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2. Abstract 
 
Objectives: Several studies have reported elevated suicide rates for physicians. The first aim of this 

project thesis is to outline the variation of prevalence in physician suicide put forward by the 

available literature, taking into account potential gender differences. 

What causes or predicts suicide in this population is thus far not well known. The second aim of this 

thesis is to describe some of the risk factors, predictors and possible causes for suicide among 

physicians, as introduced by the current published studies.  

 
Method: Studies on prevalence and causes/risk factors were located in PubMed following a 

combined Boolean search. Different inclusion criteria were applied to the two groups of studies. A 

total of 39 studies met the inclusion criteria.  

 
Results: The suicide mortality ratios for male physicians ranged from 0.67 to 2.00, and for female 

physicians from 1.68 to 5.7. Mental distress (depression, burnout etc.), not seeking help, work 

conflicts, financial problems, health problems, substance abuse, previous history of compulsive 

behaviours, lack of personal support, and high scores of the personality traits of neuroticism and 

reality weakness were found to be associated with suicidal behaviour.  

 
Conclusions: Research suggests that female physicians have elevated suicide rates compared to the 

general population, while findings on the prevalence of male physician suicide were conflicting and 

could not lead to a definite conclusion. Several risk factors and predictors for suicide in the 

physician population were identified. Larger and newer studies are needed to better understand 

these trends and in order to create efficient intervention programs.    
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3. Introduction 
 
Suicide is a major public health problem. According to WHO 800 000 people die every year to 

suicide (1). However, reliable global estimates on suicide in the physician population are not 

available. Many cases of physician suicide have gained media coverage, claiming that the suicide 

rates among physicians are significantly elevated compared to the general population (2). The topic 

has gained increasing interest in the scientific community as well, which is shown by a number of 

studies on the topic throughout the decades. There are indeed some studies that point into the 

direction that physicians might have an elevated suicide risk compared to the general public (3, 4). 

In fact, there are studies from as early as 1881 from England and Wales that show a suicide rate 

ratio of 1.5 compared to the general population for male physicians at the time (5). However, there 

are altogether very few systematic reviews on the topic and none in the last decade. Physicians’ 

mental health and especially suicide affect not only a physician’s life, but also the lives of their 

families, patients, their local community as well as a nation’s health system and economy. For all 

these reasons this is an important issue that needs to be illuminated. Moreover, understanding the 

risk factors, predictors and possible causes of suicide is important in order for us to create helpful 

strategies in preventing suicide as well as interventions that are directed to this population in 

particular.  

  

Some earlier studies on mortality have shown that doctors have had an elevated mortality for other 

causes than suicide as well (5). Some studies show that mortality due to other causes started to 

decrease around the 1950s and 1960s (6, 7), at least in Denmark and Norway. Studies from the last 

decades suggest that physicians nowadays have low mortality for all causes other than suicide, 

some of which can be explained by safer working environments and hospital policies, as well as 

healthier lifestyle choices like less smoking in the physician population (7, 8). Interestingly, there 

are several studies which suggest that female physicians are at a higher risk of suicide compared to 

both their male colleagues and the general population (3, 4). 

  

In terms of the possible causes, different findings and hypotheses from the literature will be laid out.  

Suicide is a very complex phenomenon, and I do not claim or intend to give explanations that can 

be generalized to every individual case. However, quantitative findings from either surveys or post-

mortem data can point us to some common denominators that are often in place in physicians who 

have committed, attempted or are thinking of committing suicide.  
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Physicians who commit suicide presumably have several risk factors in common with other suicide 

victims. Data from several articles will be discussed in this project thesis, with a focus of finding 

out which of these common factors are especially important for suicide among physicians. 

There are several stressors and risk factors that increase one’s chances of attempting or committing 

suicide (9). Among these depression, burnout, stress, physical illness, substance abuse are often 

mentioned in the literature (9, 10). Moreover, situational stressors like financial problems, legal 

issues and lack of support are also thought to play a role (9). In addition, conflicts at work as well as 

role conflicts related to having a healthy work-personal life balance might be particularly of interest 

in the physician population (10). As for any other population, prior suicide attempts as well as a 

family history of suicide can be associated with an increased risk of suicide (9). A personal history 

of abuse (physical, verbal or sexual) is another statistical risk factor that is associated with increased 

suicidal thoughts and feelings (9). 

 

Physicians’ help-seeking behaviour in relation to for instance depression has also been previously 

studied (11). Studies suggest that medical doctors in distress, including those with suicidal thoughts, 

avoid seeking help. Findings from some studies indicate that fear of losing their medical license is a 

major concern for many physicians (12, 13). In addition, there might be psychological barriers at 

play, as suggested by Sargent (14). Fridner et al. found that doctors involved in medical research 

showed the strongest association with avoidance of seeking medical care, followed by surgeons and 

physicians who take night calls (11). Moreover, there seem to be gender differences in help-seeking 

behaviour. Research suggests that male physicians are less likely to seek help compared to their 

female colleagues (9, 15).  

There is also evidence that many doctors turn to self-treatment in the absence of professional help 

(15).   

 

A few studies have also studied the role of addiction in relation to suicide (16, 17). The most 

common substance of abuse for both male and female physicians is alcohol, however female 

doctors were more likely to have abused other substances like sedative hypnotics as well (17). Both 

genders were likely to report suicidal ideation or suicidal attempts, however the authors of this 

study found that women physicians were more likely to report suicidal behaviour than their male 

colleagues (17).  

 

The role of personality and personality traits has also been studied in relation to suicide and suicidal 

behaviour. Certain personality traits increase an individual’s chances of developing serious suicidal 

thoughts, while some other traits work in a protective manner. In particular, the personality traits of 
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neuroticism and reality weakness have been found to predict suicidal ideation and suicide planning 

in physicians (18, 19). Studies also suggest that the personality trait of control is negatively 

associated to suicidal ideation. Intensity or extraversion as a trait has some protective qualities in 

relation to suicide only when mental distress is absent in the same individual (18, 19).  

Although perfectionism as a trait might be correlated to suicidal behaviour according to some 

studies (20), there is unfortunately little evidence today to support the claim that this is the case for 

practicing physicians.  

 

Apart from the risk factors and causes mentioned above, there are few conceptual models that try to 

explain in more specific what predicts suicide. One of these theoretical models is the Interpersonal 

Psychological Theory of Suicidal behaviour (IPTS) as developed by Thomas Joiner in 2005 (21). 

This model is based on three components: perceived burdensomeness, thwarted belongingness and 

acquired capability. When the first two components are at place, an individual can develop a desire 

for suicide. This is especially true when perceived burdensomeness and thwarted belongingness are 

long-lasting and serious. However, according to Joiner, the third component is needed in order for 

serious lethal attempts to take place (21). Cornette et al. hypothesized that this theory can be applied 

to the physician population (22), while Fink-Miller examined the correlation of the three 

components of IPTS quantitatively in a survey of 419 licensed physicians (23). A detailed 

description and discussion of these finding will be discussed in the chapters below.  

  

However, as some have pointed out (24), suicide might not always be a result or a complication of  

psychopathology. An individual interpretation of suicide cases is needed, taking into consideration 

several personal variables, but also considering larger social and historical contexts in which suicide 

arises. Nonetheless, having a better understanding of this topic is extremely crucial in creating 

strategies to screen for and hopefully intervene in time for the benefit of physicians in distress.   

 

 

The main aim of this thesis is to answer the following research questions:  

1) What is the prevalence of suicide in the physician population? Are there any gender 

differences?  

2) What are some of the possible causes, risk factors and predictors of suicide among 

physicians? 
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4. Method 
 
I reviewed international literature on physician suicide up to December 21, 2019. A Boolean search 

of the PubMed was performed using both MeSH terms and «All Fields» terms in a combined 

search. The correct MeSH terms were first found in the MeSH Database. Search #1 was comprised 

of the terms ((((suicide[MeSH Terms]) OR (death[MeSH Terms])) OR (mortality[MeSH Terms])) 

OR (suicide, attempted[MeSH Terms])), OR (suicidal ideation [MeSH Terms])), 

and then combined with search #2 (physicians OR medical doctors OR "medical doctors"). A third 

search was added (#3) and then combined with the operator NOT and the term (euthanasia[MeSH 

Major Topic]). This was done so that articles whose major topic was euthanasia (physician assisted 

suicide) would not get included in the results. However, articles that mentioned euthanasia, but 

where this was not a major topic still showed up in the results. Additional language filters were also 

added for English, Norwegian, Danish and Swedish, as well as filters narrowing the search to adults 

(19+ years). The final combined search (#1 AND #2) NOT (#3) with the added filters produced 

8223 results (figure 1.) 53 additional studies were collected from the reference lists of previous 

articles. All identified papers were collated in EndNote X9. From the 8223 papers that were initially 

identified, 7563 remained after duplicates were removed by reading the article titles. The remaining 

papers were first screened against the inclusion criteria by reading the titles, and then the abstracts 

and the full texts. The inclusion criteria for articles that discussed prevalence and the articles that 

discussed causes/risk factors were different:    

- The inclusion criteria for the articles discussing prevalence were: a) original peer-reviewed 

article or systematic review b) only studies that studied the prevalence of completed suicide 

were included (and not those that discussed suicidal attempts) c) mortality data used in the 

articles was collected from reliable sources (official death registers, statistical bureaus etc). 

d) standardized mortality ratios for a physician population were included in the paper or 

could be calculated from the given data. e) the time period in a given country/area did not 

overlap considerably with another study. 

- The inclusion criteria for articles discussing causes or risk factors were: a) original articles 

published in peer-reviewed journals, or book chapters. b) articles discussing causes or risk 

factors for completed suicide, suicide attempts or suicidal ideation in physicians. 

Papers that discussed physicians’ mental health issues (like stress, burnout, depression etc.) without 

discussing the topic of suicide in relation to the main topic of the article were excluded.  

Also, articles that only discussed causes of suicide completion, suicide attempts or suicidal ideation 

in medical students but not graduated physicians were excluded. However, articles that discussed 

causes of either suicide completion, suicide attempts or suicidal ideation in both medical students 
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and physicians were included. Editorials, case studies, letters on physician suicide, thoughts from 

family members/friends/colleagues of deceased physicians, and papers discussing only 

interventions or therapy were removed. No time/year restrictions were used. Articles with either 

females or males, or both females and males were included.  

The process of identification, screening and inclusion of the articles is shown on figure 1. below.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Flowchart of the method used to identify and select articles according to inclusion criteria

Screening 

Identification 

Eligibility 

Included 

Records identified through 
database (PubMed) searching 

(n =8223) 
Additional records identified 

through reference lists 
(n = 53) 

Records after duplicates removed 
(n =7563) 

Records screened for inclusion criteria 
according to abstract 

(n =112) 

Full-text articles assessed for eligibility 
(n =57) 

Records excluded for not meeting inclusion 
criteria after title screen (n =7451) 

Full-text articles excluded because: 
• suicide not discussed 

• physicians not studied as a distinct population 
                                  (n= 18) 
 

Studies included in the project thesis  
(n =39) 

•20 articles on prevalence 
•19 articles on causes/risk factors 

Records excluded for not meeting 
inclusion criteria after abstract 

screen (n =55) 
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5. Results  
 
Twenty studies on prevalence and 19 articles on possible etiological causes of suicide in physicians 

met the inclusion criteria. From the 20 studies on prevalence, 18 were original articles and two 

papers were systematic reviews. Standardized mortality ratios (SMR) with 95% confidence 

intervals relative to that of the general population were gathered from either the original papers or 

from the two systematic reviews. A standardized mortality ratio is the ratio between the number of 

observed deaths in a physician population divided by the expected number of deaths in a standard 

population (in this case age and gender specific rates in the general population). Only one 

systematic review included a meta-analysis (4). The population of doctors studied was a) all 

physicians living in the given area at any time during the studied period or b) a population of 

doctors that graduated from specific medical schools who were followed up in the given period (8, 

25, 26).  

  

The SMRs of physicians varied in different time periods, areas/countries, medical schools and 

genders (table 1). The data in the articles included in this review studied physician suicide from as 

early as year 1935, and up to year 2000. The articles were based from data from the USA, England 

and Wales, Australia, South Africa, Denmark, Sweden, Finland, Norway and Iceland.  

The ratios for male physicians varied from 0.67 to 2.00, while for female physicians from 1.68 to 

5.7. As shown in table 1, female physicians have consistently had higher SMRs for suicide 

compared to male physicians. However, six studies (7, 27-31) did not include numbers on physician 

suicide for both males and females. Some studies had also very wide confidence intervals. 

Nonetheless, the lower limit of the confidence interval was above 1 in several studies, especially for 

females.  

 

5.1. Systematic reviews 

The ten first articles in table 1. were part of a systematic review from 1996 (3), which was the first 

systematic review with strict methodological inclusion criteria in terms of the original articles 

included. The authors found suicide rate ratios that varied from 1.1 to 3.4 for males, and ratios that 

varied from 2.5 to 5.7 for female physicians (when compared to the general population). The 

authors of this systematic review gathered also articles that compared SMRs between physicians 

and other professionals. The relative suicide mortality of male doctors then varied from 1.5 to 3.8, 

while for female doctors from 3.7 to 4.5. The authors found six studies that compared physician 

suicide ratios to other professionals, but only two of these studies included a comparison of the 

SMRs of female physicians to other professionals. The authors did not perform a meta-analysis or 



 

10 

any quantitative summary of the findings other than presenting the variations in ratios mentioned 

above. Publication bias, heterogeneity and quality assessments of the studies included was not 

considered in the systematic review by Lindeman et al (3). 

 

Fourteen of the articles in table 1. were included in the meta-analyses performed by Schernhammer 

and Colditz (4) in 2004. In their meta-analysis the authors found an overall suicide rate ratio of 1.41 

(95% CI = 1.21–1.65) for male physicians and a suicide rate ratio of 2.27 (95% CI=1.90–2.73) for 

female physicians, which are significantly higher compared to the general population. The authors 

tested for heterogeneity, as well as for the effect of publication year, length of follow up and quality 

score. The cumulative meta-analysis (4) for men showed relatively stable data when it comes to 

suicide risk in male physicians (about 40% increased). The cumulative meta-analysis for females 

showed varying relative risks, particularly related to the year of publication. The results varied from 

2.3 to 5.0 before 1999, while the risk was found to be stable and about 2.4 after 1999 (4). 

Schernhammer and Colditz tested the data for publication bias also (Egger test, Bagg and 

Mazumdar test). The funnel plots for data on male physicians showed no asymmetry, while the tests 

showed evidence for publication bias for female physicians. The results suggested that small studies 

were likely to overestimate the SMRs for females (4). 

 

5.2. Other studies  

The four studies not included in any of the two mentioned systematic reviews showed consistent 

results for female physicians, but not for male doctors. All four studies showed elevated ratios for 

female doctors, ranging from 2.02 to 4.95 (table 1). 

According to Torre 2005 and Aasland et al. 2011 (7, 8), male doctors have elevated SMRs for 

suicide (compared to the general population), respectively 1.82 (95% CI 1.11-2.82) and 1.77 (95% 

CI 1.45-2.16). In contrast, Hawton 2001 (32) as well Petersen and Burnett 2008 (33) found that 

male physicians have lower SMRs for suicide (compared to the general population), respectively  

0.67 (95% CI 0.47-0.87) and 0.80 (95% CI 0.53-1.20). In fact, Peterson and Burnett found that only 

older white male physicians in the time period studied had elevated suicide rates compared to the 

general population. Aasland et al. (7) and Hem et al. (34)  recorded trends of suicide in a forty-year 

period (1960-2000). Hem et al. was not included in the 18 articles in table 1. due to overlapping 

time periods and identical data set as Aasland et al. The authors found that the suicide rates for male 

physicians increased from 1960s and then started to decrease in the 1990s. The authors also found 

that suicide rates among female doctors decreased for forty years starting from the 1960s, while still 

remaining twice as high compared to the general population in the 1990s (7, 34). Two studies 

showed also that suicide rates among male physicians increase with age (33, 34).   
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Study Area and time 
period 

Source of the 
data 

Number of 
physician 
suicides  

Deaths per 100 
000 person-
years 

SMR (95%CI) 

Lindhardt et 
al., 1963 (27) 

Denmark 1935-
1959 

National Health 
Service 
Registers 

67M NA 1.5 (1.2-1.9) 

Dean, 1969 
(35) 

South Africa 
1960-1966 

South African 
Bureau of 
Statistics 

22M 
1F 

48 
18 

1.2 (0.8-1.8) 
NA 

Rose and 
Rosow, 1973 
(28) 

California, 
1959-1961 

Death 
certificates 

48M 77 2.0 (1.5-2.7) 

Steppacher 
and Mousner, 
1974 (36) 

USA, 1965-
1970 

J.A.M.A 
obituaries and 
A.M.A folders 

48M 
41F 

31 
34 

1.2 (1.1-1.3) 
3.2 (2.3-4.4) 

Revicki and 
May, 1985 (29) 

North Carolina, 
1978-1982 

Death 
certificates 

13M 36 1.2 (0.7-2.0) 

Arnetz et al., 
1987 (37) 

Sweden, 1961-
1970 

National 
Census and 
Death Registry 

32M 
10F 

60 
124 

1.2 (0.8-1.7) 
5.7 (3.1-9.7) 

Rimpela et al., 
1987 (30) 

Finland, 1971-
1980 

Population 
Census and 
Death Registry 

17M 58 1.3 (0.8-2.1) 

Schlicht et al., 
1990 (26) 

Australia, 1950-
1986 

Statistics 
Bureau and 
Registrar of 
birth and 
deaths etc. 

10M 
3F 

10 
3 

1.13 (0.54-2.07) 
5.01 (1.03-
14.65) 

Ullmann. et al., 
1991 (25) 

LLU,USC 
1910-1981 

Obituaries, 
certificates etc. 

46M (LLU) 
39M (USC) 

39 
55 

1.5 (1.1-2.0) 
2.2 (1.6-3.0) 

Stefansson 
and Wicks, 
1991 (38) 

Sweden, 1971-
1979, 1981-
1985 

National death 
registry and 
census data  

113 M 
25F 

79 
53 

1.9 (1.6-2.3) 
2.5 (1.7-3.8) 

Herner, 1993 
(39) 

Sweden, 1989-
1991 

Death Registry 17M 
8F 

45 
39 

1.10 (0.6-1.5) 
2.32 (1.12-4.81) 

Carpenter et 
al., 1997 (40) 

England and 
Wales, 1991-
1995 

Department of 
Health Records 

56M 
8F 

56 
8 

0.96 (0.72-1.25) 
2.15 (0.93-4.23) 

Rafnsson and 
Gunnarsdottir, 
1998 (31) 

Iceland, 1955-
1995 

Central Bureau 
of Statistics 

7M 7 1.01 (0.40-2.04) 

Juel et al., 
1998 (41) 

Dennmark, 
1973-1992 

Central 
Population 
Register 

168M 
26F 

168 
26 

1.64 (1.40-1.91) 
1.68 (1.10-2.46) 

Hawton et al., 
2001 (32) 

England and 
Wales, 1991-
1995 

OPCS, medical 
directories, 
GMC registers 

42M 
15F 

14 
13 

0.67 (0.47-0.87) 
2.02 (1.00-3.04) 

Torre et al., 
2005 (8) 

USA,1948-1998 Obituaries, 
National Death 
Index, etc 

20M 
2F 

20 
2 

1.82 (1.11-2.82) 
4.95 (0.56-
17.85) 
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Table 1. 
 
SMR= standardized mortality ratio 
NA= not available 
M= male physicians 
F= female physicians 
LLU= cohort of Loma Linda University medical graduates 1950-1959 
USC= cohort of University of Southern California medical graduates 1910-1975 
 

5.3. Results from studies on causes, risk factors and predictors 

There were very few studies that analyzed risk factors or possible causes for suicidal completion 

among physicians. Therefore, articles that studied risk factors or possible causes for suicidal 

attempts or suicidal ideation in the physician population were also included in this project thesis.  

 

Gold et al. analyzed post-mortem data using multivariable logistic regression (10), and found that 

mental illness was an important factor for physicians who had completed suicide. However, 

toxicology data showed low rates of antidepressants in this population. Physicians had significantly 

higher odds (OR 28.7, 95% CI 7.94–103.9) than non-physicians of having antipsychotics, 

barbiturates or benzodiazepines in the post-mortem toxicology reports (10). In fact, other studies 

(42, 43) found that self-poisoning was the most prevalent method of suicide among both male and 

female physicians. Austin et al. found that for 75% of the cases, the drugs were administered 

intravenously (43). According to the authors this is an uncommon method for suicide compared to 

the general population (in South Australia), where 53% of those who commit suicide die by 

hanging, and only 23% by poisoning (mostly carbon monoxide) (43).  

In contrast to Gold et al., Austin et al. did find antidepressants in their toxicology reports (43). In 

addition to benzodiazepines and barbiturates, Austin et al. found also alcohol, opiates, and 

cannabinoids in their toxicology reports (43).  

 

The physicians that committed suicide were also found to be significantly less likely to have had a 

recent death of a family or a friend compared to non-physicians (10). Another finding in terms of 

psychosocial risks when examining post-mortem data was that having a job problem was 

significantly associated to being a physician (10). In particular, harassment at work has been found 

to be associated with suicidal ideation by other studies (44, 45). Eneroth et al. and Fridner et al. 

Petersen and 
Burnett, 2008 
(33) 

USA, 1984-
1992 

Death and 
Census data 

181M 
22F 

21.3 
11.8 

0.80 (0.53-1.20) 
2.39 (1.52-3.77) 

Aasland et al., 
2011 (7) 

Norway 1960-
2000 

Statistics 
Norway, census 
data 

111 in total 98  1.77 (1.45-2.16) 
2.93 (1.70-5.04) 
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found respectively odds ratios of 2.26 and 3.03 of reporting suicidal ideation in physicians who 

reported harassment at work (44, 45).  

 

Fridner et al. (11) showed that 79.2% of physicians who had had suicidal ideation recently had 

never sought help. The authors identified three characteristics that were significantly related to not 

seeking help: 1) being currently involved in medical research, 2) being a surgeon and 3) taking 

night calls. Some empirical data suggests that male physicians are less likely than their female 

colleagues to ask for help (9, 15). Røsvold and colleagues (15) showed also that 75% of physicians 

from both genders had performed self-treatment and that 73% were self-prescribing. Brooks et al. 

(9) found that after adjusting for gender, doctors with recent suicidal ideation were more likely to 

report depression (OR 4.132). Other stressors that were reported in the same group of physicians 

with suicidal ideation were personal (OR 5.35), financial (OR=3.66), health (OR 2.38) and 

occupational problems (OR 1.88). The authors found also that having more than one stressor 

increased the likelihood of reporting suicidal ideation (OR 1.77). Another factor related to suicidal 

ideation was lack of support (OR 2.46). Compulsive behaviours (eating, sex, and gambling) were 

also associated with increased suicidal ideation (respectively OR 2.77, OR 9.61, OR 3.60) (9).  

 

In a national survey in 2011-2012, Dyrbye and colleagues assessed burnout, depression and suicidal 

ideation in a large sample of early career physicians, residents, fellows and medical students (46). 

Compared to the control sample (which was the general population) early career physicians, 

residents, fellows and medical students were all found to be more likely burned out. Dyrbye found 

that overall burnout, high depersonalization and high fatigue was more common for residents and 

fellows than for more experienced early career physicians (46). Dyrbye et al. found also that 

suicidal ideation was the highest for medical students and then decreased for residents/fellows. 

Suicidal ideation was lowest in the early career physicians group.  

 

Two studies that studied suicide in relationship to addiction were found.  

One study from 2007 interviewed both male and female physicians that suffered from addiction 

(17). Wunsch et al. conducted interviews with 969 impaired physicians, 125 of which were women 

and 844 were men (17). Female physicians were compared with male physicians for several 

variables. Female physicians reported more medical and psychiatric problems than their male 

colleagues, with respective odds ratios OR 1.81 and OR 1.84. Female physicians were also more 

likely to report past suicidal ideation (OR 2.51) or current suicidal ideation (OR 2.54). In addition, 

females had also higher likelihoods of reporting previous suicide attempts under the influence (OR 

4.64) or previous suicide attempts that were not under the influence (OR 9.67). The main drug of 
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abuse for both men and women was alcohol. However, women physicians were more likely to have 

abused sedative hypnotics than men (OR 1.87) (17).  

The other study conducted interviews on only women physicians (16). All participants were self-

reported alcoholics and were abstinent from alcohol for a minimum of one year. There were in total 

95 female physicians and 5 female medical students interviewed. 60% reported addiction to other 

drugs than alcohol alone. 73 participants reported serious suicidal ideation during the time they used 

alcohol and 26 participants reported serious suicidal ideation after sobriety. Out of 95 physicians, 32 

reported serious suicide attempts. Out of the 32 who had attempted suicide, 19 had only made one 

attempt, 8 had made two suicidal attempts and 7 had made three or more attempts. The authors 

counted only overt suicide attempts, and not cases where there was uncertainty whether the episode 

was a suicide attempt or an accident.  

 

Tyssen et al. followed medical students after graduation and re-examined them for several risk 

factors including suicidal thoughts and attempts, and personality (18). To measure personality traits 

the authors used the 36-item version of BCI (Basic Character Inventory). The questionnaire 

included questions that covered the «big three» personality dimensions, which are neuroticism, 

control and extraversion. They also covered the reality weakness trait, and measured chronic 

illusions, paranoid traits, identity insecurity and other traits related to personality disorders (18). For 

each of these four dimensions they asked nine questions that gave dichotomous answers and scored 

the young physicians thereafter. For each dimension the scores ranged from 0 (low) to 9 (high). The 

trait neuroticism in high levels (or vulnerability) was found to positively predict suicidal thoughts 

during the first postgraduate year with an odds ratio of 1.3 (95% CI 1.04-1.5) after being adjusted 

for age, gender, perceived work stress, life events and marital status, but before adjusting for mental 

distress. The trait control in high levels during the first postgraduate year negatively predicted 

suicidal thoughts, also after controlling for other factors including mental distress (OR 0.96 , 95% 

CI 0.8–1.2). The reality weakness personality trait also predicted suicidal thoughts in the same 

sample, with an odds ratio of 1.2 (95% CI 0.9-1.5) after being adjusted for other factors. The trait of 

intensity (extraversion) was found to be a protector trait before being adjusted for mental distress 

(depression and anxiety), but after adjustments for mental distress the authors found odds ratios of 

1.1 (95% CI 0.9-1.2).  

Another study by Tyssen et al. studied the process of suicidal planning in a longitudinal sample (19) 

and found that life events such as divorce/separation/break-up and problems with a partner were 

associated with postgraduate suicide planning. The authors found also that neuroticism 

(vulnerability personality trait) was a predictor of postgraduate suicidal planning (OR 1.3, 95% CI 

1.03 – 1.7). When it comes to the transition from suicidal ideation to suicidal planning, the authors 
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found that reality weakness and severe depressive symptoms were more associated to suicidal 

planning than other traits, with respective odds ratios of 2.0 (95% CI1.2 – 3.2) and 1.7 (95% CI 

1.03 – 2.9).  

 

In a quantitative survey, interpersonal psychological theory of suicidal behaviour (IPTS) with its 

three components was examined in a sample of 419 licensed physicians (23). The hypothesis that 

IPTS can be applied to physicians was raised from Cornette et al. (22). The physician sample was 

compared against other groups with increased suicidality (prior suicide attempters and military 

personnel).  

Compared to active duty military personnel, doctors scored higher on perceived burdensomeness, 

but lower on thwarted belongingness and acquired capability. Compared to those with one previous 

suicide attempt, physicians scored higher on acquired capability, but lower on perceived 

burdensomeness and thwarted belongingness. Compared to those with multiple previous suicide 

attempts, doctors score lower on all three components (23).  

The two components of IPTS thwarted belongingness and perceived burdensomeness were then 

included in a multiple regression analysis with other covariates (which were current and lifetime 

depression), in order to find out if they predicted suicidal ideation. Perceived burdensomeness and 

depression were found to be significant predictors of suicidal ideation, while thwarted 

belongingness was not. Perceived burdensomeness and thwarted belongingness were then tested for 

multicollinearity- the interaction of these to variables was found to be non-significant. In a similar 

statistical procedure as above, the authors found that only lifetime depression and thwarted 

belongingness were significant predictors of prior suicide attempts (23).  

 

6. Discussion 
 
6.1. The prevalence of female physician suicide 

As presented, the prevalence of physician suicide was variable between the different studies 

included in this project thesis. The prevalence of female physician suicide was consistently higher 

than that of the general population across all studies. Some of these studies showed a modestly 

increased suicide rate for female physicians, while some others found a much higher suicide rate. 

The variations between studies were significant in terms of the values of the suicide mortality ratios, 

ranging from 1.68 to 5.7. Moreover, some of the confidence intervals were very wide which adds a 

degree of uncertainty to the data. However, for most of the studies in table 1, the lower limits of the 

confidence intervals are above 1. That points again to the fact that female doctors do have increased 

suicide mortality ratios compared to females in the general population.  
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When observing and comparing the numbers of female physician suicide in table 1, it is noticeable 

that data on female physician suicide are characterized by small numbers. Even though the numbers 

of female doctors have increased significantly throughout the years, small numbers of female 

physician suicides remains a possible limitation when comparing data from different time periods. 

As indicated by Schernhammer and Colditz, small studies might be more likely to overestimate 

suicide risks on female physicians (4). Moreover, six out of 18 of the studies in table 1. did not 

include data on both genders. As the physician demographics are in rapid change, both in terms of 

the total number of physicians per number of citizens, but also in terms of the gender distribution, 

newer and larger studies are needed in order for us to draw more definite conclusions.  

 

6.2. The prevalence of male physician suicide 

When it comes to male physicians, the findings were somewhat more contradictory. Studies with 

data from up to the 1980s and in some cases the 1990s showed elevated suicide ratios for male 

physicians, but newer studies showed both lower and higher suicide ratios compared to the general 

population. The suicide mortality ratios for all studies in table 1. ranged from 0.67 to 2.00. 

Even though the confidence intervals are narrower when compared to data on female physicians, 

the lower limits of the confidence intervals are in some studies lower than 1. In addition, the time 

period studied was also variable, for instance some studies had gathered data from a five-year 

period, while others from five decades.  

Consequently, there is uncertainty in regards to whether male physicians nowadays have higher or 

lower suicide mortality ratios in comparison to the general population.  

 

6.3. Comparison with systematic reviews 

Comparing these results with the results of previous systematic reviews, I found that the previous 

findings on female physician suicide were confirmed. However, the findings on male physician 

suicide were not as consistent as previously proven. Lindeman, 1996 (3) found ratios that ranged 

from 1.1 to 3.4 for males, while Schernhammer and Colditz (4) found an overall ratio of 1.41 (95% 

CI = 1.21–1.65) for male physicians in their meta-analysis.  

There might be several reasons for this discrepancy. One reason is that the four newer studies 

included in this project thesis were published after the two previous systematic reviews, and 

therefore not taken into consideration by those. Two of the newer studies found lower suicide 

mortality ratios for men compared to the general population, in one of these the higher limit of the 

confidence interval was lower than 1.  

Another reason could be that the rates of suicide have changed throughout the years, as also 

suggested by Aasland et al. 2011 (7). The same data source was also used by Hem et al. (34), and 
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reached the same conclusion. The authors found that the suicide ratios increased from the 1960s to 

the 1980s, and then started to decrease from the 1990s (7, 34). 

 

The articles that presented data on suicide prevalence gathered data from official death records, as 

shown in table 1. However, the quality of these official records might be variable. Previous studies 

on the accuracy of official death records (47, 48) suggest that these data should be interpreted with 

caution. Research indicates that doctor suicides might be underreported. Some deaths might for 

instance be recorded as open verdicts or accidental overdoses, and therefore not taken into 

consideration by all epidemiological studies depending on their inclusion criteria. It is believed that 

the cause for this miscoding is a high level of stigma surrounding suicide in physicians (49).  

 

It is interesting to point out an important difference between suicide victims in the general 

population and physician suicides. In the general population men have higher rates of suicide than 

females according to the World Health Organization (WHO). WHO stated that the global male- 

female ratio (age-standardized) was 1.8 in 2016 (50). The opposite seems to be true in regards to the 

physician population, however only regional data are available in this project thesis.  

 

Another interesting finding in regards to physician suicides is how the ratios change with age. Some 

studies have shown that the suicide rates among physicians tend to elevate more with age than the 

population suicide rates especially after 60 years of age (33, 34). Using logistic regressions in 

analyzing post-mortem data, Gold et al. (10) also found that physicians were more likely to be older 

than non-physicians. It has been proposed that retirement might lead to role loss, and therefore act 

as a possible risk factor for suicide (51).  

 

Taking into consideration the gender differences in suicide ratios, as well as some of the limitations 

mentioned above, the research put forward shows that physicians have probably (34) had an 

elevated risk to commit suicide for years (at least up to the 1980s/1990s for men). In the previous 

decades studies on mortality showed high mortality for doctors due to other reasons as well (52), 

and these mortality causes differed also due to specialty. Doll and Peto (52) showed for instance 

that radiologists died more often of cancer (due to radiation) than other specialties, and that 

physicians working in laboratory medicine died more often from tuberculosis than others. Doll and 

Peto showed also that other mortality differences might be attributed to smoking, a habit that is less 

common in doctors nowadays. In the recent years, mortality due to other causes seems to have 

decreased (7), at least in Norway where the study was conducted. According to Aasland et al. 

doctors have now lower mortality ratios for all other causes than suicide. 
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6.4. Risk factors and possible causes 

Why do doctors commit suicide? And why are the rates more elevated for female physicians? There 

are no definite answers at our disposal, but several factors might increase a physician’s risk for such 

an act. Risk factors are defined as factors that are empirically shown to be associated with suicide 

(9). According to Brooks et al., risk factors can be both static and dynamic, persistent and 

temporary (9). Risk factors may help us understand who is more vulnerable in difficult situations, 

but cannot alone predict suicide (9).  

Both personal and situational factors might play a role, and both biological and psychosocial risk 

factors can add to the risk. Some risk factors may be similar to those of other suicide victims (e.g. 

previous attempts, psychiatric illness, addiction, family history of suicide, etc.) and some may be 

more specific to the physician population (lack of sleep due to night shifts, difficulties in 

maintaining a healthy work- family balance etc).  

Moreover, if we consider these factors as variables in statistical analyses, we have to be aware that 

some of them might also interact with each other. Interaction might complicate the interpretation of 

models that analyze the relationship between three or more variables.     

What does the research show? 

 

6.4.1. Depression 

Studies show that physicians who report suicidal ideation often report depression (9, 10). It is a 

well- known fact that depression can lead to suicidal thoughts and feelings, and sometimes suicide. 

Therefore, adequate treatment of depression is crucial in order to prevent suicide. Data on 

toxicology reports of deceased physicians are somewhat conflicting (10, 43), but at least one study 

showed low rates of medication treatment (10), in this case antidepressants. Surveys on doctors who 

have reported suicidal ideation show that 79.2% of doctors with recent suicidal thoughts and 

feelings have never sought help (11). Why are physicians reluctant to ask for help? 

 

6.4.2. Help-seeking behaviour 

An Australian study suggests that doctors might avoid seeking proper help due to confidentiality 

concerns and fear of losing their license (12). One study from the USA showed that some 

physicians had tried to seek help regarding their mental health outside their medical community, 

while others avoided seeking care altogether (13). 

There might also be psychological barriers that prevent doctors from seeking help. Sargent et al. 

hypothesized that omnipotence fantasies, illness denial, self-medication and treatment avoidance are 

some of these barriers (14). According to Sargent, these psychological barriers might hinder the 

recognition and rational management of the pre-suicidal state in doctors (14).  
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According to Fridner et al. (11) among the university hospital physicians in their study, those who 

were currently involved in medical research showed the strongest association with not seeking help. 

A possible explanation for this could be high demands in this group of physicians, leading to a 

drainage of time and energy that prevents them from seeking proper care. The two other groups that 

were significantly related to not seeking help were surgeons and physicians who took night calls. A 

similar explanation might be plausible for these groups as well. Findings from other studies also 

suggest that only a small percentage of surgeons seek help (13). Night work on the other hand might 

work both as a barrier to help-seeking behaviour, but also as a trigger of psychological distress (11). 

As we know it, night sleep is quite important in maintaining both physical and mental health.   

Research also shows that male doctors are less likely than female doctors to ask for help (9, 15). 

Galdas et al. puts forward traditional male gender norms as a possible explanation for this, where 

the emphasis is, according to the authors, put on being self-reliant and successful, as well as having 

emotional control (53).  

 

One of the possible implications of not seeking help is self-treatment and self-prescribing. One 

study (15) showed that over 70% of the doctors with suicidal ideation who replied to their 

questionnaire admitted to having self-treated or self-prescribed. It is difficult to say for sure what 

the consequences of this are, but it might be reasonable to say that follow up from a specialist as 

well as different types of therapy (cognitive therapy, psychotherapy etc.) have a higher chance of 

yielding better outcome than self-treatment. This might be true even more so when someone is 

suffering from a mental illness, since one’s perception of reality can be distorted. 

In fact, data from toxicology reports show that physician suicide victims were significantly more 

likely to have had measurable levels of benzodiazepines and barbiturates (10). This is an important 

finding especially in regards to barbiturates. As we know, barbiturates are infrequently used for 

therapeutic purposes. What is more concerning, barbiturates also have a lethal potential.   

 

6.4.3. Personal crises 

As mentioned in the previous chapter, Gold et al. found that physicians who had died by suicide 

were significantly less likely to have had a recent death of a family member or friend, or a recent 

crisis than non-physicians (10). This finding suggests that crisis situations were less likely to have 

had a substantial effect as a suicide risk factor for the physicians in this sample compared to non-

physicians. One could speculate that perhaps experience as a physician might be helpful in dealing 

with the death of a loved one or a recent crisis.  
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In an adjusted analysis (controlled by gender), Brooks et al. found that doctors who had recently 

reported suicidal thoughts were five times more likely to report personal problems (9) compared to 

physicians who did not report suicidal ideation. «Personal problems» is however a very general 

term, and the authors did not explain in detail what was meant by the term or how the questions to 

the participants were formulated. There is therefore uncertainty whether for instance a recent death 

of a family member or friend or a recent crisis would fit into this category. This uncertainty makes 

it difficult to compare findings from these two studies. There were other substantial differences 

between the studies. Gold et al. (10) analyzed post-mortem data while Brooks et al. (9) analyzed 

data from surveys. The physicians in the first study had completed suicide, while physicians in the 

second study had only reported suicidal ideation. Another difference is that the control group in the 

study by Gold et al. were non-physicians, while Brooks et al. control group were physicians who 

had not reported suicidal ideation. For these reasons it is very difficult to draw definite conclusions 

in regards to the degree «personal problems» have an effect in physicians’ suicidal thoughts and/or 

suicide completion. Perhaps a better definition of what constitutes personal problems would make it 

clearer which specific problems cause suicidal ideation or attempts in physicians.  

 

Tyssen et al. found an association between problems with a partner and events like divorce or 

separation and suicidal planning in their study (19). This finding is related to negative life stress and 

transitional phases (divorce and separation). Similarly, transitional phases are known for their 

potential of bringing on suicidal thoughts and behaviour in the general population as well.  

 

6.4.4. Occupational factors 

However, even with the differences mentioned above, both Brooks et al. and Gold et al. found that 

physicians contemplating (9) or who had committed suicide (10) were more likely to have or have 

had work problems compared to their respective control groups. Other studies have also found a 

correlation between job problems and suicidal ideation in physicians (44, 45, 54, 55). These studies 

found that role conflicts, conflicts with coworkers, patient demands, lack of control over conditions 

at work, and harassment at work were significant risk factors for suicidal thoughts and feelings in 

the physician population studied (45, 54, 55).  

One possible explanation for this may be that dealing with issues related to the physician identity 

itself might be difficult to cope with. If it true that a physician’s self-identity has its focus around 

their role as a professional, then it is conceivable that job problems might feel more threatening than 

for other persons whose identity relies less on their professional role.  
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6.4.5. Other factors 

Brooks et al. identified some other possible risk factors for suicidal ideation. Doctors with recent 

suicidal ideation were three times more likely to report financial problems and approximately two 

times more likely to report health problems compared to doctors who did not have recent suicidal 

thoughts (9). Physicians contemplating suicide were also more likely to have had a previous history 

of compulsive behaviours (sex, gambling, spending and eating disorders) and to experience a lack 

of personal support (9). These findings give us an idea on which other stressors lead to suicidal 

thoughts in physicians. As expected, experiencing more than one stressor was related to an 

increased chance of suffering from suicidal ideation (9).   

 

6.4.6. Burnout 

Burnout has also been thought to have a role in the development of depression and suicidal ideation 

in physicians. Burnout is characterized by emotional exhaustion, depersonalization and a reduced 

sense of personal accomplishment (56). Fatigue and sleep loss, clinical pressures, second victim 

syndrome, litigation stress and financial debt are some of the causes that are thought to lead to 

burnout (56). As mentioned in the previous chapter, Dyrbye et al. found that early career 

physicians, residents, fellows and medical students were more likely to be burned out than the 

general public (46). Both suicidal ideation and burnout were found to be more prevalent in 

physicians in training (fellows, residents and medical students) than in early career physicians (46), 

however the differences were quite small. Interventions directed at reducing burnout in physicians 

might reduce the associated depression and suicide risks.  

 

6.4.7. Risk factors for women physicians 

As mentioned earlier female physicians have elevated suicide ratios compared to their peers in the 

general population. Very few studies have attempted to explain why this is. Carlson and Miller 

discussed the hypothesis that there might be a connection between the high rate of suicide in women 

physicians and affective disorder (57). The authors concluded that explaining the elevated suicide 

rates in women physicians by affective disorder alone is a too simplistic approach (57).  

 

According to the authors, the differences between female physicians and women in the general 

population are likely too complex to be explained by one single factor. However, one difference 

between female physician suicides and suicides of females in the general population is the age 

distribution of suicide in these populations (57). Women physicians and women in some other 

professions (e.g. chemists) have been found to die by suicide at earlier ages than women in the 

general population (58). Shneidman found that the women who committed suicide in his sample 
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were younger (22-44 years of age) than the peak age for suicide among women in the general 

population (45-54 years of age) (58). Another interesting finding from Shneidmans follow up study 

was that ten years later no additional suicides had occurred in the same sample of women studied, 

which suggests that the age with the highest risk for suicide had passed (58). Carlson and Miller 

hypothesized that affective disorder, even though it does not alone explain the high rates of suicide 

in women physicians, may have an effect on the age of suicide in women physicians. The authors 

argumented that this could be related to the usual age of onset for affective disorders, which is 

between 25 and 45 years of age (57). In other words, if affective disorder has a role in suicides of 

female physicians, that might explain the young age of suicide in this population.  

 

Other proposed risk factors by the authors are psychosocial stressors like medical training and role 

conflicts (57). Schernhammer also argumented that some women physicians might have a «double 

burden», being exposed to pressures from both work and family life (59).  

 

Wunsch et al. also showed that women physicians were more likely than their male colleagues to 

report medical and psychiatric problems (17). Females were also significantly more likely to report 

suicidal ideation and previous suicide attempts than male physicians. Moreover, women physicians 

were more likely to have abused sedative hypnotics then men, even though alcohol was the main 

drug of abuse for both men and women (17). Addiction to substances has been shown to predict 

suicidal ideation and suicidal attempts in other studies as well (16). As mentioned in the results 

chapter, out of 95 women physicians who were self-reported alcoholics, 32 had previous suicide 

attempts (16). 15 out of 32 had attempted suicide more than once. These numbers show that 

addiction to alcohol and other substances might be a significant factor for suicide among women 

physicians.  

As mentioned earlier, harassment at work is also associated with suicidal ideation. Women in 

particular might be subject to sex-based or sexual harassment which can lead to depression and 

suicidal thoughts and feelings, especially in male-dominated specialties like surgery (45, 59). 

Compared to women in the general population, women physicians have also greater access to lethal 

agents like barbiturates which can be obtained at the workplace. In addition, women physicians are 

more likely to succeed in their suicidal attempts than non-physicians due to their extensive medical 

knowledge.  

 

6.4.8. Personality 

The combination of qualities that form an individual’s character is known as personality. 

Personality traits are thought to be relatively constant over time. Certain personality traits might be 
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beneficial for those choosing a medical career, but in the same time some traits might make an 

individual more vulnerable in particular situations. A few studies have found a connection between 

certain traits of personality and suicidal thoughts or suicidal planning in physicians. Some 

personality traits are more susceptible to mental distress, this susceptibility varies from trait to trait.  

In particular Tyssen et al. showed that high levels of neuroticism predict both suicidal thoughts and 

suicidal planning (18, 19). This points to the fact that those who score high on this particular trait 

might be more vulnerable to particular stressors than those who do not. They might perceive certain 

situations as more threatening and difficult than others, and are therefore more vulnerable to 

developing certain negative feelings like anxiety, depression, worry, guilt, frustration etc. (18, 19). 

The reality weakness trait was also a predictor of suicidal thoughts and suicidal planning, and it was 

found to be more important in the transition from suicidal ideation to suicidal planning than trait 

neuroticism (18, 19). This finding suggests that serious suicidal thoughts might be more associated 

to severe personality pathology. Noticeably, this trait has some common characteristics with some 

personality disorders like borderline (identity insecurity), paranoid (paranoid thoughts) and 

schizotypal personality disorders (chronic illusions).  

The two others traits studied by Tyssen et. al were the traits of control and intensity (extraversion). 

The authors found that high levels of control were negatively associated to suicidal thoughts when 

controlled for other factors (18). This means that individuals who score high on this trait are less 

likely to have suicidal thoughts, which points to a protective effect this trait might have. The trait of 

intensity was also negatively associated to suicidal thoughts, but only before controlling for mental 

distress (18). This might indicate that anxiety and depression reduce the protective effects of this 

trait, and that the protective effects of intensity are only at place in the absence of mental distress.  

It is however important to point out that an individual’s personality is constituted of several traits. 

Some traits might be predictors of suicidal behaviour, while others might have protective effects. In 

that sense, finding out an individual’s risk for suicide based on personality traits might be complex. 

Complexity arises also because we are not aware of the weight each of these traits has in such an 

equation.  

 

Another trait that has been studied in relation to suicide is perfectionism. However, there are today 

no methodologically-proof studies that have studied this in relation to a physician population. One 

could speculate that at least some physicians have high levels of this trait, but that remains to be 

proven. Perfectionism in itself is a complicated trait with several dimensions: concerns over 

mistakes, doubts about actions, parental expectations, parental criticism, personal standards, 

organization, etc (20). One meta-analytic review of 45 studies on the topic indicated that in 

particular self-generated and socially based perfectionism may be parts of the personality of those 
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who are likely to develop suicidal behaviour (20). One might suspect that self-generated 

perfectionism with for instance concerns over mistakes might be personality qualities that some 

doctors possess since physician mistakes often have high costs. One might also speculate that 

socially based perfectionism, as well parental expectations can theoretically lead to a desire of 

choosing a highly respected career such is that of a medical doctor. However, these claims have yet 

to be supported by scientific evidence.  

 

6.4.9. Interpersonal Psychological Theory of Suicidal behaviour (IPTS) 

Thomas Joiner published in 2005 a conceptual model that tried to explain what predicts suicide. 

This model is called the Interpersonal Psychological Theory of Suicidal behaviour (IPTS) (21).  

The first two components of IPTS are so called interpersonal states of mind (21). Joiner called these 

perceived burdensomeness and thwarted belongingness.  

The first one, perceived burdensomeness, is a state of mind where a person sees him/herself as a 

burden or detriment to other people. This means in other words that one believes that the people in 

their life would be better off if one were to commit suicide. Joiner explains that these individuals 

often lack a sense of competence or effectiveness, to the point where they believe others are 

burdened. Joiner emphasizes that the burdensomeness is perceived, and that this belief is often 

false.  

 

The second component, thwarted belongingness, relates to loneliness, social isolation and feelings 

of not belonging and not being accepted by others. Many believe this is a fundamental need for a 

person’s well-being. The author thinks that one must experience both frequent interactions and 

reciprocal care with other human beings in order to feel that one belongs. On the other hand, 

interactions that are infrequent, unstable, uncomfortable or that lack closeness can contribute to 

feelings of low belongingness.  

According to the author, if thwarted belongingness and perceived burdensomeness are severe and 

chronic enough, an individual can develop a desire for suicide (21).  

 

However, Joiner points out that the first two components are not sufficient for suicide even when 

they are serious or severe enough. This is due to the fact that an individual has to be able to act on 

his/her desire for suicide, which requires fearlessness and working against our self-preservation 

instincts as human beings (21). The third component is therefore related to being capable of suicide 

and fearlessness of physical pain, physical injury and death itself. Fearlessness in itself can 

otherwise be an admirable quality in for instance law-enforcement officers, military personnel and 
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firefighters. Despite that, this quality can be dangerous and even deadly when applied together with 

a suicidal desire.  

                              

                                   
 

Figure 2. An illustration of the interaction between the three components of IPTS (60). 

 

6.4.9.1 IPTS in the physician population  

 

Perceived burdensomeness 

As shown in the previous chapter, Fink-Miller found that physicians had greater perceived 

burdensomeness than active duty military personnel but lower than previous suicide attempters 

(which are both populations with increased suicidality). Perceived burdensomeness was also found 

to be a significant predictor of suicidal ideation in the physician sample, together with depression.  

Both Fink-Miller and Cornette et al. argue that work-family role conflicts and mental illness (e.g. 

depression) can lead to perceived burdensomeness in physicians (22, 23). For instance, long 

working hours might come at the expense of being present with their families and providing 

emotional support to them. What is more, 47% of 419 physicians confirmed having had experienced 

depressive symptoms at least once in their career (23). As we know, individuals with depressive 

symptoms are more susceptible to perceiving themselves as a burden to others.  

 

Thwarted belongingness 

In the physician sample studied by Fink-Miller doctors scored lower then both military personnel 

and previous suicide attempters on thwarted belongingness. Thwarted belongingness was however 

found to be a significant predictor of prior suicide attempts in physicians. Interpreting these findings 

is not straightforward, but this component might be relevant for physicians. Fink-Miller argues that 
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physicians might be at risk of feeling isolated due to the special demands of their occupation and 

avoidance of discussing work-related problems with non-physicians. Tyssen et al. (18) found also 

that not being married/cohabitant was a significant predictor of suicidal ideation. One could 

speculate that for some people, not being married/cohabitant may lead to feelings of loneliness, 

which are related to the IPTS component of thwarted belongingness.  

 

Acquired capability 

Physicians scored higher on acquired capability than those with one previous suicide attempt, but 

lower that military personnel (23). This component is presumably very relevant for the physician 

population. The reason being that years of medical training lead to a possible habituation to injuries 

and death itself. As Joiner argued, in order for a serious suicide attempt to take place, one must have 

been accustomed to and have become fearless of physical pain, physical injury and death. 

Physicians are exposed to both serious injuries and death continuously, starting from the training 

years. In addition, physicians have extensive knowledge on anatomy, as well as the chemical 

properties and doses of potentially lethal drugs. The general population is usually unfamiliar with 

that kind of knowledge. As mentioned earlier, in the toxicology reports of deceased physicians, 

substances with lethal potential like barbiturates were found (10, 43). What is more, Austin et. al 

found that on 75% of the cases, the drugs were administered intravenously. This is otherwise a rare 

method of  suicide in the general population (43).  

 

6.5. Limitations of this project thesis 

There are several limitations of this project thesis that are worth putting forward. 

Regarding the articles on prevalence, I did not perform a meta-analysis, nor did I test for publication 

bias. One of the systematic reviews that included 14 of the articles in table 1 (4) carried out a meta-

analysis in the systematic review and performed tests for publication bias, but the four newer 

articles were not subject to any these tests. My search had also language limitations, and therefore 

studies from only a number of countries were included. The identified studies were from English 

speaking and Northern European countries. This represents a narrow cultural background, and the 

findings can therefore not be generalized to physicians who live and practice in other parts of the 

world. It is also possible that I did not find all records through my search. I only used one database 

(PubMed), and included MeSH terms in the search. Very old or very new articles might not have 

been indexed with MeSH terms yet. However, I did go through the reference lists of the identified 

articles in order to identify any additional papers.  
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6.6. Conclusions 

1. The first aim of this project thesis was to find out the prevalence of suicide in the physician 

population, and if there were any gender differences in the prevalence of physician suicide. 

Twenty studies were identified for this purpose, two of which were systematic reviews. The 

suicide mortality ratios (SMR) from the original studies ranged from 0.67 to 2.00 for male 

physicians, and from 1.68 to 5.70 for female physicians. These findings were then compared 

with the findings of the two previous systematic reviews. When it comes to the prevalence 

of suicide in female physicians, previous findings were confirmed: research suggests that 

female doctors have elevated suicide mortality ratios compared to females from the same 

age groups in the general population. However, the suicide mortality ratios varied from 

modestly increased to significantly increased. When it comes to the prevalence of suicide in 

male physicians, my findings were not consistent with the findings of previous systematic 

reviews. Some original studies showed elevated suicide mortality ratios for male physicians, 

while some others showed lower suicide mortality ratios compared to the general 

population. Therefore, it is not possible to conclude whether male physicians have higher or 

lower rates of death by suicide than their peers in the general population. However, the 

studies that showed lower SMRs for men were newer studies with data from the last 

decades. That might indicate that the SMRs may have decreased throughout the decades, at 

least in some countries. Newer and larger studies are needed in order for us to understand 

these trends better.  

2. The second aim of this project thesis was to identify some of the risk factors, predictors and 

possible causes of suicide in physicians. Mental distress in the form of depression or burnout 

was found to be associated with suicidal ideation. Research shows that physicians do not 

always seek help, which might in some cases lead to a worsening of their distressed state or 

alternatively to self-treatment and self-prescribing. Data from post-mortem toxicology 

reports showed measurable levels of several substances like benzodiazepines and 

barbiturates. Events like divorce or separation were found to be associated to suicidal 

planning. Several studies indicated that work conflicts as well as work-personal life conflicts 

were associated to suicidal ideation or suicidal completion. Financial problems, health 

problems, a previous history of compulsive behaviours, lack of personal support, and 

substance abuse were also related to suicidal ideation. The personality traits of neuroticism 

and reality weakness were associated to suicidal thoughts and suicidal planning. IPTS as a 

conceptual model of suicidal behaviour can also be applied to the physician population: 

perceived burdensomeness predicted suicidal ideation, while thwarted belongingness 

predicted previous suicide attempts. The component of acquired capability may also be 



 

28 

relevant in this population due to a possible habituation to serious injuries and death after 

years of clinical practice and clinical training. Medical, anatomical as well as 

pharmacological knowledge may lead to more successful attempts of suicide. In addition, 

physicians have better access to lethal agents than the general public. That might explain 

why some studies found that the preferred method of suicide among physicians was self-

poisoning.  

However, there may be other risk factors and predictors that were not mentioned in this 

project thesis. New research on the subject might provide us with a better understanding of 

what causes suicide in this particular population, which would assist us in creating better 

screening programs and interventions for physicians with suicidal thoughts and behaviour.  
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