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PHYSICAL ILLNESS IN DOCTORS
Do doctors, perhaps because of their life-style, long hours of work or close
contact with disease, suffer more illness than the general population? Certainly

there are occasional circumstances in which a doctor's work may endanger his
physica]_ health. Infection can be a hazard. Reid (1957) noted that pathologists
had an increased risk of tuberculosis, but this no ]_onger appears £° be the case
(Harrington and sShannon, 1975). Hepatitis reached epidemic proportions i»

European dialysis units in 1968-69; 61 units reported outbreaks and one gyrgeon
out of 88 affected staff died (Druckker et 3l., 1968). Paediatricians are notori-

OUS].Y prone o minor infections, and some women doctors may be at risk of
having deformed children as a consequence ©f exposure to rubella or to halothane
during pregnancy (Knill-Jones et al., 1972; Harrington, 1975).

Tonising radiation shortened the lives of many of the pioneers of radiology,
but two classic studies by Court-Brown and Doll (1958) in Britain, and Seltser
and Sartwell (1965) in America showed that the danger existed only for older
radiologists who started work before modern protective measures were intro-
duced. Recently, attention has turned to a possible inmcreased mortality from
Hodgkin's disease; Vianna et al. (1974) found the mortality rate from this disease
among New York doctors to be 1.8 times that expected, but Smith et al. (1974)
could detect no excess mortality in a 1arge study of British doctors.

In the USA death from heart disease has been more common in the doctor
population than in control populations (Emerson and Hughes, 1926; Dublin and
Speigelman’ 1947; Dickinson and Martin, 1956). Morris and his Co]_]_eagues (1952)
showed that, in the garly post-war years, general practitioners were twice as ]ikely
as other British doctors to develop = myocardial infarct. More recently, deaths
from heart disease have been declining in British doctors, and doctors under 54
years are mnow less ]_j_ke]_y to die of ischaemic heart disease and myocardj_a]_
degeneration than the general population (Doll and Peto, 1976).

Whether doctors have an overall life expectancy different from that of the
general population can be ascertained Ly examining the statistics pyplighed by

the Registrar Gemeral on QOccupational Mortality. These use, as a measure of rigk,
the Standard Mortality Ratio (SMR), which is the ratio of observed deaths in a

i divided those from the national death rates, standardised
population y expected '

for ,ge and sex, and mltiplied by 100- The figures given in the latest yepory of
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Table 1. Studies of mentally ill doctors

Subjects

Source

Period

Doctors: non-doctors
Mean

age

Male:female ratio

Divorced/separated

Duffy and
Litin (1964)

93 in-patients

Mayo Clinic,
usa

1956-63

54 years

general aspects.

a'Brook et al.

(1967)

192 in-patients
and gyut-patients
St Andrews

and Atkinson

Morley Hospi-
als, and Prof.

Curran's private
clinic, UK

1954-64

1: 82 and 1: 42

44 years

©
o

Vincent et al.
(1969)

93 in-patients

Homewood

Sanatorium,
Canada

1960-67

51 yeais
14: 1

13%

Pond
(1969)

83 in-patients
and gyt-patients

Maudsley and
Priory Hosps.
and Prof.
Pond's private
clinic, UK

2 years in the

1960s

45 years

~
o

Small et al.

(1969)
40 in-patients

Indiana
Medical

Center, USA

1952-65

42 years
19: 1

10%

Franklin

(1977)

100 ip-patients

The Retreat,
UK

1965-74

Jones
(1977)

100 in-patients

Pennsylvania
Hospital,
usaA

1965-75

45 years



the oOffice of Population Censuses and Surveys (Registrar General, 1978) show
that, overall, doctors have an SMR of 81 that ig, they are 19 per cent better off
than the general population. American studies have reached similar conclusions
(Emerson and Hughes, 1926; Dickinson and Martin, 1956). In the most recent of
these, Williams et al. (1971), using the cohort method, found significantly fewer
deaths gpong doctors than among the general population, while Everson and
Fraumeni (1975) reported a similar deficit in expected deaths among medical
students and young doctors.

Williams et al. (1971) believed that much of this improved survival can be
attributed to the highly selective procegs that admits primarily healthy individuals

from the middle and  social classes to medical school. Thereafter, members

uppe
of the profession have the benefits of high socio-economic status and easy access

to competent and, if necessary, highly specialised medical care. However, know-

ledge of health risks may also contribute. Doll and Peto (1976) have documented

the beneficial effects of declining Cigarette consumption among British doctors.

In 1951, the cigarette consumption for doctors was similar to the national
average, but [y 1971 it had fallen to between one quarter and one half of that of

the general population, and the SMR for doctors from lung cancer was 35 per cent
of that expected (Registrar General, 1978).

MENTAI, ILLNESS IN DOCTORS

The Registrar General's figures (1978) demonstrate that there are only three
major conditions from which doctors are more likely te die than the general
population. These, and their regpective SMRs, are suicide (335 pep cent), cirrhosis
(311 per cent), and accidents (180 per cent). Since at least two of these have
psychological origing, recent interest has turned from the phygical to the mental
health of doctors.

One method of obtaining information about doctors' mental health is to gtudy
doctors treated for mental illness, and in the past 14 years seven major series of
such doctors have been published. These are summarised in Tables 1 and 2. The
doctor-patients Who were studied came from three different pypeq of institution

private hospitals, teaching hospitals, and the personal climics of well-known pro-
fessors. These are all ljkely to have preferentially attracted sick doctors, which

may explain ®P® over-representation of doctors in their patient populations, 2nd
also why the authors became interested in the proplem. These series are not
strictly comparable among themselves since some contain both jn-patients and
out-patients while others contain only in-patients. Nevertheless, there are interest-
ing similarities, including the mean age of the doctor-patients, which ranged from
only 42 t° 5% years, and the rates of divorce and geparation, which varied from
only 7 t° 13 per cent. The difference in the male to female ratio between the
British and North American series is explicable in terms Of the greater percentage

of women in medical practice in Britain.
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Table 2. Studies of mentally ! doctors  djagnostic aspects.

Duffy

and a'Brook Vincent Small

Litin et al. et al. Pond et al. Franklin Jones

(1964) (1967) (1969) (1969) (1969) (1977) (1977)

% % % % % % %
Affective pgychosis 21 28 14 28 15 a0 24
Alcoholism [ N 12 27 20 18 20 5
Drug dependence ] 17 30 ? 15 10 5
Neurosis 20 16 14 21 ? 17 52
Schizophrenia 7 9 5 12 52t 2 6
Personality disorder 7 13 4 ? ? 4 3
Organic psychosis 9 5 5 7 ? 8 1

" Includes gecondary diagnosis,
t Category ©f 'schizophrenic reactions'.

In gpite of differences in the diagnostic criteria employed, some trends in
diagnosis emerge. Drug addiction and alcoholism were disturbingly common,
and 51 pey cent of the Mayo Clinic doctor—patients were addicted to drugs or
alcohol. The percentage diagnosed 2= having affective pgychosis ranged from 21
to 40 per cent, but the percentage considered to have = gchjzophrenic psychosis
was only 2 to 12 pey cent. (Small et al. (1969) used a category ©f 'schizophrenic
reactions', which included pon-pgychotics.) Similarly, personality disorder and

organic psychosis were relatively seldom diagnosed.
These results 5y, have been distorted by the special position that doctors

occupy in relation to peychiagtric treatment. Not gply can doctors treat them-
selves or seek pgychiatric advice informally but, if they have a particular com-
p]_aj_nt’ they may, because of their professional awareness, Seek out a doctor or
hospital with particular expertise in that condition. (onsequently these studies
cannot gjye accurate information about the frequency of different illnesses.

Pond (1969) appreciated this and, indeed, demonstrated considerable differ-

ences in the age, Sex, Occupational status and Specialty pursued by doctors seen at
the three institutions he studied (Maudsley Hospital, Priory Hospital and his
personal clinic). Unfortunatelyl the authors of the other studies give no indication

that they understood how potentially unrepresentative their patients might have
been.

An Fpidemiological Study

To obtain a more representative sample, Murray (1977) studied the admissions to
and discharges from all Scottish hospitalg of male doctors aged 25 years and over,
and compared them with the fj_gures for all non-medical Social Class I males. The

overall mean annual first admission rate was 449 per 100,000 for male doctors
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Fig. ! Discharge rates from all Scottish in-patient psychiatric beds 1963-1972.

and 205 per 100,000 for non-medical Social Class I males. The rates were higher

among doctors for all diggnostic categories except personality and behaviour
disorders, but the differences between doctors and non-doctors were not sig-
nificant for gchizophrenia, senile and pre-genile psychosis, other psychosis and
neurosis. The greatest disparities were 1n the rates for drug dependence, alcohol-
ism, and depression, which were all significantly more common among the
doctors.

overall digcharge rates were gimilarly higher among doctors, the greatest differ-
ences being in drug dependence and alcoholism between the ages of 45 and 54
years. As can be seen in E‘ig. 1, there were no significant trends in rates between

1963 and 1972.

Drug Dependence

Many investigators have emphasised that drug dependence i == occupational
hazard for doctors. Norwood East (1949) found that of the 383 known addicts in

the UK at that time, 82 were doctors. Over a 25-year period in New York State,
0.5 per cent of all licensed physicians were reported as addicts to the Bureau of
Narcotics Control (Vaillant et al., 1970).

In addition to the series of psychiatrically ill doctors previously reviewed, in all
of which drug addiction was common (Table 2), there have also been specific
studies of dryg-dependent doctors (Pescor, 1942; Wall, 1958;Modlin and Montes,
1964). Putnam and Ellingwood (1966) followed up 68 addicted doctors dis-
charged from Lexington Hospital; the major drugs of addiction wexe morphine,
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Table 3. Major studies of suicide among American doctors.

No. of Annual General
doctors' rate for population Ratio of doctors' rates to
Authors Period Source of data suicides doctors rate general population rates
Emerson and Hughes (1926) 1925 AMA records 61 45.4
Dublin and Spiegelman (1947) 1938-1941 AMA records 326 39.0 37.6 1.04: 1
Dickinson and Martin (1956) 1949-1951 AMA records 191 31.1 30.3 1.03:1
Blachly et al. (1968) 1950-1961 Death Certificates in Oregon 8 30.3 32.4
Freeman (1967) 1895-1966 AMA obituary notices for 203
psychiatrists
Craig and Pitts (1968) 1965-1967 AMA obituary columns and 228 38.4 34.1 1.13:1
files
Blachley et al. (1968) 1965-1967 AMA obituary columns 249 33 38.4 0.85: 1
De Sole et al. (1967) 1965-1968 AMA obituary columns 291 33 38.4 0.85: 1
Rose and Rosow (1973) 1959-1961 Death Certificates in California 48 77 38 2.02: 1
Steppacher and Mausner (1974) 1965-1970 AMA obituary columns and 530 6= 30.9 1.15: 1
files 9= 33.6 3.2: 1



mepiridine, and barbiturates. Green et al. (1976) summarised this literature, and
emphasised the getiological combination of predisposing personality disorder and
the easy availability of drugs. Hill et al. (1968), using the Minnesota Myltiphasic

Personality Inventory, found that addicted doctors scored as more psychopathic
than control doctors, but less so than non-medical addicts.

Alcoholism
TwO studies pyblished in 1976 dealt gpecifically with alcoholic doctors. Bissell
and Jones (1976) interviewed 98 American doctors who were members of Alco-
holics Anonymous (AA) and had been abstinent for a minimum of one year, while
Murray (1976) followed up alcoholic doctors who had been treated at a London
Postgraduate hospital. From these two studies it zppearg that only @ minority of
alcoholic doctors have a family history of alcoholism or psychiatric disorder.
Their pre-alcoholic careers range fTOmM pepeated failure to gpectacular =uesess.
Among British alcoholic doctors = gurprisingly high proportion have graduated
from scottish or Irish medical schools, and such graduates are similarly over-
represented among doctors appearing before the Disciplinary Committee of the
General Medical Council on charges arising out of alcohol abuse ((argill, 1976).
Alcoholic doctors accumulate many ©f the same sequelae of their addiction
as glcoholics without medical qualifications. Upper alimentary disorder, delirium
tremens, marital breakdown, and drunken-driving offences are egpecially common.
Although police are reluctant co arrest a doctor, Bissell and Jones (1976) reported
that their og physicians had accumulated a total of 219 arrests and 170 jailings.
A doctor's physical symptoms 2nd outrageous So¢ial behaviour are yery often

wrongly attributed to grganic disease, with resultant ynnecessary investigations.
In terms of absolute numbers of affected doctors alcoholism is much moxre

important than drug dependence in Britain. It is also the mental disorder most
llkely to hazard a doctor's care of patients, and to involve him with his .,
fessional disciplinary body (American Medical Association, 1973; General Medical
Council, 1974; Merrison Committee, 1975).

Depression and Suicide

All studies of peptally ill doctors have emphasised the frequency ©f affective
disorder (Table 2). Recently, Welner and (layton (1978) interviewed a series of
practising women doctors, selected at random, and found the frequency of
present or past depression to e astonishingly high. The frequency of suicide by

doctors also attests, by implication, t° = high prevalence ©f depression.
The ten major epidemiological studies of suicide gypong American doctors

have had highly contradictory results (Table 3). The best known is that of Blachly

and his colleagues (1968) who reviewed all the obituary notices in the Journal of
the American Medical Association between 1965 and 1967. Two hundred and

forty-nj_ne suicides were reported, giving an annual suicide risk for doctors of 33
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per 100,000, close to the average for all-white males in the USA. Using the same
source Steppacher and Mausner (1974) reviewed all suicides between 1965 and
1970, and found that the rate among male physicians was approximately 1.15
times that of the total male population.

The weakness of these and other studies based on the American Medical
Association's records is that they assume the accuracy of the records. Rose and
Rosow (1973) have exposed their inaccuracy by employing = computerised review
of all death certificates of males in California to establish an annual suicide risk
for doctors of 77 per 100,000, twice that of the general population. only half
the deaths that they knew to be by suicide appeared as such in the Journal of the
American Medical Association.

Several investigators have commented on the relatively young age 2t which
doctors tend to kill themselves. Steppacher and Mausner (1974) noted that the
rates gmong male doctors are highest between the ages of 45 and 64 years,

whereas in the general population the highest rates are in the elderly. Half the
suicides in male doctors studied by Rose and Rosow (1973) occurred between the

ages of 35 and 54 years. Women doctors appear ©© be particularly prone t°
suicide. Craig and Pitts (1968) found a fourfold excess of suicide among wWomen
doctors compared With the general population, and Steppacher and Mausner
(1974) reported a rate for female physicians three times that expected on the

basis of population statistics.
British doctors have not shared their American colleagues' fascination with the

suicide rate in their own profession. However, the Registrar General's reports ©n

occupational mortality in the United Kingdom have consistently shown that
doctors are especially liable to take their own lives. The latest report (1978)

shows the risk for doctors to be 335 per cent that of the general population.

There have been numerous suggestions as to ywhy doctors should have an
increased risk of guicide, but among the most plausib]_e have been the ready availa-
bility of drugs, and that doctors lose their fear of death through familiarity with
it. Rose and Rosow (1973) examined these hypotheses by studying other groups
exposed to the same factors. They found that all health-care workers (e.g_ nurses,

dentists, physiotherapists) were twice as prope to suicide as other professional
workers, suggesting that contact with disease and death was a critical factor.
Doctors committing suicide showed a marked preference for drug Overdosage
(55 per cent compared With 21 per cent gmong the general population), suggesting
that access to drugs may Pe important.

Aetiology ofMental Illness in Doctors
Medical Students. Medical students, being = captive population, have been much

studied. Ironside (1966) considered that 13 per cent of New Zealand medical

students in their fifth year needed psychiatric care. Pitts et al. (1961) believed

that 6 of the 40 sophomores they studied at medical school were psychiatrically
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ill, while Hunter and his colleagues (1964) reported that 18 pey cent of medical
students sought help from the psychiatric student health services during their
undergraduate careers.

Davies and his colleagues (1968) Surveyed students in seven Australian medical
schools and concluded that 11 per cent of the men and 24 [, cent of the women
in the first year had gignificant neurotic gymptoms. These figures were lower than
the English general population means for the test they employed  the Eysenck

Personality Inventory. However, there was a steady increase in neuroticism in
both males and females as they progressed through medical school.

Stress in Medicine. Do sick doctors break down because of the special stress
incurred in medical practice? Cramond (1969) used the Neuroticism Scale
Questionnaire in a survey of all local doctors whose names appeared in the South
Australian Medical Register. Responses were received from 810 doctors (54 per
cent) and demonstrated that those who had care of patients were more anxious
than non-clinical doctors, e.g. pathologists, and the general population. Cramond
contrasted this with Australian medical students who, he claimed, wexre less
anxious and had fewer psychiatric symptoms than other students; on this rather
flimsy basis he concluded that doctors experience = rise in anxiety on ggsuming
clinical pegponsibility, Cramond's questionnaire also included items concerning
the most stressful areas of clinical practice. The doctors reported that their
greatest sources Of apxjety were therapeutic failure, diagnostic difficulties, the
impact of work on their family life, and the death of young patients.

Pre-selection @f Vulnerable Individuals. Vaillant and his colleagues (1970,
1972) have pyblished the results of a much more methodologically sound study.

This jnvestigation began over 30 years ago When 268 college sophomores were
chosen on the basis of their health and academic success to be studied
good

intensively by = university health service. The assessments carried out at this time
included ratings of their psychological Stability and the quality of their childhood.
By chance, 46 of these students went on to medical school, and these, plus 79
control students who did pot, were followed up by questionnaire every WO years
for the next three decades. Doctors, especially those involved in direct patient
care, were more ]_ike]_y than controls to report being unhappily married and
requiring to resort to psychiatric treatment; 36 per cent of the doctors admitted

to high drug use s against 22 per cent of the controls. The development Of these
difficulties appeared to be strongly associated with life adjustment before medical

school. The doctors who developed most problems were those with the most
unsatisfactory childhoods, and those who had shown most instability 2t college.

Intergpecialty Differences
There are considerable intellectual and emotional differences between doctors

who enter different specialties. Walton and Last (1969) demonstrated that among
students attending Edinburgh University those with the best academic records
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tended to enter the basic sciences; potential surgeons were less gcademically able,

but more extroverted and low on apyjety, while potential general practitioners
tended to be more anxious and to have failed more examinations than any other

group. Students congidering @ career in psychiatry were more reflective and able
to tolerate gmpiguity (Walton, 1969).

Davies and Mowbray (1968) studied 139 fifth_year medical students at the
University of Melbourne, and noted that students who expressed 2 positive
interest in pgychiatry were likely to have high scores on the Thinking-Introversion
and Complexity Scales of the Heist Omnibus pergonality Inventory. Mowbray and
Davies (1971) also investigated personality differences between 207 postgraduate
doctors in different gpecialties. Surgeons @nd psychiatrists were significantly me=e
extroverted than physicians, while physicians we=re significantly mere neurotic
than gyrgeons. By contrast, Cramond (1969) found that smong postgraduates the
two most anxious groups were surgeons P4 general practitioners.

Investigators have questioned whether a doctor's specialty increases his likeli-
hood of mental illness. a'Brook and his colleagues (1967) claimed that pgychia-
trists were gver-represented among their doctor out-patients, but attention has
already been drawn to the defects in their study. Waring (1974) administered the
General Health Questionnaire to 83 psychiatric trainees and 35 medical pogt-

graduates. Twenty-two per cent of the psychiatric trainees had a score 'in the
range ©f @ probable case of non-psychotic emotional illness' compared with only

3 per cemt of pon-pgychiatric trainees. Amcng psychiatrists, XKreitman (1962)
noted that the analytically orientated scored as showing mexre neurotic tendencies

than the organically orientated. Kreitman wondered whether increasing awareness

of psychodynamic processes renders doctors more yilling to admit their own
problems.

If psychiatrists are, indeed, more prope to mental illness, this g+, be either
because the more unstable are attracted into the specialty, o= because the practice
of psychiatry may P& more emotionally demanding than other gpecialties (Halleck
and Woods, 1962). The studies already reviewed do not support the conclusion
that those interested in psychiatry are particularly abnormal but, since they
studied only very limited zgpects of personality, they by no means rule out this
explanation. There is an equal paucity of evidence in gypport Of the alternative
explanation. ©ne study suggested that junior psychiatrists experience sn increase

in depression during their first yeayr OF training (Pasnau and Bayley, 1971), while
another (Worby, 1972) considered their risk of breakdown greatly increased.

These findings await confirmation.

Suicide has also been studied in relation to specialty. Blachly et al. (1968)
claimed that the annual suicide risk ranged from 10 per 100,000 in paediatricians
to 61 ey 100,000 among psychiatrists, but the sampling and statistics used in this
investigation have been discredited (Rose and Rosow, 1973). Nevertheless, much
has been made of this study, and others have offered anecdotal evidence in favour
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of psychiatrists being = high risk group (Freeman, 1967; Pond, 1969; Pausnau and
Russell, 1975). By contrast, Rose and Rosow (1973) failed to find a gingle
psychiatrist among their 48 doctors dead by suicide, and Ke]_ly (1973) found the
suicide rate zpong junior psychiatrists to be similar to that of trainees in other
specialties.

Pathologists have been studied rather less than psychiatrists. Harrington and
Shannon (1975) calculated that they had a particularly high incidence of gsuicide,
but these authors may have been misled by using out-of-date control figures.

Treatment and Outcome
It is peculiarly difficult to treat sick doctors. Doctors find it extremely hard to
adopt the patient role, and their pgychiatrists often find it impogsible teo adhere
to the consistent therapeutic policies they apply te other patients (Duffy and
Litin, 1964; a'Brook et gl,, 1969; Small et gl,, 1969). Duffy and Litin (1964)
further believe that this 'special patient‘ status frequently acts to the patient—
doctor's detriment. Vincent et al. (1969) found doctors yep, reluctant to accept
treatment and claimed ‘'all [studies] concur in the extreme reluctance of
physicians to admit and to seek help for emotional problems'; 19.6 per cent of
the doctors treated by them were admitted under a compulsory certificate com-
pared with only 5.5 per cent of controls. However, Murray (1977) found no
difference in the frequency with which his doctors and controls were certified.
Since doctors often discharge themselves precipitately from treatment (a'Brook
et gl,, 1967; Vincent et 3],, 1969) there have been few studies of outcome. Small
et al. (1969) found that of 40 doctors admitted to hospital ten years previously,
only 23 had returned to active medical practice, and 5 had committed suicide.
Murra_y (1976) followed up 36 alcoholic doctors for a mean period of 63 months,
reporting that 4 killed themselves and 1 died from cirrhosis. Ol’lly 7 completely
overcame their drinking problem and, of the 29 alive at fOllOW'up, Only 8 were
practising satisfactorily, The outlook for less geriougly il doctor-patients treated
s outpatients would presumably Pe less gloomy. Certainly Bissell and Jones
(1976) consider the prognosis for alcoholic doctors to be guite good, and Green
et al. (1976) were successful in rehabllltatlng 72 per cent of their drug-dependent
physicians.

Adverse Effectg on Patients

It is extraordinarily difficult to estimate the frequency with which patients suffer
as 2 consequence of the mental illness of their doctors. The potential for harm of
such doctors was tragically brought to the public attention in September 1972

when a schizophrenic doctor killed three children in a Blackpool hospital.
A number of authors have also given illustrative case histories of actual or immi-

nent harm to patients.
a'Brook and his colleagues (1967) describe the paranoid doctor who 'had been
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grossly and obviously deluded for months before admission, doing his rounds on
foot because he believed articles were stolen from his car, and expressing the
belief that Freemasons were persuading the local chemists to dispense prescrip_
tions incorrectly'. Shapiro and Shale (1975) collected 13 cases including '2 family
physician [who] frequently saw children alone, agking parents and his nurse to
remain outside the examining room. TwoO young women revealed that he had
abused them sexually when they were children'. A number of cases have also
come to light in evidence presented to the Merrison Committee into the Regula—
tion of the Medical Profession (1975). One such case was a doctor 'who piled all
the drugs in the surgery into a bucket which he then put in the surgery waiting
room, With a label requesting patients to help themselves and not bother him'.
The General Medical Council (1973) considers that 'some harm has resulted to
patients from the existence of psychiatric illmess in a doctor, although evidence
does not suggest that this has often occurred'. Nevertheless, the American Medical

Association (1973) has been sufficiently concerned to issue guidelines for dealing
with the mentally sick doctor, and the Merrison Committee (1975) has made a

number of recommendations for changes in the British machinery for dealing with

potentially dangerous doctors.

This article is based on a paper read at the General Meeting of Members on 'The

Health of Doctors' held at the Royal College of Physicians i® February 1978-

References
a'Brook, M. F., Hailstone, J. D. and McLauchlin, E. J. (1967) British Journal of Psychiatry,

113,1013.

Americén Medical Agsociation, Council on Mental Health (1973) Journal of the American
Medical Agsociation, 223, 684.

Bissell, L. and Jones, R- W. (1976) American Journal of Psychiatry, 133, 1142.

Blachly, P- H., Disher, W. and Roduner, G. (1968) Bulletin of gyicidology, p. !

Cargill, D- (1976) WorldMedicine, 11, 22.

Court-Brown, W. M. and poll, R. (1958) British Medical Journal, 2, 181.

Craig, A. G. and pitts, F. N. (1968) Diseases of the Nervous System, 29, 763.

Cramond, W. A. (1969) Australian and New Zealand Medical Journal, 3, 324.

Davies, B. M. and Mowbray, R- M. (1968) British Journal of Medical Education, 2, 195.

Davies, B.- M., Mowbray, R- M. and Jensen, D. (1968) Australian and New Zealand Medical
Journal, 2, 46.

De Sole, D., Aronson, S. and Singer, P. (1967) International Journal of Psychiatry, 15, 294.

Dickinson, F. G. and Martin, L. W. (1956) Journal of the American Medical Association,
162,1462.

Doll, R. and Peto, R. (1976) British Medical Journal, 2, 1525.

Druckker, W., Schoutten, W. A. G. and alberts, Chr. (1968) Proceedings of the European
Dialysis and Transplant Association, 5, 3.

Dublin, L. I and gpeigelman, M- (1947) Journal of the American Medical Association, 134,
1211.

Duffy, J. C. and Litin, E. M. (1964) Journal of the American Medical Agsociation, 189, 989.

Emerson, H. and Hughes, H- E. (1926) American Journal of Public Health, 16, 1088.

Everson, R. B. and Fraumeni, J. F. (1975) Journal of Medical Education, 50, 809.

Franklin, R. A. (1977) British Journal of Psychiatry, 131, 11.

Freeman, W. (1967) American Journal of Psychiatry, 124, 846.

General Medical Council (1973) Memorandum on the Registration of Doctors Suffering from

Psychiatric Illness.
General Medical Council (1974) Annual Report, London.

414



Green, R. (., Carroll, G. g, and Buxton, W. D. (1976) Journal of the American Medical
Association, 236, 1372.

Halleck, s. L. and Woods, S- M. (1962) psychiatry, 25, 339.

Harrington, J. M. (1975) Modern Medicine, November, p. 26.

Hlarrlngtonl J. M. and Shannon, H. S. (1975) British MedicalJourna]_, 4, 329.

Hill, H. E., Haertzen, C. A. and Yamahiro, R. S. (1968) in The Addictive States (Ed. A.
Wickler). Baltimore: Williams & Wilkins.

Hunter, R. C. A., Lohrenz, J. G. and Schwartzman, A. E. (1964) Journal of Nervous and
Mental Digeases, 139, 147.

Ironside, W. (1966) New Zealand Medical Journal, 65, 752-

Jones, R. E. (1977) American Journal of Psychiatry, 134, 1119.

Ke]:]_y, W. A. (1973) American Journal of Psychiatry, 130, 463-

Knllll-JOHES, R. p,, Rodrigues, L.V., Moir, D. D. and Spencer, A. A. (1972) Lancet, 1, 1326.

Kreitman, N. (1962) Journal of Medical Science, 108, 317.

Merrison, 2. W. (1975) Report of the Committee of Inquiry into the Regulation of the
Medical prpfegsion. London: HMSO.

Modlin, ®. c. and Montes, A. (1964) American Journal of Psychiatry, 121, 358.

Morris, 7. N., Heady, J. 2- and Barley, R- G. (1952) British Medical Journal, 1, 503.

Mowbray, R- M. and Davies, B. (1971) British Journal of Medical Education, 5, 110.

Murray’ R. M. (1976) British Medical Journal, 2, 1537.

Murray, R- M. (1977) British Journal of Psychiatry, 131, 1.

Norwood-East, \v. (1949) British Journal of Addiction, 46, 38.

Pasnau, R- 0. and Bayley, S- (1971) American Journal of Psychiatry, 128, 79-

Pasnau, R. 0. and Russell, A. T. (1975) American Journal of Psychiatry, 132, 402.

Pescor, M. (1942) Diseases of the Nervous gystem, 3, 173

Pitts, F. N., Winokur, G. and Steward, M. A. (1961) American Journal of Psychiatry, 118,
333.

Pond, D. A. (1969) New Zealand Medical Journal, 69, 131.

Putnam, ?. L. and Ellingwood, E- H. (1966) American Journal of Psychiatry, 122, 745-

Reglstrar General (1978) Decennial Supplement England and Wales 1959-1963 on Occupa-
tional Mortality. London: HMSO. Also earlier supplements relating to 1911, 1921, 1931,
1951,1961.

Reid, D. D. (1957) British Medical Journal, 2, 1l

Rose, K. D. and Rosow, I. (1973) Archives of General Psychiatry, 29, 800.

Seltser, R. and gartwell, P. E. (1965) American Journal of Epidemiology, 81, 2-

Shapiro, E- T. and ghale, J. H. (1975) Journal of the American Medical Association, 232, 725.

Small, I F., Small, J. G., Assue, C. M. and Moore, D. F. (1969) American Journal of Psy-
chiatry, 125, 1333.

Smith, P. G., Kinlen, L. gJ. and Doll, R. (1974) Lancet, 2, 525.

Steppacher, R- C. and Mausner, J. S. (1974) Journal of the American Medical Association,
228, 323.

Vaillant, G. E., Brighton, J. R- and McArthur, C. (1970) New Epgland Journal of Medicine,
282,365.

Vaillant, G. E., Sobowale, N. C. and McArthur, C. (1972) New England Journal of Medicine,
287, 372.

Vianna, N. j., Polan, A. K., Keoch, M. D. and Greenwald, P. (1974) Lancet, 2, 131.

Vincent, M. 0., Robinson, E. A. and Latt, L. (1969) Canadian Medical Assocation Journal,
100, 403.

Wall, g. H. (1958) Federation Bulletin, 45, 144.

Walton, H. g. (1969) British Journal of Psychiatry, 115, 211.

Walton, H. J. and Last, J. M. (1969) British Medical Journal, 2, 752.

Waring, E- M. (1974) British Journal of Psychiatry, 125, 10

Welner, A. and Clayton, P- (1978) Personal communication.

Williams, S. v., Munford, R. §., Colton, T., Murphy, D- A. and Poskanzer, D. C. (1971)
Journal of Chronic Disease, 24, 393.

Worby, C- (1972) paper read at the 125th Annual Meeting of the American pgychiatric
Association, Dallas, Texas.

415



