toms are bothersome vary considerably; the patient’s
overall view of the problem is therefore as important as
clinical scores.
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