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Abstract
Physician suicide is topic 

of growing professional and 
public health concern. Despite 
working to improve the health of 
others, physicians often sacrifice 
their own well-being to do so. 
Furthermore, there are systemic 
barriers in place that discourage 
self-care and help-seeking 
behaviors among physicians. This 
article will discuss the relevant 
epidemiology, risk factors, and 
barriers to treatment, then 
explore solutions to address this 
alarming trend.

Background
Physicians are healers. They 

perform life-saving surgeries, cure 
cancers, and conduct groundbreaking 
research. They also spend nights and 
weekends on call, documenting in the 
electronic medical record, and staying 
abreast of the latest innovations. In 
the service of others, physicians often 
forget to care for themselves—and 
work through illness, including mental 
illness. Yet, physicians are human, too, 
and need care like anyone else.1

Current literature suggests mental 
illness and burnout are epidemic 
in physicians and medical trainees. 
One study found 20% of medical 
residents met criteria for depression 
while 74% met criteria for burnout.2,3 

Burnout—different from but 
correlated with depression—refers 
to the triad of emotional exhaustion, 
depersonalization and feelings of 

inefficacy resulting from chronic 
work-related stress.4 Yet even with 
high rates of illness and knowledge of 
mental illness gleaned from their own 
coursework, physicians and trainees 
rarely seek treatment. The trend 
starts early: per Rotenstein et al. while 
27.2% of medical students exhibited 
depressive symptoms, only 15.7% 
percent sought treatment.5

The consequences of this inaction 
are dire for both physician and patient. 
Residents with depression were 6.2 
times more likely to make medication 
errors than non-depressed residents.3 
For physicians, avoidance of treatment 
may result in worsening illness—or 
even death by suicide. Documentation 
of increased suicide risk among 
physicians dates to the 19th century.6 
However, more recently, a 2004 meta-
analysis found a modest increase in 
suicide rates of male physicians relative 
to the general population—and an 
even greater increase among female 
physicians.7

This paper will provide an 
overview of the state of suicide in 
physicians and medical trainees. More 
importantly, though, it will focus on 
solutions: emphasizing the importance 
of prevention and identification, as 
well as fostering a culture of wellness 
and support. The call to action is clear: 
“Physician, heal thyself.”

Epidemiology
Suicide is the second most 

common cause of death for 10- to 
34-year-olds in the United States.8 

To create the necessary 
cultural shift, individuals 
and institutions must not 
only agree that physician 
wellness is a priority, 
but also make tangible 
changes. 
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The average age of matriculating medical students in 2017-
2018 was 24.9 Thus, it should come as no surprise that 
medical students, residents, and attendings—like other 
Americans—are affected by suicide and mental illness. 

Burnout and depression start early in medical training. 
At the time of matriculation, medical students have lower 
levels of depression and higher quality of life than age 
matched college graduates, but within months, their rates 
of burnout and suicidality exceed age-matched peers’.10,11,12 
There seems to be something inherent to medical school 
that contributes to reduced quality of life and emergence 
of mental health conditions.5 This trend continues or even 
worsens in residency, fellowship, and beyond. 

A 2015 meta-analysis of 54 studies examined the 
prevalence of depression and depressive symptoms in 
resident physicians across decades and around the globe.2  

They found a 15.8% increase in depressive symptoms during 
the first year of residency, across all specialties and countries 
of training. Over the course of training 20.9% to 43.2% of 
residents reported depressive symptoms, with symptoms 
increasing over time. This finding could be extrapolated 
to fellows, attendings, and other post-training physicians. 
Currently, the actual data for post-training programs is 
sparse.

No recent studies have evaluated the incidence of 
suicide in physicians or medical trainees, but older studies 
have noted increased risk among practicing physicians 
specifically. Male doctors have suicide rates as much as 40% 
higher than the general population, and female doctors up 
to 130% higher.13 As discussed above, a number of cross-
sectional findings also demonstrate higher rates of depression 
in medical trainees compared to the general population.1 
This is likely attributable to doctors’ immense professional 
burden and (encouraged) neglect of their own well-being.13 
Given the risks of continued inaction, it is essential to 
actively address suicide and mental illness in this population.

Risk Factors
Suicide risk is comprised of many factors, including 

biological, psychological, and social components.13 Major 
risk factors for suicide include mental illness and substance 
use disorders: 90% of individuals who die by suicide suffer 
from at least one of these.1 Other notable risk factors include 
previous suicide attempts, hopelessness, access to lethal 
means, lack of an adequate support system, and chronic 
medical disorders.13

In addition to general risk factors, the elevated suicide 
risk among physicians is likely due to population-specific 
factors. Physicians are trained in toxicology and have readily 

available access to lethal medications, and depending on 
specialty, may have additional expertise that can be turned 
to lethal use.1 Doctors are also exposed to high levels of 
personal and professional stress. They must make life-
or-death decisions at work and are constantly at risk of 
malpractice claims. They may face high-stakes conflicts 
with administration or colleagues, and many struggle 
with marital conflict or issues at home because of work 
demands. To make things worse, increasing oversight 
and regulation has diminished physicians’ autonomy, 
which has been linked to decreased job satisfaction and 
burnout.4 Moreover, modern physicians are increasingly 
burdened by cumbersome electronic health records systems 
and stringent documentation requirements, which now 
frequently occupy more of their work hours than direct 
patient care.14

Substance abuse—which is itself a risk factor for 
attempted and completed suicide—is another occupational 
hazard.  Female physicians have higher rates of alcohol 
abuse than women in the general population. Addiction 
is prevalent especially among emergency physicians, 
psychiatrists, and anesthesiologists.13 Substance abuse 
is associated with impulsivity and worsening affective 
symptoms. Thus, it is hardly surprising that physicians 
with substance use disorders have elevated rates of suicide 
attempt and completion. 

Additionally, medical training encourages stoicism. 
From medical school on, physicians are taught there is no 
room for error and are expected to perform to exacting 
standards. Physicians are trained to put patients first—
often to their own detriment.15 Trainees may believe 
they will be faulted for showing vulnerability, and thus 
avoid asking for help. This self-imposed isolation virtually 
guarantees burnout.15 As a result, although physicians are 
typically better resourced than the general population, 
there remain significant barriers to seeking help.1

Barriers for Physicians
Most people with mental illnesses are untreated or 

inadequately treated—and physicians are no exception. 
In fact, in an analysis by Gold, physicians who died by 
suicide were less likely to be receiving mental health 
treatment than non-physicians who died by suicide.16 Many 
barriers impede access to mental health care across the 
demographic spectrum, including culture-wide stigma and 
a shortage of qualified providers. Physicians, though, also 
face a unique set of challenges.17

Firstly, physician suicide is poorly understood. Not 
only is there inconsistent reporting and a paucity of 
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descriptive data, but investigative work in this area—
including prevention-based studies—has been limited.7 
Secondly, despite extensive training, physicians often 
struggle to identify depression and other mental illnesses—
in patients, colleagues and themselves.18 Although mental 
illness can impair an affected individual’s insight, the culture 
of medicine also plays a role in this phenomenon.1,19 Stoic 
training environments normalize stress and distress as 
inherent or even requisite components of physician identity. 
Sleep deprivation and long hours are viewed as badges 
of honor. Physicians and trainees are encouraged to see 
their peers as competition, instead of support. As a result, 
physicians may feel alone or even like imposters. This lack 
of social support then correlates with greater burnout.20 
Isolated within competitive training environments, trainees 
often learn to ignore signs and symptoms of burnout, 
depression and suicidality. Thus the medical profession 
sustains a dangerous “culture of silence.”21

Despite the fact that depression and suicidality are 
treatable, most affected physicians and trainees do not 
receive care.16 Though physicians’ propensity to avoid 
treatment is not yet entirely understood, it is likely 
multifactorial in nature. Stigma against mental illness 
remains pervasive in the medical community.1,17,22 Even 
among a sample of psychiatrists, who theoretically should 
be less affected by stigma, 15.7% had self-medicated for 
depression.23 Trainees and physicians are also less likely to 
seek routine medical care when compared to age-matched 
peers.24 Twenty-five percent or more of physicians have no 
primary care provider.1 This lack of regular medical care 
means a significant portion of the physician population 
will not receive routine depression screening. Physicians 
without primary care providers also miss opportunities for 
early interventions and mental health referrals that could 
ultimately prevent suicide. 

Even with proper referrals, accessing mental health 
services is uniquely difficult for physicians and trainees. 
Many communities have a shortage of psychiatrists and 
therapists, and wait lists for new patient appointments are 
often lengthy. Physicians’ work schedules often preclude 
attending appointments during regular office hours, and few 
health care providers offer extended hours such as nights or 
weekends. Even when they manage to obtain appointments, 
physicians may struggle to keep them due to emergencies 
or other unexpected clinical duties. Affordability is also a 
concern, particularly for trainees and early career physicians 
who carry heavy debt burdens.1 Money becomes an even 
greater barrier when doctors pay out of pocket – which 
they often must in order to see a particular provider (ie, to 

avoid seeing work colleagues), to avoid insurance claims, 
or minimize wait times. Delivery of psychiatric care to 
physicians is also complicated, for patient and provider. 
Most providers have little experience treating fellow 
physicians, and many doctors are uncomfortable in the 
patient role, creating a challenging dynamic.

Confidentiality concerns are another barrier to seeking 
care.25 Treatment requires physicians make very private 
disclosures to a mental health professional, who may also be 
a friend, colleague, or both. Given the stigma surrounding 
mental illness, shame is common. Physicians may also 
fear being outed to peers, where stigma may damage 
reputations and hinder career advancement. Many trainees 
and practicing physicians  avoid care due to fears it will 
impact their medical licensure, and not without reason.26 
As of 2006, 78% of U.S. state medical boards asked 
about applicants’ histories of mental illness. Only 33% of 
states focused on functional impairment due to mental 
illness rather than any lifetime history.27 Beyond licensing 
concerns, physicians are also forced to consider the effects 
of mental health treatment on future cost and availability 
of professional liability insurance as well as disability, 
life, and health insurance policies.28 As a result, some 
physicians forgo treatment altogether, while others attempt 
to self-medicate for psychiatric symptoms with potentially 
devastating results. 

These barriers notwithstanding, there are also 
physician-specific protective factors for suicide that foster 
resilience. These include access to health care, experience 
in conflict resolution, family and community support, and 
religious or other beliefs valuing self-preservation.1,15 In 
one 2013 study by Zwack and Schweitzer, interviews with 
200 physicians revealed resilience factors including spiritual 
practice, physician self-awareness, gratification in work, 
accepting personal limitations, and learning how to better 
balance and prioritize.29 Understanding both the risk and 
resilience factors for physician impairment and suicide is 
essential for crafting effective solutions.

Solutions
Many potential solutions to the problem of physician 

suicide have been proposed. These range from interventions 
on the individual level to large-scale initiatives designed to 
effect systematic change. However, relatively few strategies 
have been evaluated empirically.

Ideally, physician mental health should be addressed 
before physicians are contemplating or attempting suicide. 
Practicing physicians across all specialties should be taught 
to recognize signs of depression as well as risk factors for 
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suicide—both in themselves and others.1 This can be 
accomplished through formal inclusion of this information 
in medical school and residency training curricula, as 
well as through continuing medical education (CME) 
courses for attending physicians. The American Psychiatric 
Association’s website provides free wellness education, 
self-assessment items, and resources for physicians battling 
burnout, depression and addiction.30 The American Medical 
Association also currently offers an online toolkit (Steps 
Forward) addressing physician distress and suicide.17

Medical students and residents with existing mood 
disorders should be connected with systemic supports 
early on, as should any physician with newly emerging 
burnout or mental health problems.1 As time is a major 
barrier to accessing care, training programs should have 
policies allowing time off clinical duties to access mental 

health services—access itself is something mandated by the 
most recent Accreditation Council on Graduate Medical 
Education (ACGME) guidelines.25 Subsidized or reduced-
fee services  reduce the financial disincentive for seeking 
care, especially among trainees and early career physicians.

Training-program-specific mental health clinics and 
referral networks for trainees are one way of ensuring 
access to treatment.  Clinics with integrated care models 
can also decrease the stigma associated with seeking help.19 
In these models, primary care doctors not only provide 
routine health screenings and medical care, but also screen 
for mental health issues. Patients can then be referred 
immediately to in-house mental health practitioners as 
needed. However, creating an entire clinic for every training 
program is impractical, and physicians and trainees may feel 
uncomfortable with school or work-sponsored programs. 
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In these cases, keeping a regularly updated list of external 
practitioners (accepting new patients, and who take the 
trainee insurance) is also very useful. Universal well-being 
assessments (allowing trainees to opt out) is another means 
to encourage use of available resources.31

Physicians should also be supported in implementing 
lifestyle habits to mitigate symptoms of burnout, including 
regular exercise, meditation and maintaining a healthy 
social life.32  Physical exercise is well known for its health 
benefits, which include reducing symptoms of burnout and 
depression.33 Meditation, and more broadly, mindfulness, 
has gained popularity in recent years as another approach 
to enhance personal wellness. Mindfulness, which derives 
from the Zen Buddhist tradition is defined by Jon Kabat-
Zinn as “paying attention in a particular way: on purpose, 
nonjudgmentally, and in the present moment.”34  Like 
exercise, mindfulness has been shown to reduce levels of 
anxiety and depression, and may contribute more generally 
to resilience.35,36,37 

Loneliness—prevalent among physicians and 
trainees—has also been implicated in burnout.38 Few 
interventions have specifically targeted this risk factor; 
however, some residencies and hospitals have implemented 
planned social events with the aim of improving collegial 
engagement.39 Others have tried Balint groups or Schwartz 
rounds to create space for processing stress and patient 
care. Impacts on wellness have been mixed.40

Regardless of their current state of mental health, 
physicians and trainees should educate themselves about 
local legal protections for physicians, as well as the benefits 
and limits of physician health program in order to effectively 
advocate for themselves and colleagues.1,28 Physicians should 
be aware of licensing requirements and the wording of 
mental health questions on their state licensing applications. 
For example, Missouri applicants no longer are asked to 
disclose mental illness unless it is functionally impairing. 
Information on the Missouri Physicians Health Program 
(PHP) is available at http://www.themphp.org/. Increased 
discussion and awareness also changes culture. Every day 
more physicians are disclosing their struggles—sometimes 
in one on one conversations, at other times in widely-read 
medical journals.41 Some hospitals are hiring Chief Wellness 
Officers, suggesting worker wellness should be measured, 
nurtured and considered as important as the monetary 
bottom line. 

Unfortunately, the actions of individual physicians are 
insufficient to prevent burnout, depression, and suicide. 
Changing the stoic culture of medicine will require top-
down efforts.36 These efforts should start at the level of 

the individual training program or hospital, and the first 
step is acknowledging and assessing the problem. From 
there, individual hospitals and physician workplaces can 
implement changes to strengthen the physician community. 
For example, employers can implement flexible scheduling, 
wellness days and other strategies to help busy physicians 
make time for their own health needs. 

Professional organizations and governing bodies are also 
important change agents—in terms of education and policy. 
Professional organizations such as the AMA are making 
efforts to raise awareness and broadcast the benefits of 
seeking help for depression and suicidality. Groups such as 
ACGME and the Liaison Committee on Medical Education 
(LCME) have mandated more extensive mental health 
curricula for medical students and residents. The AMA and 
other professional bodies should prioritize development 
of model policies to help hospitals, malpractice insurers 
and state boards better manage physicians’ mental health 
needs—and to encourage, rather than stifle, help-seeking. 
In recent years, many state licensing boards have moved 
towards nondiscriminatory policies requiring disclosure 
only of impairment, misconduct or malpractice—rather 
than any history of mental health diagnosis or treatment. 

Researchers also have a role to play in understanding 
and addressing the issue of physician suicide.37 It is essential 
to investigate the evolving patterns of mental illness and 
substance use disorders in physicians.  Research into help-
seeking behaviors, barriers to treatment, risk factors and 
protective factors is also necessary.1 Future research must 
focus first on determining the incidence and correlates of 
physician suicide, utilizing not only psychological autopsies 
but other more sophisticated techniques. Development 
of accurate suicide-prediction algorithms is underway, 
and will help recognize the most at-risk physicians.42 
Lastly, interventional investigations and outcomes research 
can identify and validate methods to ease the burden of 
physician burnout, depression and suicide. There is an 
urgent need for development and dissemination of these 
best practices. 

An estimated 300 physicians die by suicide per year, 
and rates may be rising.43,44 Each time, the headlines are 
saddening—even shocking. Rather than remain in denial, 
however, it is essential to call for change. To create the 
necessary cultural shift, individuals and institutions must 
not only agree that physician wellness is a priority, but also 
make tangible changes. Otherwise, the ranks of the medical 
profession will continue to be decimated—and that is a loss 
for everyone.
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