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ABSTRACT
In this article, we examine the

somber issue of suicide among
physicians. While there is some
variation in the literature regarding
prevalence, the majority of studies
indicates higher rates of suicide

among physicians than the general
population, particularly among
female physicians. Potential
contributory factors include various
Axis I disorders (especially mood,
drug use, and alcohol-related
disorders), cognitive style,

psychosocial factors, and particular
personality characteristics. We urge
physicians to be aware of these risk
factors.
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INTRODUCTION
In this edition of The Interface,

we explore the somber topic of
physician suicide. Certainly, much
of the literature in this area
indicates that there is a higher rate
of suicide among physicians
compared with the general
population, particularly among
female physicians. However, are
there any reasonable predictors
and/or personality factors that
predispose physicians to suicide? In
the following article, we examine
these and other related issues.

SUICIDE RATES AMONG
PHYSICIANS

For years, the literature has been
peppered with the observation that
there appears to be a higher suicide
rate among physicians than the
general population. For example, in
1971, Ross reviewed the literature
on physician suicide over the
preceding 75 years, noted high
rates, and concluded that, “One
cannot avoid pondering what lies
behind these startling statistics.”1

Following a 1976 retrospective
analysis of data, Von Brauchitsch
noted a number of methodological
concerns with existing studies and
concluded that there was no
convincing evidence that the rates
of suicide among physicians were
any higher than those encountered
in the general population.2 In 1987,
Bourgeois et al3 examined various
national databases and concluded
that female, but not male,
physicians evidenced a higher rate
of suicide. In 2005, Hampton4
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reviewed the studies over the
preceding four decades and
concluded that, compared with non-
physicians, the prevalence of suicide
among physicians is genuinely
higher than the general population.
In this latter study, the author
estimated that the risk was 70
percent higher for male and 250 to
400 percent higher for female
physicians. In that same year, Torre
and colleagues compared all-cause
mortality between physicians and
the general population; they found
that suicide was the only cause of
death where the risk for physicians
was higher than the general
population.5

In addition to the preceding
literature reviews, over the past 40
years, a number of epidemiological
investigations have taken place,
predominantly in the US and
Scandinavia. The majority of these
studies are summarized in Table 1
(note that this may not be a
complete list).6–15 In three
studies,9,11,15 the rates of suicide for
male physicians were either no
different or lower than the general
population. However, in the majority
of these empirical endeavors,
suicide rates among male physicians
were indeed higher than the general
population. In contrast, in no study
has an investigator reported that the
suicide rates of female physicians
are lower than rates found in the
general population. In addition, in
all studies that have examined male
and female physicians in comparison
with the general population,7, 10,11,15

the suicide rates for female
physicians have consistently
exceeded the rates for male
physicians.

Collectively, what does this
information tell us? First, compared
with the general population, suicide
rates among physicians generally
tend to be higher. Second, some
studies of the suicide rates among

male physicians have found rates
equal to or lower than the general
population, though these clearly
under-number those that have found
higher rates. Third, in all studies to
date that have compared physician
suicide rates with the general
population, female physicians
consistently have higher suicide
rates than male physicians.

CONTRIBUTORY FACTORS TO
SUICIDE IN PHYSICIANS

Because suicide is a retrospective
and uncommon event, the analysis
of the contributory variables is
oftentimes characterized by a
seemingly unending number of
associated factors. These factors
seem to vary from study to study as
a function of the methodology (e.g.,
the variables under study, the study
population). In the literature on
physician suicide, this appears to be
the case, as well. However, a
number of pragmatic contributory
factors have been identified.

Axis I disorders. As in the case
of suicide by nonphysicians, suicide
among physicians may be associated
with a number of mental
disorders.16,17 However, according to
the literature, few physicians
receive mental healthcare before
their deaths.18 Among the various
Axis I disorders, mood disorders are
commonly noted,19 particularly
among women.20,21 As an example of
the prevalence of depression among
physicians, according to a 2006
survey by the American College of
Physician Executives, over two-
thirds of responding physicians
reported burn-out and nearly a third
acknowledged current depression.22

As with suicide in the general
population, in addition to
depression, alcohol and substance
abuse are common factors
associated with physician
suicides.16,23 Alcohol and/or
substance usage affect anywhere

from 20 to 40 percent of physician
suicide completers.24

Cognitive style. How we
humans cognitively process material
affects our behavior. In this vein,
Duberstein et al25 examined the
perceived “rationality” of suicide
among 114 primary care physicians.
In this sample, 61 percent of
participants believed that suicide
could be a rational choice under
certain circumstances. Interestingly,
women were more likely than men
to support this view, which echoes
the behavioral pattern of higher
rates of suicide in women compared
with men.

Psychosocial factors. A
number of psychosocial factors have
been identified as contributory to
physician suicides. These include
role strain as well as role conflicts26,27

and physician dissatisfaction with
career choice.27 The first of these,
role strain, may include excessive
occupational demands as well as the
lack of personal support.28

Competing life responsibilities
appear to be an important factor in
role strain, particularly with regard
to household responsibilities. As an
illustration, despite the evolving and
changing gender roles in providing
parenting, women still tend to
dominate childcare. This
observation, coupled with the
demands of medicine, may explain
the considerable stress with which
women struggle in their earnest
efforts to balance family and
career.29

As for role conflicts and career
dissatisfaction, these may be
particularly relevant for physicians
practicing in contemporary times.
Physicians must struggle with ever-
increasing educational debt,
unrealistic patient expectations,
pressures for higher patient quotas,
questionable performance
assessments and rankings by
insurers, dwindling reimbursements,
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medical malpractice worries,
demands for continuing education,
loss of social status, and
competition from nonphysician
providers. All of these burdens have
potentially deep-seated effects on
morale. Indeed, among the
physicians surveyed by the
American College of Physicians in
the Physician Morale Survey in

2006, nearly 60 percent indicated
that they had at some point
“considered leaving medicine.”22

Other psychosocial contributory
variables to physician suicide
include divorce,16 physical
disability,17 and domestic violence.21

Personality stylings of
physicians. In addition to the
presence of Axis I disorders,

specific cognitive stylings, and
psychosocial factors, the personality
traits or characteristics of
physicians may function as
vulnerability factors for suicide.
Using various types of comparison
groups, the personality
characteristics of physicians have
been described as obsessive
compulsive,30 dysthymic,30

[  t  h  e   i  n  t  e  r  f  a c  e  ]

TABLE 1. Summary of major publications on physician suicide since 1973

AUTHOR(S) PUBLICATION
YEAR

SAMPLE
CHARACTERISTICS SUICIDES (N) SUICIDE RATE*

Rose, Rosow6 1973 US (California)
1959–1961 51 69/100K; 2X greater than the general population

Steppacher and
Mausner 1974

US 1965–1970 
(JAMA obituary
listings)

530
Males: 1.15 X greater risk than general population

Females: 3 X greater risk than general population

Pitts et al8 1979
US 1967–1972
females only 
(AMA records)

Females: 49
40.7/100K

4X rate in same-age females

Rich and Pitts9 1979 US 1967–1972
males only Males: 544 3.03% deaths; 35.7/100K; not different than other

men over the age of 25

Arnetz et al10 1987 Sweden 1961–1970 42
Males: SMR**=1.2 90% CI

Females: SMR**=5.7 90% CI 

Lindeman et al11 1997 Finland 1986–1993
Males: 35 Males: 54/100K; SMR**= 0.9 (0.6-1.2) 95% CI

Females: 16 Females: 35/100K; SMR**= 2.4 (1.5-4.0) 95% CI

Aasland et al12 2001 Norway 1960–1989

Males: 73 Males: 47.7/100K

Females: 9 Females: 32.3/100K; both greater rates than those with
other or no university education

Stack13 2004 US 1990 National
Mortality Detail Files 6,198 Physicians with 2.45 X greater suicide risk than

general population

Hem et al14 2005 Norway 1960–2000

Males: 98 Males: 43.0/100K person-years

Females: 13 Females: 26.1/100K person-years; both greater than
other graduates or general population

Petersen, Burnett15 2008 US 26 states
1984–1992

Males: 181 Males: 27.2/100K; SRR*** = 0.80 (0.53-1.20)
95% CI

Females: 22 Females: 5.7/100K; SRR***=2.39 (1.52-3.77)
95% CI

*Shaded segments represent suicide rates that are comparable to or less than others/general population; **standardized mortality rate;
***age standardized suicide rate ratios; Note: AMA = American Medical Association; CI = confidence 
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achievement-oriented,31

conscientious,31 introverted,32 and
anxious,32 as well as self blaming and
sensitive.33 According to the
literature, physicians-at-risk tend to
avoid “crying out for help,”34 over-
emphasize their professional
identity,35 lack adequate self-
integration (i.e., the outer persona
does not match the inner psyche),36

are overly self-reliant,37 and tend to
deny personal distress or
psychological discomfort.38 These
types of characteristics and
personality features seem to suggest
excessive self-reliance, high
expectations of self, and
nondisclosure of personal distress.
Thus, during times of personal
crisis, physicians might be less likely
than others to seek help. 

All of the preceding influences
are probably best viewed as risk
factors—factors that are potentially
additive and cumulative over time.

CONCLUSIONS
While male physicians may or

may not have a suicide rate that
exceeds that of the general
population (they likely do), female
physicians appear to have rates that
consistently exceed that of male
physicians and their nonphysician
female peers. A number of factors
may contribute to the higher-than-
expected rates of suicide in
physicians, including Axis I
disorders (i.e., mood, alcohol,

substance-use disorders); the
perceived “rationality” of suicide;
and various psychosocial factors or
stressors. These may interface with
a physician personality style that
tends to be independent and self
sufficient—i.e., one that precludes a
willingness to ask for help or be
reliant on others for support and
care.

Given the current climate of
healthcare and the seemingly
unending stressors in the practice of
medicine, we physicians must be
mindful of ourselves and our
colleagues. We need to be sensitive
to psychological distress in
ourselves and others and be willing
to obtain and offer support when
needed. In many cases, the suicidal
impulse is a temporary
phenomenon—one that will pass.
We must be on guard not to lose
ourselves or talented colleagues in a
fleeting moment of despair. 
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