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Survival of female doctors in
Switzerland
SIR,-The increase in the proportion of women
entering medicine and subsequently the medical
profession has been commented on. Reports have
said that female medical students' and doctorsg4
commit suicide more commonly than other women.
The myth of the stressed woman doctor was thus
created. The few studies that actually looked at the
total mortality of female doctors found that
they had a lower mortality than the general
population.' A German study compared the mean
age at death of female doctors with that of the
female population, reinforcing the myth of the
stressed woman doctor7; it is this study that,
in spite of its methodological shortcomings, is
quoted in a medical textbook for third year
medical students in Switzerland.'
To obtain data to argue against such prejudices

we analysed mortality of all the women who
graduated in medicine from all Swiss universities
between 1900 and 1945. A registry kept at the
federal office of public health comprising their
name, date of birth, and citizenship (which in
Switzerland is a city or village where all documents
of a person are kept) allowed the study population
to be identified (n=693). In the Swiss medical
statistics and in the citizenship files 651 female
doctors could be identified (369 still alive at the end
of 1987, 282 with the date of death). The remaining
42 (6%) had either moved abroad (12) or could not
be traced.
The figure shows the survival curves of the

female doctors in different birth cohorts. Each
cohort's curve is above the one of the preceding
cohort, thus getting closer to a rectangular shape
that would be considered "ideal" in a healthy
population. Standardised mortality ratios for the
doctors compared with the female Swiss population
were calculated for different time periods (table).
Obviously female doctors in Switzerland have
considerably lower mortality than the general
female population.

Standardised mortality ratios (SMR) for women doctors
in Switzerland compared with female Swiss population

Mortality
Deaths

(observed/ 95% Confidence
expected) SAMR interval

1900-14 1/1 805 0-550 0-00to 2 17
1915-29 7/12 133 0-577 0-23to1-08
1930-44 72/30 390 0-888 0-58to 1-26
1945-59 47/64 121 0-733 0-54to096
1960-74 86/138 837 0-619 0-49 to 0 76
1975-87 114/185-574 0 614 050 to 073
1900-87 282/432-860 0-651 0-58 to 0-73

Considering the fact (which is known for
smoking) that the general population will achieve
the level of health of doctors within 20 years,
female doctors could be looked at as an example on
which to measure the effects of prevention.
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Consent for examination or
treatment
SIR,-The Department of Health's recently pub-
lished booklet, A Guide to Consent for Examination
or Treatment,' is excellent in most respects.
However, the consent form for male or female
sterilisation published in appendix A(2) makes no
provision for the individual's partner to sign that
they agree to the procedure. Indeed, there is no
indication of whether or not the person being
sterilised has mentioned the fact to their partner.
Nor is there any suggestion in the notes to doctors
on the back of the form that the counsellor should
discuss such a final decision with both parties.

I raised this matter at the Division of Obstetrics,
Gynaecology, and Neonatal Paediatrics of Blooms-
bury Health Authority, and their support for my
concern was unanimous. It is perfectly true that
there is no legal requirement for a partner to sign
consent for sterilisation and that in law a person
has a right to have surgery done to his or her
body without requiring the consent of any other
party. Nevertheless, in most relationships it is a
very positive thing to invrolve the partner in the
discussion. In our clinical experience most partners
(whether married or common law) positively desire
to show their involvement by signing the same
piece of paper.
On the negative side, the appendix A(2) consent

form risks damaging relationships. It makes it
easier for individuals to go behind the back of
their husband or wife, causing avoidable trauma to
the other party and existing family. Moreover, we
find it difficult at this centre to persuade partners
to attend for counselling as they often have to
travel some distance. At present it is helpful for
administrative staff to be able to explain that it is
normal procedure for both members of a couple to
sign the consent form. Without that incentive we
believe that even more men and women will be
counselled alone at the hospital. Although good
general practitioners or family planning clinics
will often counsel the couple together before
the referral letter is sent, this cannot always be
assumed.
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John Guillebaud's letter was sent to Duncan Nichol,
who replied:

I am sorry if the absence of a "partner consent" on
the forms for sterilisation and vasectomy causes
your committee some anxiety. As you correctly
state, the legal position is quite clear; such a
countersigning is not necessary and there can be no
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