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Swwnary
The personelity make-up of medical
doctors as well as the etcceptionaUy hish
professional expectations they haue to
fufiil q,t all times, rnay be the reason why
their stre s s -re Inted morbi.dity and,
mortnlity r&tes are higher than the
generq,l populatbn. The author discusses
stud,ies from seueral countri.es done in
this field, and, conclud.es with sorne
practical aduice.

I would like to begin by making an earth-shattering
statement: Doctors are human!To give you an indi-
cation of just how human doctors are, I will start by
quoting from the UK Registrar-General's figuresl for
1978 which showed that doctors were three times
more likely than members of the general population
to die through suicide (in female doctors this figure
has been shown to be four times higher than the
general population), three times more likely to die of
cirrhosis of the liver, and twice as likely to die in road
accidents. All these conditions may be considered to
have at least a partly psychological aetiology.
Murrayz in a controlled study of the admissions and
discharges of male doctors from all Scottish
psychiatric hospitals between the years 1963-L972,
found that the figures were more than twice as high
among doctors as among a socially comparable
group. The rates for drug dependence, alcoholism,
and affective illnesses were all significantly higher
among doctors than nondoctors.
Murray2 found that Scottish male doctors were2toT
times more likely than socially comparable males to
enter psychiatric hospitals because of alcoholism.
Modlin and Moutes3 (1964) estimated drug.abuse
among US doctors to be 30 to 100 times the rate in the
general population. The doctor's ready access to
drugs has traditionally been blamed for the high
incidence of drug abuse in the profession, but the fact
is that a similar misuse of drugs has not been well
documented among pharmacists or dentistsa. Vul-
nerability factors such as the individual background
and personality traits coupled with the stress of
medical practice seem to be more important. Modlin
and Moutes studied doctors addicted to narcotics and
indicated that those studied. tended to have had a
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difficult childhood (real or perceived parental
deprivation) and troublesome adolescence.
Bissel5 and Geller estimated that there were 23000
alcoholic physicians in North America in 1979.
Keamey'so comment on this figure is 'a comparable
number of drunk pilots or bus drivers would surely
cause alarm'.
Various explanations have been put forward to
account for the high incidence of psychiatric
disorders in doctors. TVro theories which have been
put forward are the 'role strain hypothesis'and 'the

susceptible personality theory'.

Doctors caring directly for
patients are significantly rrlore
antcious than non-clinical
doctors

According to the 'role strain hypothesis' theory,
society and the doctor as part of society share certain
ideals about the role of doctors. The doctor's duty is
not only to bring relief to the suffering, using the
whole arsenal of medical knowledge, but also 'to

function at the maximum Ievel of competence at all
times'. In order to fulfil these expectations, the doctor
mayhave to work hard, often atthe expense of leisure
pursuits, and this could contribute to the develop-
ment of mental illness. CramondT (1969) demon-
strated that doctors involved in direct care of patients
were significantly more anxious than nonclinical
doctors. He suggested that the doctors'rise in level of
anxiety and neuroticism was a result of their
assuming clinical responsibility. The greatest
stresses for doctors were the effects of treafunent,
diagnostic difficulties, the impact of practice on
family lives, and death of young patients.
According to the 'susceptible personality theory',
susceptibility to psychiatric illness antedates entry
into medical school. Individuals of a particular
personality type, the obsessive-compulsive, are
attracted to medicine and accepted into medical
school with disproportionate frequency. In one
studys medical students were found to be more
reality-orientated and more disciplined than non-
medical students. They scored significantly higher
on endurance and need for achievement, lower on
impulsiveness and play. Interestingly, their scores
on'flexibility / adaptiveness' and'ability to tolerate
uncertaintv'-were lower than those of iron-medical
students. This trait seemed to be at variance with a
characteristic of clinical practice thatinvolves ahigh
degree of uncertainty associated with complexity of
diagnostic and therapeutic situations.
In a 30-year longitudinal studye of 268 college
students. chosen on the basis of academic success
and good mental and physical health, it was found

that doctors differed significantly from controls in
that they had more unstable childhoods and
emotional difficulties in adult life.
It will be noted that these two aetiological theories of
psychological disorders among physicians - i.e. the'role strain hypothesis' and the 'susceptible per-
sonality theory' - are not mutually exclusive. An
interacting model has been suggested: stresses that
are inherent in the practice of medicine precipitate
mental disorder among those predisposed to it;
practice is particularly stressful to the ambitious,
inflexible individual with a family history of mental
disturbance and an unhappy or unstable childhood.
When discussing the question of stress in doctors we
need to consider the question of why someone
chooses a medical career. Common answers to this
question are 'to follow the family tradition', 'to help
others', 'to achieve economic security', and 'to pursue
the challenge of scientific learning'. There can be
little doubt that these factors are applicable in most
cases, but the truth goes deeper than this. Psycho-
logical testingl0 of medical school applicants has
resulted in most medical students tested being
described as 'achievement orientated' and many
psychologists apply the label of 'obsessivecompul-

sive' to the future physician. Derde5ml1 attributes
this inner drive for accomplishment as possibly
emanating from a desire to please others. Hence the
physician has been characterised as having un-
resolved dependency needs and feelings of inferiority.
Medicine offers the opportunity to respond to needs of
others and, thereby, develop a feeling of selfesteem
and accomplishment. Taubmanl2 says that the
physician's characteristic personality traits enable

Doctors are 3 times rrlore
likely to die of suicide than
rnernbers of the general
population

him to cope with the stresses of medical training, to
work hard, to persevere in times of adversity, and to
postpone personal gratification. On the other hand,
Taubman says, the physician's profile - single-
minded, goal-orientated and detached - may describe
good physicians but, unfortunately,'relatively
insufferable husbands and fathers - and I suspect
mothers'.
Dechertl3 has characterised physicians as needing,
as a consequence of their psychological profile, to
care for others and to be in control. Therefore, they
seek to act out a caretaker role, even, in some cases,
marrying spouses likely to be chronically ill.
Research studiesla on medical marriage have
identified the physicians' wives as having strong
dependency needs which may presage subsequent
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psychiatric problems. To date, scant data are
available on male spouses of female physicians.
James Knighlts describes some of the motives for
choosing medicine as a career as stemming from
inner needs of the individual concerned. He says that
one reason for the choice of medicine as a careermay
be 'to control one's own excessive fear of death. By
becoming a physician, the person secures him or
herself against the jeopardy of death and obtains
dominion over mortal anxiety by having the power to
cure'. In this regard, it is interesting to note that the
famouS psycho-analyst, Adler,l6 observed over a
hundred years ago that many doctors that he knew of
had been seriously ill as children, and he postulated
that their choice of medicine as a career was an
attemptto compensate forthe feeling of helplessness
and fear of death that they must have experienced
earlier in their lives.

The doctor's 'duty' is to
function at the maximum
leuel of competence at
aII times

The sense of control and power which doctors
experience is strongly reinforced by the public they
serve and among whom they live. Taylor2o et al, say
that'from the day of acceptance into medical school
there is a magical transformation in the way people
interact with the future physician. The family
rejoices, (ex)-classmates are jealous, and neighbours
offer congtatulations. This chosen individual will
learn the mysteries of life and death, and safeguard
our most precious possession - human life'.
In addition to receiving special rights and privileges,
the physician is held up as an example of virtue in the
community, and leadership is bestowed simply on
the basis of the profession of medicine. In an
emergency the crowd will make way for 'the person in
the white coat'. At a community meeting people will
listen to the comments of the physician. In a Gallup
Poll conducted by the American Institute of Public
Opinion in 1981, the results showed physicians to be
second only to the clergy in the opinion of the
respondents. The poll rated physicians as number
one in 'prestige or status' and in 'stress or pressure'.
The respondents also believed that clergymen and
physicians provided the greatest contribution to
society. From this data it is easy to understand how
many believe that medicine is a mission, similar to
the calling of a minister or priest. Osmondl? proposes
that the power of the physician in the minds of the
public is derived from three ingredients:
o knowledge, gained from years of study and not

easily available to others;
o moral authority, derived from expectations of

service to others rather than to self or family; and
o Aesculapian authority, thought by some to be God-

given with charismatic features.
Small wonder then, perhaps, that doctors find it very
difficult, if not sometimes impossible, to relinquish
the idealised image which the public has of them.

Medical stud,ents find it
hard to tolerate any
uncertainty

But doctors pay a heavy price for this image. Taylor
et aFo, point out that society sanctions a physician's
devotion to duty, even if it means neglect of family
obligations. This attitude has been inculcated into
medical students for generations. The famous
physician-teacher William Osler, said to a group of
students in the late 19th century: 'What about your
wives and babies if you have them? I-eave them.
Heavy as the responsibilities are to those nearest and
dearest, they are out-weighed by your public. Your
wife will be glad to bear her share of the sacrifice you
mightmake'.
There are also internal pressures which make it
difficult for the doctor to escape the god-like role in
which he has been cast. As mentioned earlier, the
sense of power and control which becomes part of the
physician's self-image often compensates for under-
Iying feelings of weakness and inadequacywhich the

Doctors do not seek help until
they are desperate, and uery ill

doctor is loath to become aware of once again. This
hasbeen cited as one ofthe reasons forthereluctance
of many physicians to retire. The ever-present need
which doctors seem tohave to prove themselves often
manifests in compulsive work habits which protect
thedoctorfromhaving to facehis own feelings of fear
and vulnerability, and the god-like fagade is
preserved.

But, as mentioned earlier, doctors are notgods - they
are human beings. And being human means being
subject to the whole gamut of human emotions and
experiences, including fear, vulnerability, selfdoubt,
and yes, believe it or not, even illness! Unfortunately,
the need to uphold an entirely artificial and
unrealistic facade of medical professionals as
superhuman, has resulted in many doctors being
deprived (or perhaps depriving themselves) of the
basic human right to receive proper care for their
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bodies and souls. Waringl8 (L977), in a controlled
study of 30 doctors and nurses hospitalised for
psychiatric illness, concluded that both groups - as
he put it - 'make the worst patients'when compared
with a group of psychiatric patients matched for age
and sex. He related this to a reluctance on the part of
doctors and nurses to initiate 'help-seeking behav-
iour' : doctors do not seek help until they are desperate
and veryill.

Doctors find, it difficult to
relinquish the idealised image
which the public has of them -
arud pay a heauy price for it!

The problem which doctors have in accepting the
patient-role is further compounded by the fact that
doctor-patients usually receive inferior treafunent
from their colleagues, probably because of the
unconscious attitude of the treating doctor who
identifies with his patient colleague, and therefore
does not treat him in the same way as he would treat
other patients with the same problems. Waringta
blames this attitude for perpetuating psychiatric
illness among doctors and nurses, for example, by
causing insufficient follow-up or inadequate drug
treahnent. He argues that the higher rates of suicide
and addiction problems among doctors compared
with other Social Class I occupational groups, might
be seen not as a reflection of the higher prevalence of
psychopathology but as a reflection of the poor
quality of psychiatric care received by doctor-
patients. To me it is a sad commentary on our
profession, that although we devote our professional
lives to the care of others, we are at our most
neglectful, albeit unintentionally, when it comes to
the treafunent of our own colleagues!
Sad, indeed, but true. I wonder how many doctors can
truthfully say that they felt free to express their fears
and anxieties openly when they had occasion to
consult a colleague, or that they provided colleagues
who have consulted them as patients an opportunity
to speak openly abotfi thelr concerns in the same way
as they would normally do with their own patients.
This is not intended to point a finger at anybody, but
I feel thatwe all need repeated reminding of the point
I have already made twice in this paper: doctors are
human! I would like to illustrate my point now with
an incident from my own experience. A few years ago
f was on holiday in one of the major cities in our
country, when I awoke one moming and noticed
spots before my eyes. When these persisted, I
suspected that these spots may be the aura of an
impending migraine, even though I had never
previously suffered a migraine attack in my life. It
soon appeared thatmy suspicions were confirmed, as
I starbed to experience severe bitemporal pain and

nausea. Fortunately, the attack was a fairly mild one,
but as it was wearing off I remembered reading
somewhere thatmigraine occuring for the first time
in middle-age should raise the suspicion of a carotid
afiery aneurysm. The thought of this possibility
made me very anxious, and I phoned a GPcolleague
in the area who arranged for me to see a physician the
same day. I expressed my fears to the physician who
then examined me and expressed the opinion that it
was 'something opthalmological'. He phoned an
opthalmologist in the building who kindly agreed to
see me almost immediately.
The session with the opthalmologist was a highly
traumatic experience. To begin with,I realised how
difficult it is to keep one's eyes open to have those
drops poured into them, when for years I had felt that
my patients, who found it equally difficult, were
really being unnecessarily uncooperative, even
though I never actually told them so. Then I had a
powerful Iight shone into my eye, which was
extremely painful, and I realised for the first time
why this practice has been used as a method of
torturing prisoners!

But the physical side of the examination, though
highly unpleasant, was by no means the worst aspect
of this experience. While conducting the examina-
tion, the opthalmologist explained calmly that my
vision had deteriorated considerably since my eyes
had last been tested, and that the spots before my
eyes had been 'floaters' which were probably due to a
vitreous detachment, a fairly harmless condition, but
thata retinal detachment (of course I knew this was a
much more serious condition) had to be excluded.
Then, with what seemed like a laserbeam scorching
my eye, and the reflection of the vessels of my retina
visible to me like a picture of the galaxies at a
planetarium, the opthalmologist said calmly, 'there's

the detachment'. I was terrified: he had not said
whether it was a vitreous or a retinal detachment! I
was too frightened to ask him what kind of
detachment he was referring to for fear of hearing the
worst. So I just sat silently and waited and prayed for
him to reassure me. However, he just continued
exploring the contents of my orbit, quite unaware of
the fact that I had begun to sweat profusely, fearing
that I was soon to go blind. When he remained silent I
tried to talk, but I became aware of a feeling of
constriction in my throat which made it very
difficult. Finally, I managed to splutter 'you mean a
vitreous detachment, don't you?' At first he appeared
not to hear my question as he was engrossed in his
examination, but after a few moments (which seemed
like hours), he said casually, 'yes'.

After the examination had been completed and we
were sitting at the opthalmologist's desk, the
physician arrived to ask the opthalmologist what his
findings were. The opthalmologist told him it was
probably a vitreous detachment and then said, 'we

don't have to go about excluding an occipital tumour
today. That can wait until he gets back to Cape
Town'. I left the opthalmologist's consulting rooms
feeling as if I'd just been dragged through a physical
and emotional treadmill.
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I would like to point out that I have not
recounted this incident in all its hair-raising
details in order to malign a colleague. In fact,
the ophthalmologist had nothing but good
intentions. He agreed to see me at very short
notice, no doubt at considerable incon-
venience to himself. He performed a thorough
examination and attempted, as far as he was
aware, to keep me fully and honestly
informed of his findings. At the end of the
consultation, he was adamant that he would
not accept any paJrment from me for his
services, and only finally agreed to do so
when I was able to impress upon him that I
was covered by a medical aid which would
pay the fee. However, the cardinal enor
which this doctor, like many others, made
was to speak to me as though I were a
colleague, and the patient he was examining
was someone I had referred to him. He was
quite unableto appreciatethe factthatonce I
was slumped in that examining chair,I was
exactly like all his other patients - ignorant
and frightened, irrational, and ready to
attach the most dire significance to anvthing
he said, or did not say. In fact, if anything, I
was in a worse situation than most of his
patients, as my bit ofmedical knowledge only
served to heighten my anxiety level.
I hope the point is clear - if we are to strive to
reduce the incidence of stress-related
problems in our ranks, we need not only to be
willing to accept the role of patient far more
often than is usually the case, but we also
radically need to radically revise our attitude
towards colleagues who present to us as
patients: remember that they, like us, are
human, and that if we do not allou., them and
ourselves to be human, the consequences
may be serious.

Consequences {
With regard to medical marriages, a special
1970 census survey in the UK showed that
white male physicians, aged 3540, were only
half as likely to be divorced as non-
physicians. Another survey, however, pub-
lished in 1979, revealed that the percentage of
female physicians divorced or separated was
six times that of men. Of those physicians
where marriages ended in divorce there are
some other high-risk gxoups in addition to
female physicians. Rose and Rosowle re-
ported arr inuerse correlation between the
rate of divorce, and the size of a citg, a
reuersal of the liberal divorce patberns in
cities and conservative hends in rural areas.
They found that blnck physicians h ad a 7 0 Vo
higher divorce rate than white physicians.
There was also a variation in the divorce rate
among medical specialties, orthopaedic sur-
geons, psychiatrists, and dermatologists
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