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Objective: Physicians’ suicide rates have
repeatedly been reported to be higher
than those of the general population or
other academics, but uncertainty remains. In this study, physicians’ suicide
rate ratios were estimated with a metaanalysis and systematic quality assessment of recent studies.
Method: Studies of physicians’ suicide
rates were located in MEDLINE, PsycINFO,
AARP Ageline, and the EBM Reviews: Cochrane Database of Systematic Reviews
with the terms “physicians,” “doctors,”
“suicide,” and “mortality.” Studies were
included if they were published in or after
1960 and gave estimates of age-standardized suicide rates of physicians and their
reference population or reported extractable data on physicians’ suicide; 25 studies met the criteria. Reviewers extracted
data and scored each study for quality.
The studies were tested for heterogeneity
and publication bias and were stratified

by publication year, follow-up, and study
quality. Effect sizes were pooled by using
fixed-effects (women) and random-effects
(men) models.
Results: The aggregate suicide rate ratio
for male physicians, compared to the general population, was 1.41, with a 95%
confidence interval (CI) of 1.21–1.65. For
female physicians the ratio was 2.27 (95%
CI=1.90–2.73). Visual inspection of funnel
plots from tests of publication bias revealed randomness for men but some indication of bias for women, with a relative, nonsignificant lack of studies in the
lower right quadrant.
Conclusions: Studies on physicians’ suicide collectively show modestly (men) to
highly (women) elevated suicide rate ratios. Larger studies should help clarify
whether female physicians’ suicide rate is
truly elevated or can be explained by
publication bias.
(Am J Psychiatry 2004; 161:2295–2302)

L

ong-standing evidence suggests that those who
choose medicine for a career are at greater risk for suicide:
the suicide rate among physicians in the United States has
been described as nearly twice that seen among white
American men (1). In a 2000 national study on causes of
death, Frank et al. (2) found a 70% higher rate of mortality
due to suicide and self-inflicted injury among white male
U.S. physicians than among other professionals. Female
physicians’ suicide rate, however, far exceeds that of the
general population, in the range of three- to fourfold (2, 3).
In a systematic review, Lindeman et al. (4) estimated physicians’ relative suicide risk at 1.1 to 3.4 for men and 2.5 to 5.7
for women when the rates were compared with those for
the general population and at 1.5 to 3.8 for men and 3.7 to
4.5 for women when the rates were compared with those
for other professionals. However, the authors did not perform any quantitative summary of the results in their systematic review. Instead, they simply summarized the main
results of the studies by presenting the range of the relative
risks and their 95% confidence intervals (CIs). Furthermore, they did not perform a quantitative evaluation of
publication bias and did not estimate the extent to which
quality issues explained potential heterogeneity in the suicide rates in their review.
Am J Psychiatry 161:12, December 2004

Despite consistent findings, concerns about methodological limitations of previous studies (5, 6) have made
suicide studies subject to considerable controversy. We
therefore decided to appraise the evidence concerning
physician suicide that has been accumulated to date. We
report a quantitative analysis of several independent studies, a meta-analysis, which to our knowledge is the first in
the literature. We present overall suicide rate ratios for
male and female physicians and describe reasons for variations in study results.

Method
Identification of Studies
We searched for studies on the rates of physicians’ mortality
and suicide using electronic searches of MEDLINE (from 1966 to
July 2003), PsycINFO (from 1984 to July 2003), the AARP Ageline
(from 1978 to July 2003), and the EBM (Evidence-Based Medicine)
Reviews: Cochrane Database of Systematic Reviews. “Physicians,”
“doctors,” “mortality,” and “suicide” were entered as medical subject heading terms and text words and then connected through
Boolean operators. We also manually searched reviews and the
reference list of each article to locate additional reports published
before 1966. We placed no constraints on the language in which
the reports were written, the region of the study subjects’ residence, or their age group. We were careful, however, to minimize
http://ajp.psychiatryonline.org
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TABLE 1. Characteristics of Studies Meeting Criteria for Meta-Analysis of Physicians’ Suicide Rates

Rose and Rosow, 1973 (1)

Location or Cohort and Time Period
Under Observation
Source of Information
Denmark, 1935–1959
National Health Service’s Register
South Africa, whites only, 1960–1966 South African Bureau of Statistics, 1964 population census,
South African Medical and Dental Council Register, death
certificates
California, 1959–1961
Death certificates, 1960 population census

Pitts et al., 1979 (3)

United States, 1967–1972

Arnetz et al., 1987 (21)

Sweden, 1961–1970

Rimpela et al., 1987 (22)
Nordentoft, 1988 (23), and Andersen,
1985 (24)
Schlicht et al., 1990 (25)

Finland, 1971–1980
Denmark, 1970–1980

Ullmann et al., 1991 (26)

California, 1910–1981

Stefansson and Wicks, 1991 (27)e

Graduates of Loma Linda University
medical school
Graduates of University of Southern
California medical school
Sweden, 1971–1985

Herner, 1993 (28)

Sweden, 1989–1991

Lindeman et al., 1997 (29)

Finland, 1986–1993

Carpenter et al., 1997 (30)

England and Wales, 1962–1979

Rafnsson and Gunnarsdottir, 1998 (31)

Iceland, 1955–1995

Innos et al., 2002 (32)

Estonia, 1983–1998

Frank et al., 2000 (2)f

28 U.S. states, 1984–1995

Icelandic Central Bureau for Statistics, biographic
dictionary of physicians
Population registry and mortality database of Estonia,
archive of death certificates of the Statistical Office of
Estonia, 1982 survey of physicians
National Occupational Mortality Surveillance database

Hawton et al., 2001 (33)

England and Wales, 1991–1995

OPCS, medical directories, General Medical Council Register

Juel et al., 1999 (34)

Denmark, 1973–1992

Danish Medical Association, Danish Central Population
Register

Study
Linhardt et al., 1963 (14)
Dean, 1969 (15)

JAMA obituary section, AMA records, death certificates from
state authorities
Rich and Pitts, 1979 (16)
United States, 1967–1972
JAMA obituary section, AMA records
Revicki and May, 1985 (17)
North Carolina, 1978–1982
Death certificates, 1980 population census
General Register Office (GRO) and Office of England and Wales, 1949–1953
GRO records for 1958
Population Censuses and Surveys
England and Wales, 1959–1963
GRO records for 1971 and OPCS records for 1978
(OPCS), 1986, 1996 (4, 18, 19)
England and Wales, 1970–1972
Register of Births and Deaths, 10% sample
Great Britain, 1979–1980, 1982–1983 Register of Births and Deaths, 10% sample
Baemayr and Feuerlein, 1986 (20)
Upper Bavaria, 1963–1978
Register of the Bavarian Physicians and Dentists Association
1960 national census, National Board of Health and
Welfare files, Swedish Causes of Death Registry
Central Statistical Office of Finland, 1970 population census
Population Census and Death Register for 1970

Australia, University of Melbourne
graduates, 1950–1986

Medical Board of Victoria, Health Insurance Commission,
Interstate and British Medical Registers, Tasmanian
Registrar of Births, Deaths, and Marriages, Australian
Medical Association, Australian Bureau of Statistics
Alumni records, graduate lists, AMA records, JAMA and
Western Journal of Medicine obituaries, death certificates

1960, 1970, 1975, and 1980 population censuses, Swedish
Causes of Death Registry
Swedish Causes of Death Registry
National Register of Medico-Legal Autopsies, Central
Statistical Office of Finland 1994 data, Education Registry
of Statistics Finland, Finnish Medical Association
Department of Health Records, National Health Service
Central Register of England and Wales

a Rate or absolute number, depending on how the data were presented.
b Standard error based on the formula SE=√O/E2, where O is the observed number of deaths and E
c Standard error derived from confidence limits.
d Includes both definite and suspected suicide.
e Compares to total working population, estimates derived from graphs.
f Compares to all decedents who had a professional occupation reported on the death certificate.

overlapping time periods and geographic regions among the included studies to avoid duplicate counting of events and the bias
this can introduce into a quantitative summary of the evidence.
Our search yielded 454 studies, mainly from MEDLINE and
PsycINFO. We excluded studies that did not provide any suicide
numbers and those that dealt only with attitudes toward suicidal
behavior or suicidal risk, suicidal tendency, suicidal thoughts,
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is the expected number of deaths.

methods of suicide, physicians’ health in general, prevention of
suicide, burnout and stress, experiences of family members after
suicide, or therapy of suicidal doctors. We also excluded editorials,
case studies, and letters on physician suicide. We included only
age-standardized findings in our meta-analysis; thus, studies published before 1960 had to be excluded. Only reports about completed suicides were included; data on attempted suicides were
Am J Psychiatry 161:12, December 2004
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Gender Studied
Men
Men
Women

Number of Suicides
Among Physicians
67
22
1

Deaths Expected

Physician Suicide Mortality Relative
to That of General Population

Deaths Observed
(number or rate
per 100,000)a
67
22
—

Number or Rate
per 100,000a
44
18
—

SE
0.187b
0.268b
—

Standardized
Mortality Ratio
1.53
1.26
—

95% CI
1.06–2.20
0.74–2.13
—

Men
Women
Women

48
1
49

77
18
41

38
16
11

0.231b
—
0.545b

2.03
—
3.57

1.29–3.19
—
1.23–10.40

Men
Men
Men
Men
Men
Men
Men
Women
Men
Women
Men
Men
Women
Men
Women

544
13
61
65
55
65
67
27
32
10
17
59
10
10
3

36
36
—
—
—
—
62
68
32
10
100
59
10
10
3

35
31
—
—
—
—
39
22
27
2
78
24
3
9
1

0.173b
0.194b
0.136c
0.125c
0.132c
0.132c
0.201b
0.368b
0.175c
0.322c
0.128b
0.320b
1.054b
0.309c
0.548c

1.03
1.16
2.30
1.80
3.40
1.70
1.58
2.96
1.20
5.70
1.28
2.46
3.33
1.13
5.01

0.74–1.45
0.80–1.70
1.80–3.00
1.40–2.30
2.60–4.40
1.30–2.20
1.07–2.34
1.44–6.09
0.85–1.69
1.68–10.72
1.00–1.65
1.31–4.60
0.42–26.29
0.54–2.07
1.03–14.65

Men

46d

46

31

0.218b

1.48

0.97–2.27

Men

39d

39

18

0.349b

2.18

1.10–4.32

Men
Women
Men
Women
Men
Women

113
25
17
8
35
16

69
80
45
39
54
35

38
16
41
17
62
15

0.219b
0.560b
0.164b
0.372b
0.118b
0.394b

1.82
5.02
1.10
2.32
0.87
2.33

1.19–2.80
1.67–15.03
0.80–1.52
1.12–4.81
0.69–1.10
1.08–5.05

Men
Women

56
8

56
8

58
4

0.135c
0.345c

0.96
2.15

0.72–1.25
0.93–4.23

Men

7

7

7

0.369c

1.01

0.40–2.04

Men
Women

6
5

6
5

10
8

0.400c
0.434c

0.58
0.62

0.21–1.27
0.20–1.45

Men
Women
Men
Women
Men
Women

379
37
42
15
168
26

—
—
14
13
168
26

—
—
21
6
102
16

0.051c
0.164c
0.133c
0.209c
0.078
0.195c

1.70
2.38
0.67
2.02
1.64
1.68

1.53–1.88
1.68–3.28
0.47–0.87
1.00–3.04
1.40–1.91
1.10–2.46

not considered. From the remaining 32 studies we excluded those
with overlapping time periods and geographic regions (7), those
dealing only with certain medical specialties (8–10), and those
without sufficient information from which to calculate suicide
rates (11–13). Twenty-five sets of data on physicians’ suicide rates
from articles published between 1960 and July 2003 met the inclusion criteria and were entered into our meta-analysis (Table 1).
Am J Psychiatry 161:12, December 2004

Data Extraction
The data extraction was done by two reviewers (including
E.S.S.) using a standardized form. Where necessary, the standardized mortality ratio (SMR) was calculated on the basis of the numbers of observed (O) and expected (E) deaths reported (SMR=O/
E). For one study the standardized mortality ratios had to be approximated from graphs. Standard errors were derived from conhttp://ajp.psychiatryonline.org
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fidence limits (27). If no confidence limits were provided, we applied the formula SE=√O/E2 to derive the standard error. We used
duplicate extraction and checks for errors to ensure accuracy.

Quality Assessment Instrument
Because standard, accepted quality scales for studies on proportions, such as standardized mortality rates, are not available,
we developed our own simple quality assessment instrument, to
which all 25 articles were subjected. We based the design of this
quality assessment instrument on some principal issues in appraising quality, similar to those for controlled trials and interventions. Specifically, we sought to address whether selection
bias was minimized, follow-up for final outcomes was adequate,
and misclassification bias was minimized. The same two investigators who had extracted the data independently read each article and scored the following items: check of suicides by death registers to avoid misclassification (all, some, or none of the reported
suicides were checked), duration of the evaluated time period in
years (>10 years, 4–10 years, 2–3 years), age standardization (standardized by using more than one age group, standardized for age
>25 years only, no age standardization), and detail of reported inclusion criteria or definition of study group (very detailed, some
detail, inaccurate). The quality assessment instrument was used
to assign scores in the range of 0 to 2 for each of these four distinct
aspects of quality, so that the potential total scores could range
from 0 to 8. The simplicity of our quality scoring instrument eliminated any need to train the reviewers. Consistency in quality
scores between the two reviewers reached almost 100%. Final
consistency was achieved through consensus. Articles published
in languages other than English or German were scored with the
help of students fluent in these languages (Danish, Swedish, and
Finnish). The reviewers separately reported the exact length of
follow-up in each study.

Statistical Approach
We performed separate meta-analyses for male and female
physicians, using the statistical software STATA (35). We calculated rate ratios for each study and for men and women separately, on the basis of the suicide mortality rate (per 100,000 person-years) among physicians divided by the suicide mortality rate
of the general population, during the time period under study. If
not provided, 95% CIs were derived under the assumption of an
approximate Gaussian distribution of the logarithm of the proportions. We pooled suicide rates by using a random-effects
model for male doctors and a fixed-effects model for the female
doctors (36).
Because small numbers of trials limit the power of tests for
publication bias, we chose to use two different tests to evaluate
the possibility of publication bias among the studies. First, we
conducted the Begg and Mazumdar adjusted rank correlation test
for publication bias (37) and generated a Begg plot. Second, we
performed the regression asymmetry test of Egger et al. (38) and
generated an Egger plot. Significant test statistics and asymmetry
in the plot, especially an empty lower right quadrant (where one
would expect to find studies with small effects and high variances), suggest bias. The shape of a funnel plot is largely determined by the arbitrary choice of axes (39). However, the standard
error is likely to be the best choice for the vertical axis (40), and we
therefore chose the standard error as the measure of study size
and the ratio measures for effect sizes.

Results
Studies
We identified 25 studies with suicide rate ratios that met
the inclusion criteria. Our meta-analysis is based on 24
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rate ratios for male physicians and on 13 suicide rate ratios
for female physicians. The characteristics of the studies
are presented in Table 1; the assigned quality scores
ranged between 4 and 8 for the data on male physicians
and between 2 and 8 for the data on female physicians.

Meta-Analysis
We found a moderately and significantly higher risk of
suicide among male physicians than among the general
population; the overall suicide rate ratio was 1.41 (95% CI=
1.21–1.65) (Figure 1). The results of the test for heterogeneity were significant (p<0.001), and we therefore based
our analyses on a random-effects model. To further explore heterogeneity, we examined the role of quality score,
length of follow-up, and year of publication. There was no
significant (p=0.20) interaction between publication year
and suicide rate in the meta-regression. The length of follow-up in the individual studies and the study quality were
also not significantly (p=0.98 and p=0.72, respectively) related to suicide rate. Publication year (τ2=0.357), length of
follow-up (τ2=0.345), and study quality (τ2=0.400) could
explain only some of the variation between the studies,
with differences in the tau-square values ranging between
3% and 13%. Length of follow-up and study quality combined explained 18% of the variation between the studies.
When we limited the meta-analysis to studies with higher
quality scores (>5), the suicide rate ratio for male physicians thus remained virtually the same (1.41, 95% CI=
1.20–1.66) and heterogeneity among study results persisted. Conversely, studies with low quality scores (1 to 5)
showed a slightly attenuated suicide rate ratio (1.28, 95%
CI=0.88–1.86). Neither country nor time period of observation added information when we further explored heterogeneity by sorting and eyeballing. The cumulative
meta-analysis showed a relatively stable accumulation of
evidence for an approximately 40% higher risk of suicide
among male physicians throughout the study period.
In the fixed-effects model we found a significantly higher
risk of suicide among female physicians than among the
general population; the suicide rate ratio was 2.27 (95%
CI=1.90–2.73) (Figure 2). Although the studies appeared
fairly homogeneous (test for heterogeneity, p=0.14), we
hypothesized some amount of variability among the studies. To explore this further we assessed the impact of study
quality on the observed suicide rate ratio. When we limited the analysis to high-quality studies (with scores of 6 or
7), the suicide rate ratio for female physicians remained
virtually unchanged (2.15, 95% CI=1.68–2.77). The data
from the low-quality studies (scores <6) showed a slightly
higher suicide rate ratio (2.71, 95% CI=1.52–4.83). Study
quality was negatively but not significantly (β=–0.236, p=
0.40) associated with the suicide rate ratio. The difference
in the tau-square value was 5%, explaining only little of the
heterogeneity of the studies on female physicians’ suicide
rates. We further stratified the data by length of follow-up
and publication year. In the meta-regression, publication
Am J Psychiatry 161:12, December 2004
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FIGURE 1. Meta-Analysis of Male Physicians’ Suicide Rate Ratios in 24 Studiesa
Linhardt et al. (14)
Dean (15)
Rose and Rosow (1)
Rich and Pitts (16)
Revicki and May (17)
England and Wales (4)
England and Wales (18)
England and Wales (19)
Baemayr and Feuerlein (20)
Arnetz et al. (21)
Rimpela et al. (22)
Nordentoft (23) and Andersen (24)
Schlicht et al. (25)
Ullmann et al., Loma Linda (26)b
Ullmann et al., USC (26)b
Stefansson and Wicks (27)
Herner (28)
Carpenter et al. (30)
Lindeman et al. (29)
Rafnsson and Gunnarsdottir (31)
Juel et al. (34)
Frank et al. (2)
Innos et al. (32)
Hawton et al. (33)
Combined
0.23

1.41

26.40

Suicide Rate Ratio for Male Physicians (95% CI) Relative to General Population (exponential scale)
a

The dashed vertical line represents the combined estimate, and the diamond-shaped box represents the confidence interval from the random-effects model. The estimates are plotted with boxes; the area of each box is inversely proportional to the estimated effect’s variance in
the study, hence giving more visual prominence to studies where the effect is more precisely estimated.
b Loma Linda University or University of Southern California.

year was strongly inversely related (β=–0.148, p<0.01) and
length of follow-up was positively related (β=0.041, p=
0.36) to the suicide rate of female physicians. Each of the
two covariates further explained 5% to 14% of the variance
among studies. We observed no apparent difference in risk
of suicide due to country or time period of observation.
The cumulative meta-analysis showed varying relative
risks of suicide among the female physicians, in the range
of 5.0 to 2.3, before 1999 and a stable risk of 2.3 after 1999.

dence for publication bias (intercept estimate=0.89, p=
0.26). The positivity of the intercept indicates that small
studies are likely to overestimate the standardized suicide
rate.

Evaluation for Publication Bias

After assessment of the methodologic aspects of the
studies, the results from our meta-analysis confirm previously reported physicians’ suicide rate ratios and suggest
that the actual suicide rate ratio of female physicians is
substantially higher than that of male physicians.

The Egger test for publication bias showed no significant evidence for bias in the data from studies on male
physicians’ suicide (intercept estimate=–1.13, p=0.27),
and the funnel plot did not reflect asymmetry. The result
of the Begg and Mazumdar test (p=0.96) was also not
strongly suggestive of publication bias. The funnel plot for
the data on female physicians showed some asymmetry,
reflecting a relative scarcity of studies with large numbers.
Analysis by regressing standardized suicide rates with the
inverse of study variance (Egger’s test) revealed some eviAm J Psychiatry 161:12, December 2004

Discussion
In this meta-analysis, physicians showed modestly
higher (men) to much higher (women) suicide rates than
the general population.

Evaluation with several methods suggests that publication bias is unlikely to have influenced the results for male
physicians. However, there are other methods for testing
the presence of publication bias (41), and we cannot completely rule out publication bias, because statistical tests
are generally of limited power when small numbers of
http://ajp.psychiatryonline.org
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FIGURE 2. Meta-Analysis of Female Physicians’ Suicide Rate Ratios in 13 Studiesa
Herner (28)
Hawton et al. (33)
Pitts et al. (3)
Lindeman et al. (29)
Arnetz et al. (21)
Nordentoft (23) and Andersen (24)
Frank et al. (2)
Stefansson and Wicks (27)
Innos et al. (32)
Baemayr and Feuerlein (20)
Carpenter et al. (30)
Juel et al. (34)
Schlicht et al. (25)
Combined
0.23

2.27

26.40

Suicide Rate Ratio for Female Physicians (95% CI) Relative to General Population (exponential scale)
a

The dashed vertical line represents the combined estimate, and the diamond-shaped box represents the confidence interval from the fixedeffects model. The estimates are plotted with boxes; the area of each box is inversely proportional to the estimated effect’s variance in the
study, hence giving more visual prominence to studies where the effect is more precisely estimated.

studies are tested. Furthermore, although the tests we
used did not suggest that publication bias influenced the
results for female physicians, the visual inspection of the
funnel plot revealed asymmetry. The underreporting of
suicides in official statistics has been well documented
(42). Several suicides will have been recorded as open verdicts or accidents, owing to a coroner’s reluctance to enter
suicide as the cause of death because of some, even minimal, doubt. Despite the fact that some studies, in response
to this concern, have adopted wider definitions of suicide,
such as including accidental poisoning by drugs, we kept
the definition narrow in this meta-analysis. However, misclassification in the form of underreporting would bias the
suicide rates only toward the null.
The limited number of female physicians is a longstanding source of concern in suicide studies. Despite the
recent increase in numbers of female physicians, data on
female physicians’ suicides are still few. Because small
numbers have often been a major limitation in previous
studies, and because even more recent studies have still
had to deal with small numbers of suicides by female physicians (2), we used meta-analysis to overcome this limitation. However, tests of publication bias indicated that only
small studies of female physicians have been reported to
date.
Our study population was fairly homogeneous, reflecting mainly northern European and North American countries. This limits the generalizability of our data with regard to race and sociocultural background. Another
possible limitation of our analysis is that we pooled studies of varying quality. We explored study quality by performing analyses on only the trials with low quality scores
and on those with high quality scores and did not observe
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a substantial difference in the risk of suicide among female physicians between the high-quality studies (rate ratio=2.15) and low-quality studies (rate ratio=2.71). However, our score for study quality had a limited range,
indicating that study size (which was not captured by the
quality score) but not the aspects that were evaluated with
this instrument varied between studies.
Few authors have investigated risk factors relating to the
working environment, stress factors, or specific personality traits of doctors. There has been some evidence that
depression, drug abuse, and alcoholism are often associated with suicides of physicians (43, 44). Simon (44), for
instance, reported an incidence of alcoholism and drug
addiction of more than 50% among physicians admitted
to psychiatric hospitals. Female physicians in particular
have been shown to have a higher frequency of alcoholism
than women in the general population (45). The literature
also suggests that physicians who kill themselves are more
critical of others and of themselves and are more likely to
blame themselves for their own illnesses (46). Furthermore, there is some, albeit scanty, evidence that physicians feel uncomfortable in turning to colleagues for help
(47, 48) and instead resort to alcohol or drugs and isolation. Once they seek help, it appears likely that they are not
taken seriously enough by their fellow colleagues: in one
study it was found that among suicidal physicians who
sought help, more than 50% who later committed suicide
had been diagnosed with psychiatric conditions (49) but
were not hospitalized before death (20). Finally, while the
elevated rates of suicide among physicians, and in particular female physicians, may be much lower than the rates
of other groups, such as elderly people or young adults of
some ethnic groups, they may well be of special imporAm J Psychiatry 161:12, December 2004
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tance: the underlying risk factors for female physicians’
suicides seem to be more obvious (44, 50–54), thus easier
to target through prevention programs, than may be the
case for other high-risk groups. For example, a higher incidence of psychiatric disorders, particularly more depression (55), has been reported. Furthermore, additional
strain imposed on female physicians by their social roles
(56), oftentimes leading to excessive drug use (52), has
been associated with suicide. However, more research is
still needed to further explore these risk factors.
In light of media reports of a nationwide annual suicide
toll of 30,000 Americans (57) and the finding that suicide
was the 13th leading cause of death worldwide in 2002
(ICD-10), efforts should be undertaken to target early-intervention programs at populations at high risk for suicide. We recommend the recognition of a higher risk of
suicide among physicians, particularly female physicians,
and the pursuit of further studies to explore potential risk
factors and possible avenues of intervention. Such interventions could be modeled after a highly successful U.S.
Air Force plan that made the suicide rate in the Air Force
drop from 16.4 suicides per 100,000 members to 9.4 by
1998. The program was implemented in 1996 and emphasized early intervention and support services (58). To
enhance discrete and confidential access to psychotherapeutic assistance, programs similar to the Canadian assessment and referral service for stressed and impaired
physicians (59, 60) can further improve support systems
for physicians. Finally, an open discussion of the stress encountered in medical careers is critical in the successful
early recognition of impairment and suicide among physicians. Furthermore, given that many studies were conducted more than a generation ago, risk profiles and
causal associations may have changed and warrant further investigation.
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