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Psychiatric illness and behavioural problems among physicians are reviewed
in this paper. Some studies suggest that the medical profession has a high
rate of alcoholism, drug abuse and marital discord. As well, physicians appear
to commit suicide and to seek admission to psychiatric institutions more
frequently than comparable populations. Considered as etiologic factors in
psychiatric illness among physicians are the role strain inherent in the
profession and the personality development of individual practitioners prior to
their entering medical school. The review concludes with suggestions for an
improved approach to treatment and prevention.

Cette communication s'intéresse a I'étude des maladies psychiatriques et
des troubles du comportement chez les médecins. Quelques études indiquent
que le taux d'alcoolisme, d’abus des drogues et de mésentente matrimoniale
au sein de la profession médicale est élevé. De méme, le suicide et
I'hospitalisation dans des institutions psychiatriques semblent plus fréquents
chez les médecins que parmi une population comparable. On considére
comme facteurs étiologiques des maladies mentales chez les médecins la
tension inhérente a la profession et le développement de la personnalité

chez les futurs praticiens avant leur entrée a la faculté. En conclusion cette
revue suggére de meilleures méthodes de prévention et de traitement de

ces problémes.

For most practitioners medicine is
a rewarding career, but for some it
becomes a journey through despair.
Indeed, psychiatric illness among
physicians is serious and not un-
common. Evidence of significant
psychiatric disturbance has been
found in 10% of medical students’
and of persons graduating in med-
icine from Johns Hopkins Univer-
sity between 1948 and 1964.° A
survey of British Columbia physi-
cians from 1970 to 1974 estimated
the incidence of psychiatric illness
at 1.27% per year.’ Despite these
figures, our knowledge of the topic
is scant, a deficiency that may in-
hibit our ability to deal effectively
with disturbed physicians. In an at-
tempt to rectify the situation this
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paper examines the subject, with
reference to classic articles in the
field and reports appearing since
the publication of two important
reviews.*?

Drug abuse

Drug addiction is an illness to
which physicians are inordinately
susceptible. Studies in the 1960s
suggested that drug abuse was the
primary diagnosis in approximately
one in five cases of physicians re-
ceiving inpatient psychiatric treat-
ment.** Compared with their social
peers, physicians are twice as likely
to misuse mood-altering drugs.’

Typically the physician becomes
addicted in his or her late 30s or
early 40s but avoids therapy for 2
to 3 years. Meperidine hydrochlo-
ride (Demerol®) is the drug most
commonly misused, though mor-

phine and amphetamines are also
misused and alcohol is often abused
as well.""" Physical disease is fre-
quently cited by the addicts as a
cause of the drug abuse, in some
cases justifiably’ and in others with-
out basis.” Other causes given by
the addicts include overwork," a
family tragedy and addiction of the
spouse.’® Many appear to deny their
addiction, and premature cessation
of therapy is common.’ However,
perhaps three quarters of addicted
physicians can be rehabilitated and
returned to active, though super-
vised, practice.”

Traditionally the physician’s
ready access to drugs has been
blamed for the high incidence of
addiction in the profession. It is
strange that a similar misuse of
drugs is not well documented
among dentists or pharmacists, who,
for example, when they commit
suicide, do not do so with drugs
as often as physicians do.” Further,
though it has been suggested that
the addicted physician frequently
demonstrates aspects of the “oral
character”, it appears that many
“relatively ~ well-adjusted  physi-
cians”® become dependent on drugs
and that “doctors at the healthy
as well as the pathological end of
the continuum show a relative ex-
cess of drug use”.’ Clearly the na-
ture of drug abuse among physi-
cians and the characteristics of in-

dividual addicts require further
study.
Alcoholism

Alcoholism, like drug abuse, is
not infrequent among physicians. A
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recent Scottish study found that
male doctors were 2.5 times more
likely than other men of the same
social class to enter hospital be-
cause of alcoholism.™" It is doubtful
whether these figures can be ex-
plained by the medical profession’s
greater access to psychiatric help
or by the particular frequency of
alcoholism in Scotland. Physicians
in England appear to enter hospital
frequently for the treatment of al-
coholism, though no more so than
a socially matched control group,”
and the standardized mortality for
cirrhosis of the liver of the physi-
cians is 2.5 times that of the gen-
eral population.” Among hospital-
ized North American physicians al-
coholism is a significant prob-
lem,**" though it does not appear
that they are treated for alcohol-
ism'* or perhaps abuse alcohol’
more frequently than a comparable
group.

A recent study in the United
States has shed light on certain
aspects of alcoholic physicians.”
Perhaps contrary to expectation,
such individuals are not necessarily
the least talented of the profession;
54% of those studied were from
the upper third of their medical
classes. Abuse of other drugs was
frequently present, as were the
usual physical stigmata of chronic
alcoholism and a high rate of sui-
cide. Of the sample 49% had been
arrested for impaired driving and
38% had been jailed. Nevertheless,
54% had not experienced any
change in job status and many
stated that their alcoholism had
never resulted in injury to their
patients. While few had shared their
problems with peers, a surprising
78% had requested professional
help of their own volition, and
71% of these had remained in
treatment for 2 or more years. Un-
fortunately the tone of the study
may be unduly optimistic, for the
group examined consisted of “re-
covered” alcoholics; greater knowl-
edge is required of the untreated
and those that have relapses be-
fore definitive statements on cause
and prognosis are justified.

Marital discord

Often linked to drug abuse and
alcoholism are marital and family
discord, which may precipitate or
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result from psychiatric illness.
Among British doctors hospitalized
for psychiatric reasons divorce is
20 times more frequent than among
nonphysician patients.” Similar dis-
crepancies, though of lesser magni-
tude, have been noted in an Amer-
ican study.® Physician patients
have been said to show little in-
terest in their children" and, com-
pared with controls, tend to remain
aloof from family responsibilities
and activities.” Such evidence of
marital disharmony, moreover, is
not confined to the physician who
is demonstrably ill. On the con-
trary, a 30-year follow-up study of
college students selected for physi-
cal and emotional well-being do-
cumented a high frequency of un-
stable marriage, sexual maladjust-
ment and divorce among those who
became physicians.*

Not only do physicians suffer
from these problems, but also their
spouses not infrequently find it nec-
essary to seek psychiatric help. A
recent Canadian study of hospital-
ized wives of physicians suggested
that such women were typically in
their late 30s, though their illness
had been present for half a dozen
years.” Most had married in their
early 20s and had had two or three
children. Drug and alcohol abuse
were common, as were complaints
of unsatisfactory sexual relations,
thoughts of suicide and somatic dis-
turbances. Depressive neuroses and
personality ~ disorders, especially
hysterical or passive—aggressive,
were the most common diagnoses.
These findings agree with those of
an earlier American study that,
however, noted a higher proportion
of psychotic disorders.” In both
studies the physician husbands were
described by their wives as cold,
rigid and distant. Of the 70 hus-
bands only 2 had received psy-
chiatric care, and conjoint therapy
was not actively sought. In both
studies a frequent complaint from
the patients was the lack of time
spent with their husbands and the
relative isolation of the physicians
from family affairs. This is in
marked contrast to the optimism
expressed by medical students’
wives, who anticipated little dif-
ficulty adjusting to this aspect of
their future role.*

On the basis of these findings it
has been suggested that the under-
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lying marital disorder may stem
from the personalities of the
spouses and the nature of the med-
ical profession. A “dependent, his-
trionic woman with an inordinate
need for affection and nurturing”*
is attracted to a physician whom
she construes as “omnipotent, un-
derstanding, and protective”.*® Un-
fortunately the successful physician
may well be detached, aloof and a
compulsive worker — precisely the
type of husband unable to gratify
his wife’s demands. Her depres-
sions, addictions and threats may
be attempts to assume the role of
a patient in order to extract care
from her physician husband.

Suicide

With a conscience tortured by
the problem of addiction or a fam-
ily life in disarray the physician
frequently experiences profound de-
pression. One result of this emo-
tional turmoil is suicide. In Britain
physicians commit suicide 1.5 times
more often than other individuals
of the same social class.* This situa-
tion in the United States has been,
until recently, much less clear.
Studies prior to 1970, which were
largely based on incomplete rec-
ords of the American Medical As-
sociation, suggested that the rate
of suicide among physicians did not
exceed that of the general popula-
tion.”* Investigations using other
sources of information and indicat-
ing the opposite results were based
on too few cases to warrant firm
conclusions. A study of causes of
death in Oregon between 1950 and
1961, for example, revealed only
eight suicides by doctors,” and a
review of all suicides in Tulsa,
Oklahoma between 1937 and 1956
noted only five such cases.* Re-
cent and methodologically rigorous
studies have arrived at more ac-
curate estimations. In one study
close scrutiny of American Medical
Association files, validated when
necessary by individual death certi-
ficates or physicians’ letters, showed
that the rate of suicide among phy-
sicians was 1.15 times that of the
general population for males and
3 times for females.” Another
study, based on a computerized re-
view of California death certificates
for a 3-year period, found that the
rate of suicide among doctors of



both sexes was twice that of non-
physicians.*®

Male physicians who commit
suicide are usually between 45 and
65 years old, in contrast to female
physicians who commit suicide,
40% of whom are under 40.*
Drug ingestion is the most common
method,” but male physicians fre-
quently use firearms.” It has been
suggested that certain specialists,
particularly  psychiatrists,”* are
suicide-prone, though this state-
ment has recently been disputed.”
Drug addiction and the depression
associated with financial or prac-
tice difficulties may be implicated
as causal factors.* However, suicide
among male doctors correlates most
closely with retirement from prac-
tice or divorce,”® while among fe-
male physicians suicide appears to
occur most frequently during med-
ical training.** Suicidal ideas are
common among physicians hospi-
talized for psychiatric reasons.” It
is clear that prevention requires
more detailed investigation into the
cause of suicide among physicians.

Psychiatric care

Almost half the physicians who
commit suicide feel that psychiatric
treatment has nothing to offer
them.” Yet many other emotionally
disturbed physicians stop short of
self-destruction and seek, or are
compelled to seek, psychiatric care.
The size of the physician psychia-
tric patient population is difficult
to estimate; the ratio of physicians
to other psychiatric patients has
been reported to vary from 1:2000
at a general hospital to 1:37 at a
private clinic.*® The most informa-
tive recent study was of Scottish
physicians, who were demonstrated
to have twice the rate of admission
to psychiatric facilities as other
men of the same social class.”® The
figures proved only that Scottish
physicians were more likely to re-
ceive psychiatric care; they did not
establish that the rate of illness was
higher among physicians than
among their peers. Given, however,
the reluctance with which doctors
approach psychiatric treatment, it
seems probable that the incidence
of emotional illness among them is
appreciably greater than in the gen-
eral population.

Physicians are usually hospital-
ized in their late 40s or early
50s,%*'" after approximately 16
years of practice.” The earliest sign
of illness may be a “gradually de-
veloping chaotic everyday life”.”
Psychiatric care prior to admission
is unusual.® Referral is rarely from
a general practitioner, but more
often from a physician friend or
the patient,’™* and committal oc-
curs in 5% to 30% of cases.*'"'**
The average stay in hospital varies
from less than 2 weeks to more
than 5 weeks.*"* The diagnosis
differs according to the type and
location of the treatment centre. A
Scottish study noted a low incidence
of personality and behaviour dis-
orders, while an American group
recorded a surprisingly high rate of
schizophrenia.”* Nevertheless, it
seems reasonable to accept the re-
sults of a Pennsylvania study that
found over two thirds of the physi-
cian patients to be depressed.” It
is generally agreed that abuse of
drugs, including alcohol, is a com-
mon secondary diagnosis.>*'*'"*
Typically the patients blame over-
work or marital discord for their
problems,"” and they tend to exhibit
masochism, hypochondriasis, altru-
ism, reaction formation and sup-
pression as defence mechanisms.**
Although physician patients appear
to be discharged more rapidly than
nonphysicians,” 10% to 25% of
physicians insist on leaving hospital
prematurely, compared with 1%
to 2% of nonphysicians,""** and
many physicians refuse to cooper-
ate in follow-up treatment.*’

Physicians present particular dif-
ficulties as psychiatric inpatients.
Many have delayed seeking treat-
ment”**® and have complicated
their condition by self-diagnosis
and self-medication.® Often little
pressure is brought to bear by col-
leagues or family, who believe, as
does the physician, that doctors are
capable of evaluating their own
emotional status. Once hospital-
ized, physicians frequently attempt
to direct their own therapy, while
remaining aloof from other pa-
tients.”* This refusal to accept the
“sick role™ may be given unwit-
ting support by the psychiatrist,
who may identify with the physi-
cian patient and minimize the ex-
tent of the illness.>®* In fact, a
recent study suggested that, for the

physician, being a “special patient”
results in inferior care.* When com-
pared with controls, physicians had
significantly fewer family interviews
and involuntary confinements and
significantly more suicide attempts,
covert out-of-town admissions and
drug abuse. As well, physicians
tended to have shorter stays in hos-
pital and fewer readmissions, and
were treated with a greater number
of drugs. All of these factors may
suggest that disturbed physicians
receive deficient care.

Despite this pessimistic view of
psychiatric treatment of doctors,
opinions regarding prognosis are
mixed. A recent British study sug-
gested that 2 years after discharge
one third of physicians will no
longer be listed in the medical re-
gister, compared with one fifth of
a healthy control group.” This con-
firmed the finding of an earlier
study with a 1-year follow-up pe-
riod.” Yet, as emphasized by an
American study in which fewer
than 60% of physician patients
continued to practise for 3 years
after treatment, the figures are un-
usually encouraging, given the gen-
erally poor prognosis for addiction
and schizophrenia (the illnesses of
85% of the physicians in the
study).” A similar positive thera-
peutic response, especially in ad-
dicted physicians, has been noted
in other studies.® For physicians
who avoid self-destruction and in-
stead seek psychiatric help the prog-
nosis, despite the “special patient”
handicap, may be equal to or better
than that for nonphysician patients.

Etiologic factors

How is one to account for the
seemingly inordinate frequency of
psychiatric illness among physi-
cians? Two basic responses to this
question are evident in the litera-
ture, the first of which may be
termed the “role strain” hypothesis.
The role of the doctor, the theory
states, is socially defined. Society
has certain expectations of the phy-
sician, who, being a part of society,
shares these ideals. The role, to be
adequately fulfilled, demands that
the doctor “function at a maximum
level of competence at all times”;*
to do less is to negate the role and
produce feelings of personal ina-
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dequacy and social disapprobation.
To correct this inevitable failure
the physician may begin to work
twice as hard but then will simply
find that the failures come with in-
creasing frequency. Overwork here
is a symptom rather than a cause
of stress® and is related to the in-
herent conflict between the physi-
cian’s altruistic identity as a healer
and the coexistent role as an inde-
pendent entrepreneur. Moreover,
the doctor’s ethical credo demands
that “he do what he can for every-
one who lies within his reach and
needs his help”.” Yet 20th-century
developments in medical technology
have extended untenably what phy-
sicians might do and, therefore, to
acquit their role, must do. Physi-
cians ultimately fail to fulfil their
own ethical commitments and so-
ciety’s role expectations. Faced
with this stressful reality they can
make one of two responses: accept-
ance of their limitations or per-
sonally destructive behaviour.

Such an abstruse, essentially so-
ciologic, hypothesis is not readily
susceptible to the type of verifica-
tion required by the medical pro-
fession. Nevertheless, a few studies
have yielded suggestive observa-
tions. An Australian investigation
found that clinicians, when com-
pared with both nonclinical physi-
cians and American and Scottish
nonphysicians, were “significantly
more anxious”.” The anxiety was
directly related to fears of inade-
quacy in fulfilling the professional
role. Similarly, among medical stu-
dents the perceived sources of
greatest stress were those related
not to social adaptation but to pro-
fessional inadequacy.”***' Such con-
cerns may well be inherent in the
health care field, as the high rate
of suicide in the allied health pro-
fessions suggests.'">* Certainly both
sick physicians'®'"* and their emo-
tionally disturbed spouses™* at-
tribute much of the blame for their
illness to the strain of the profes-
sion. It seems a reasonable conclu-
sion, then, that inherent stresses
peculiar to the medical profession
may account for the inordinate fre-
quency of psychiatric illness among
its members.

A second explanation for physi-
cians’ high incidence of psychiatric
illness might be termed the “sus-
ceptible personality” theory. While

less philosophically complex than
the role strain hypothesis, it may
marshall more objective support.
Briefly stated, it takes as its thesis
the view that physicians in whom
psychiatric illness develops have a
vulnerability that antedates their
entry to medical school.* Individuals
of a particular personality type, the
obsessive—compulsive, are attracted
to medicine or accepted into med-
ical school with disproportionate
frequency.”* These individuals
are achievement- and endurance-
oriented but possess little sponta-
neous creativity or flexibility.**
Such traits are well rewarded in
medical school but ensure frustra-
tion in the unstructured world of
clinical medicine. The result may
be, in some cases, an inability to
cope. Complicating this professional
inadequacy is the fact that such an
individual may find married life dif-
ficult® and is more predisposed to
addiction" and depression.” At par-
ticular risk are medical students®
and physicians* who have a strong
family history of mental disturb-
ance. As might be expected. physi-
cian patients such as drug abusers
have had an unhappy or unstable
childhood,"* but a long-term study
was unable to show that they differ
in this respect from emotionally
disturbed, socially matched, non-
physician controls.” It is clear,
however, that the family history,
personal development and person-
ality traits of the individual physi-
cian are closely related to the pres-
ence or absence of psychiatric ill-
ness.

These two etiologic explanations
for psychiatric illness in physicians
represent an old dichotomy — the
debate between character and cir-
cumstances, environment and here-
dity. It is, of course, a false duality,
for both views must be taken into
account. In sum, the stresses pecu-
liar to medicine, in contrast to those
of a less demanding profession,
precipitate out those who are pre-
disposed to psychiatric illness.

Prevention and treatment

Each form of psychiatric dis-
turbance — whether drug abuse,
alcoholism, marital discord, suicide
or depression — demands its own
form of prevention. The following

suggestions are meant to apply to
psychiatric illness in a general
sense.

The problem must initially be
approached at its origin: medical
school. Admissions committees
must select well rounded individ-
uals whose academic achievements
complement, rather than substitute
for, a stable personality. During the
undergraduate  years  psychiatry
must, in contrast to what appears
to be the case now,** sustain its
credibility both as a specialty and
as a potential source of solace
should the need arise. Special at-
tention should be focused on the
single woman during her training
to reduce the high frequency of
suicide.

Specific areas that medical schools
must emphasize are the dangers of
drug and alcohol abuse to the pro-
fession, the counterproductive na-
ture of overwork, the necessity of
continuing self-awareness, the need
to develop constructive interests
outside medicine and the import-
ance of devoting appropriate time
to family life.

These themes may be stressed
after medical school by medical
societies and continuing education
programs. Practitioners must be en-
couraged to monitor their own
emotional status continually and
realistically. At the same time they
must realize their duty to watch for
warning signs among colleagues
and, more significantly, must rec-
ognize that covering up or remain-
ing tactfully silent does no kindness
to an ill physician.* Practitioners
should be urged to cooperate in and
initiate studies on such topics as
suicide or sources of stress in clin-
ical practice, for only with greater
knowledge does prevention become
feasible.

When prevention fails, the physi-
cian must be encouraged to seek
psychiatric therapy early in the
course of the illness. The stigma
of such care must be removed and,
further, the care must be designed
to accommodate the physician’s .
“special status”. The doctor, after
all, is not a patient like the rest;*
what is similar is the illness. To
ignore the physician’s professional
identity is to refuse to recognize
a host of management problems
and, in some cases, the key to diag-
nosis.
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Conclusion

Most of the studies quoted in this

review, one senses, reveal only the
surface of the problem. For ex-
ample, more than one third of the
physicians who committed suicide
in one series had had no psychia-
tric therapy before death.* Such
people may be the sick who are
not seen — individuals who cope
with chronic depression or anxiety
but for whom life is a continuing
agony. To save these doctors from
their existential misery, and to min-
imize psychiatric morbidity in this
profession in future, all physicians
must be acutely aware of their own
vulnerability and that of their col-
leagues.
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