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Self-Reported Depression and Suicide Attempts
Among U.S. Women Physicians

Erica Frank, M.D., M.P.H., and Arden D. Dingle, M.D.

Objective: Studies examining suicide rates for U.S. women physicians and other U.S.
women have found odds ratios as high as 4 to 1. Although such reports are controversial
and are based on small groups (N=17 to 49 suicides), they are often cited as evidence of
a high prevalence of psychopathology among women physicians. Method: The authors
used the results of the Women Physicians’ Health Study (N=4,501), a large, nationally dis-
tributed questionnaire, to assess the lifetime prevalence of self-identified depression and
suicide attempts among U.S. women physicians. Results: An estimated 1.5% (N=61) of
U.S. women physicians have attempted suicide, and 19.5% (N=808) have a history of de-
pression. Those who were born in the United States, were not Asian, had histories of cig-
arette smoking, alcohol abuse or dependence, sexual abuse, domestic violence, poor cur-
rent mental health, more severe harassment, or a family history of psychiatric disorders
were significantly more likely to report suicide attempts or depression. Depression was
more common among those who were not partnered, were childless, had a household gun,
had more stress at home, drank alcohol, had worse health, or had a history of obesity,
chronic fatigue syndrome, substance abuse, an eating disorder, or another psychiatric dis-
order and among those who reported working too much, career dissatisfaction, less control
at work, and high job stress. Strata reporting higher rates of depression tended to show
higher (although usually nonsignificant) rates of suicide attempts. Conclusions: Depres-
sion is approximately as common among U.S. women physicians as among other U.S.
women, but suicide attempts may be fewer. A number of conditions may help identify
women physicians at high risk for suicide attempts and depression. 

(Am J Psychiatry 1999; 156:1887–1894)

The prevalence of suicide among U.S. women physi-
cians and associated factors, such as psychiatric disor-
ders and suicidal behavior, has received little recent sci-
entific attention. Published information on these topics
has been limited, with much of the work on U.S. phy-
sicians having been done a number of years ago, pri-
marily on white, men physicians; additional research
has been conducted in other countries. Additionally,
there have been no studies of U.S. physician suicide
rates stratified by ethnicity, birthplace, or other strata

of interest (1). Despite significant limitations in prior
literature, existing work has been used to make broad
statements about suicide and psychiatric illness in
women physicians (1, 2).

Suicide has historically accounted for 35% of prema-
ture physician deaths (3) and 3% of U.S. men physician
and 6.5% of U.S. women physician deaths (4). These
rates appear to be stable; they have prevalences compa-
rable to those of white men above age 25 years (1, 5).
The women physician suicide rate is similar to that of
men physicians but is significantly higher than the sui-
cide rate for white women over age 25 years (1), al-
though the difference in the rate between women phy-
sicians and other women has decreased as the suicide
rate in women in the general population has increased.
Studies have noted a minimal elevation of the suicide
risk in U.S. men physicians (odds ratios of <1.0–1.2)
compared to that of other U.S. men (5–9).

Some of the most persistently cited data about U.S.
women physicians concerns their rate of suicide. Stud-
ies examining this subject have found a substantially
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higher rate of suicide for women physicians than for
other categories of women (odds ratios as high as 4
have been reported) (6, 7, 10, 11). However, such stud-
ies are based on small numbers (N=17 to 49 suicides).
For example, between 1991 and 1993, 48 U.S. physi-
cian (and only two women physician) suicides were re-
ported to the American Medical Association (AMA)
(12). These suicide studies are the subject of consider-
able controversy (13–17), given concerns that they
suffer from flaws such as small numbers, probable un-
derreporting, poor research designs and sampling pro-
cedures, biased assumptions, and flawed statistical
analyses (1, 18).

Research from other areas of the world has, how-
ever, demonstrated similar findings, although this re-
search also has had methodological problems (often
including inadequate sample sizes), particularly con-
cerning women physicians (19–26). Several European
investigators have examined suicide rates in women
physicians and other women professionals. A Swedish
investigation (27) found that women physicians had a
higher suicide rate than did women academicians and
the general population, whereas men physicians had a
higher rate only when contrasted with other men aca-
demicians. A review of suicide in Sweden among
health care professionals (1961–1985) (28) found that
women physicians had a high rate of suicide, signifi-
cantly higher than that of the general female working
population.

Lindeman and colleagues (29) examined existing
epidemiologic studies of physician suicide. They found
an estimated relative risk in men physicians of 1.1–3.4
compared to that of the general male population and
1.5–3.8 compared to that of other men professionals.
Women physicians’ relative risk was 2.5–5.7 compared
to that of the general female population and 3.7–4.5
compared to that of other women professionals. The
crude suicide mortality rate was about the same for
men and women physicians.

Various hypotheses have been advanced to explain
physician suicide; suggested contributors include psy-
chiatric disorders, substance abuse, alcoholism, the
stresses of practicing medicine, unrealistic expecta-
tions, role conflict, the lack of professional support,
inadequate psychiatric treatment of physicians, re-
sistance to psychiatric treatment, personality charac-
teristics, and psychosocial factors (26, 30–45). Affec-
tive disorders, alcoholism, and substance abuse appear
to be the most common psychiatric diagnoses among
the physicians who commit suicide. There is, however,
no systematic information on the distribution of psy-
chiatric illness in physicians who commit suicide; exist-
ing studies contain significant methodological and
sampling problems (1). There has been some argument
that suicide in physicians is not particularly distinct
and should be regarded similarly to the suicide of oth-
ers in terms of etiologic factors and stressors (1, 46).
Many believe that the practice of medicine poses addi-
tional stresses (prejudice and discrimination, the lack
of women role models, role conflict, and inadequate

family and institutional support) for women (1, 47–
49). However, no previous systematic investigations
have studied whether these stressors are related to the
occurrence of psychopathology or suicidal behavior
among women physicians (1). Other studies have doc-
umented depressive and other psychiatric manifesta-
tions, including nonfatal suicidal behavior in women
physicians and other professionals, and speculated that
these symptoms are related to stress (50–52). Several
investigations have found that women medical stu-
dents, residents, and physicians are more depressed
than their male counterparts (53–58). Other work has
reported that women physicians have a higher rate of
depression than the general population (13, 52, 59,
60). In 1987, a questionnaire study (55) of 70 British
women physicians found that 46% had scores indica-
tive of depression, and 7% reported suicidal ideation.
These physicians reported that their most significant
stressors were role conflict and sexual harassment;
those who were depressed perceived more stress (55).
Suicidal thoughts were reported by 13% of the medical
students and 11% of the house staff in a study at a
Midwestern medical school (56). Olkinuora and col-
leagues (61) surveyed a representative sample of prac-
ticing Finnish physicians. They found a more frequent
occurrence of suicidal intent in that group than in the
general population; 22.1% of the men physicians and
25.9% of the women physicians had a history of sui-
cidal ideation or attempts. However, other investiga-
tions have found no difference in the incidence of psy-
chiatric illness between men and women physicians
(62) and lower rates of depression in women family
physicians than in the general female population (63).

Unfortunately, there has been little work done on
parasuicidal behavior. Most authorities agree that sui-
cide attempts outnumber completions by a significant
amount; women demonstrate nonfatal suicidal behav-
ior two to three times more than men (64, 65). Suicide
attempts in women have been associated with the third
decade of life, being working class, being housewives,
with unemployment, less education, financial prob-
lems, being single (single, separated, or divorced); with
domestic abuse, powerlessness, personality character-
istics (dependence); or having family members with
psychological difficulties. Given that some of these
conditions (e.g., being working class, housewives, un-
employed, or less educated) are less prevalent in
women physicians, our a priori hypothesis for this in-
vestigation was that whereas the rate of suicide com-
pletion in women physicians may be higher than that
of other women, the rate of suicide attempts in women
physicians would not exceed that of other women.

To examine the prevalence and correlates of depres-
sion and suicide attempts in women physicians, we
used the results of the Women Physicians’ Health
Study, a large (N=4,501 respondents, 716 questions),
nationally distributed questionnaire as our database.
The Women Physicians’ Health Study contains infor-
mation on multiple aspects of physicians’ self-identi-
fied histories and current practices. One component of
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the survey centered on psychological and social char-
acteristics in order to examine the parameters of psy-
chosocial functioning. Data on several factors related
to suicide were collected, such as histories of suicide at-
tempts, psychiatric disorders, substance abuse, and
stress for each subject and her family members.

METHOD

The design of the Women Physicians’ Health Study has been more
fully described elsewhere (66), as have the basic characteristics of the
population (67, 68). The Women Physicians’ Health Study surveyed
a stratified random sample of U.S. women M.D.’s; the sampling
frame was the AMA’s Physician Masterfile, a database intended to
capture all M.D.’s residing in the United States and its possessions. By
using a sampling scheme stratified by decade of graduation from
medical school, we randomly selected 2,500 women from each of the
last four decades of graduating classes (1950 through 1989). We
oversampled older women physicians, a population that would oth-
erwise have been sparsely represented by proportional allocation be-
cause of the recent increase in the number of women physicians. We
included active, part-time, professionally inactive, and retired physi-
cians, age 30–70 years, who were not in residency training programs
in September 1993 when the sampling frame was constructed. In that
month, the first of four mailings was sent out; each mailing contained
a cover letter and a self-administered, four-page questionnaire. En-
rollment was closed in October 1994 with 4,501 respondents.

Of the potential respondents, 23% were ineligible to participate
because their addresses were wrong, they were men, or they were de-
ceased, living out of the country, or interns or residents. Our re-
sponse rate was 59% of the physicians eligible to participate. We
compared respondents and nonrespondents in three ways: we used a
phone survey and compared the telephone responses of 200 non-
respondents with those of the respondents to the written survey, we
compared all respondents with all nonrespondents with the AMA
Physician Masterfile, and we examined respondents to survey mail-
ing waves 1 to 4 to compare respondent and nonrespondent out-
comes on a large number of key variables. From these three investi-
gations, we found that nonrespondents were less likely than
respondents to be board certified. However, respondents and non-
respondents did not consistently or substantively differ on other
tested measures, including age, ethnicity, marital status, number of
children, alcohol consumption, fat intake, exercise, smoking status,
hours worked per week, frequency of being a primary care practi-
tioner, personal income, or percentage actively practicing medicine.

On the basis of these findings, we weighted the data by decade of
graduation (to adjust for our stratified sampling scheme) and by de-
cade-specific response rate and board certification status (to adjust
for our identified response bias). Using these weights allowed us to
make inferences for the entire population of women physicians who
graduated from medical school between 1950 and 1989. Because of
our weighting strategy, all analyses on the Women Physicians’
Health Study data were run in SUDAAN, in which chi-square tests
of independence are based on methods presented by Koch and col-
leagues (69). By using the Bonferroni correction method to adjust for
multiple testing, we set a conservative criterion of p≤0.001 as our
significance level. Upper-tailed values of the chi-square distributions
were used to locate rejection regions.

For this study, we examined the responses to the questions on de-
pression and suicidal behavior (which were queried separately):
“Please mark any known conditions in the columns below that you
or your family [children, mother, father, siblings, and current spouse,
queried separately] have now or have experienced in the past:…de-
pression…attempted/completed suicide.” “Never” was not listed as
a choice.

RESULTS

Overall, an estimated 1.5% (N=61) of women physi-
cians reported having attempted suicide, and 19.5%
(N=808) reported having a history of depression. Phy-
sicians’ self-reported depression rates for their family
members (not shown) ranged from 2.4% (for physi-
cians’ children) to 16.4% (for their mothers), and fam-
ily members’ rates of attempted or completed suicide
ranged from 0.4% (for their spouses) to 3.6% (for
their siblings). Those who were not Asian, were born
in the United States, had 7 or more poor mental health
days in the past month (table 1), had a history of se-
vere harassment in a medical setting (table 2), had a
personal history of smoking cigarettes, alcohol abuse
or dependence, sexual abuse, or domestic violence
(table 3); or had a family history of alcohol abuse/de-
pendence, domestic violence, depression, suicide, or
eating disorders (table 4) were more likely to report
their own attempted suicide or self-identified depres-
sion. Those who were not partnered, were childless,
had a household firearm, drank alcohol, reported
more home stress, poor health, or more days when
poor physical or mental health restricted their activi-
ties in the past month were more likely to report self-
identified depression (table 1). Depression was also
significantly more frequently reported by psychiatrists,
those who felt they worked too much, who were dis-
satisfied with their careers, who reported less control
over work, who reported more work stress (table 2),
those who had a history of substance abuse, chronic
fatigue syndrome, an eating disorder, another psychiat-
ric disorder, obesity (table 3); and those who had a
family history of substance abuse, sexual abuse, and
other psychiatric disorders (table 4). Attempted suicide
is rare, and therefore cross-sectional data is a subopti-
mal method of examination. Many point estimates
were unstable, yet despite this, it is noteworthy that a
higher prevalence of attempted suicide was consis-
tently associated with the characteristics also signifi-
cantly associated with depression. Partially validating
these associations is our finding that those who re-
ported a history of depression were substantially more
likely to have attempted suicide than those without a
history of depression (7% and 0.2%, respectively).

DISCUSSION

The lifetime risk of major depression for U.S. women
has been estimated by various sources as between 7%
and 25% (70); our study found a similar rate of de-
pression (19.5%). A few studies on women physicians
and other women professionals have found that such
women have higher rates of depression than do their
male counterparts, which is similar to findings in the
general population (52–58). Several investigations
have found higher rates of depression in women physi-
cians and other women professionals than in other
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women; significant risk factors are role conflict and
harassment (51, 54, 55).

In the general population, risk factors for major de-
pression include being a woman, less educated, not
partnered; having another psychiatric illness; being
employed as a homemaker; having suicidal behavior
(ideation or attempts), substance abuse, alcoholism,
stress, conflicted and abusive relationships, life dissat-
isfaction, physical difficulties, decreased function, feel-
ings of helplessness, and a familial psychiatric history,
according to DSM-IV and the National Comorbidity
Survey (70). In our study, women physicians with his-

tories of self-identified depression shared many of
these attributes, such as not being partnered, having
histories of eating disorders and other psychiatric dis-
orders, having histories of medical problems (including
chronic fatigue syndrome, smoking, and obesity), hav-
ing a history of alcoholism, being dissatisfied with ca-
reer and work, having been harassed, having experi-
enced sexual and physical abuse, feeling stressed, or
having a familial psychiatric history.

The rate of 1.5% for suicide attempts in this study is
low compared to the rate of attempts reported gener-
ally among U.S. women. National Institute of Mental

TABLE 1. Relation of Sociodemographic and Personal Characteristics to History of Attempted Suicide and Depression for Sub-
jects in the Women Physicians’ Health Study

History of Attempted Suicide (N=61) History of Depression (N=808)

Analysis Analysis

Variable N % SE χ2 df p % SE χ2 df p

Total 4,501 1.5 0.3 19.5 0.8
Age (years) 0.16 1 n.s. <0.01 1 n.s.

≤45 2,066 1.6 0.3 19.5 1.0
>45 2,435 1.4 0.3 19.6 1.0

Ethnicity 33.29 2 ≤0.0001a 81.08 4 ≤0.0001
Asian 712 0.0 0.0 7.2 1.4
Black 132 3.6 2.1 15.7 3.8
Hispanic 171 0.1 0.1 21.4 3.9
White 3,287 1.8 0.3 22.1 0.9
Other 125 0.0 0.0 11.6 3.7

Region 3.07 3 n.s. 2.31 3 n.s.
East Coast 2,080 1.9 0.4 18.8 1.1
West Central 558 1.4 0.8 18.2 2.1
East Central 796 1.6 0.6 21.8 2.0
Pacific Mountain 1,023 0.9 0.4 20.2 1.5

Birthplace 12.52 1 ≤0.001 24.36 1 ≤0.0001
United States 2,884 1.8 0.3 21.9 1.0
Other country 1,214 0.4 0.2 13.5 1.4

Partnered 1.01 1 n.s. 21.95 1 ≤0.0001
Yes 3,274 1.3 0.3 17.5 0.8
No 1,120 1.9 0.5 26.7 1.8

Children 0.19 1 n.s. 6.15 1 n.s.
Yes 3,302 1.4 0.3 18.2 0.9
No 1,124 1.7 0.5 22.6 1.5

Religion 4.79 2 n.s. 5.53 2 n.s.
Protestant 1,329 2.0 0.5 19.8 1.4
Catholic 1,080 0.7 0.4 16.9 1.5
Other 1,956 1.5 0.4 21.4 1.2

Religious fervor 1.85 1 n.s. 0.07 1 n.s.
Very serious/serious 1,890 1.2 0.3 19.6 1.2
Mild/little/none 2,468 1.9 0.4 20.0 1.0

Has household firearm 0.05 1 n.s. 4.80 1 n.s.
Yes 752 1.7 0.6 23.9 2.0
No 3,611 1.5 0.3 19.2 0.8

Drinks alcohol 0.75 1 n.s. 7.74 1 n.s.
Yes 2,995 1.6 0.3 21.2 0.9
No 1,250 1.1 0.5 16.5 1.4

Home stress 0.80 1 n.s. 28.00 1 ≤0.0001
Light 2,482 1.3 0.3 15.9 1.0
Moderate/severe 1,827 1.8 0.4 24.2 1.2

Health status 1.19 1 n.s. 21.08 1 ≤0.0001
Fair/poor 227 3.6 1.9 42.5 4.5
Good/very good/excellent 4,148 1.5 0.3 18.8 0.8

Days of poor mental health in last month 7.34 1 n.s. 91.29 1 ≤0.0001
Fewer than 7 3,825 1.1 0.2 16.0 0.8
7 or more 459 4.6 0.3 47.1 2.8

Days of restricted activities in the last month 1.12 1 n.s. 32.57 1 ≤0.0001
0 to 3 4,060 1.5 0.3 18.3 0.8
4 or more 273 3.2 1.6 42.6 3.8

a Ethnicity categories were combined into Asian, white, and all other.
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Health data revealed that 2.9% of the population re-
ported a suicide attempt; women reported a rate of
4.2% (71). It may be that physicians, including women
physicians, have lower rates of suicidal intent or higher
rates of completion than does the general population
or both. Other authors have raised this possibility and
speculate that physicians who decide to take their own
lives may be more successful at it because they have
better access to lethal methods and a better under-
standing of human anatomy and physiology (18).

Factors that have been associated with physician
suicides are single status, chronic mental and physical
disorders, poor health, alcohol misuse, stress, career
dissatisfaction, and psychiatry as a career (1, 4, 10, 30),

which were all (with the exception of psychiatry as a
career) associated with suicide attempts in this survey.
Conflicted and unsatisfactory relationships at home
and at work have been identified as significant risk fac-
tors in physician suicides (4); the greater occurrence of
sexual abuse, domestic violence, and harassment in the
individuals we studied may be markers for such condi-
tions. We also found that depression was highly associ-
ated with suicide attempts. Others have found that
physicians who attempt suicide (as with others who at-
tempt suicide) tend to have histories of prior parasui-
cidal behavior (4).

Family histories were associated with both suicide
attempts and depression. Women physicians with his-

TABLE 2. Relation of Professional Characteristics to History of Attempted Suicide and Depression for Subjects in the Women
Physicians’ Health Study

History of Attempted Suicide (N=61) History of Depression (N=808)

Analysis Analysis

Variable N % SE χ2 df p % SE χ2 df p

Medical branch 0.38 1 n.s. 1.73 1 n.s.
Primary carea 2,169 1.4 0.3 18.6 1.0
Not primary care 2,276 1.7 0.4 20.6 1.1
Psychiatry 570 2.1 0.9 0.39 1 n.s. 34.6 2.9 28.64 1 ≤0.0001
Male-dominatedb 1,605 1.6 0.4 0.02 1 n.s. 19.4 1.2 0.03 1 n.s.

Medical specialty —c — c — c 82.03 17 ≤0.0001
Anesthesiology 274 0.8 0.8 12.1 2.2
Dermatology 95 0.6 0.6 13.2 3.8
Emergency medicine 90 4.6 3.3 24.9 5.6
Family medicine 347 1.1 0.6 24.6 2.7
General practice 150 1.9 1.3 22.9 4.6
General internal medicine 470 2.8 1.0 21.9 2.3
Medicine—subspecialty 337 1.3 0.9 19.2 2.5
Neurology 62 0.0 0.0 12.3 6.0
Ophthalmology 94 0.0 0.0 5.8 2.3
Obstetrics/Gynecology 313 0.2 0.2 18.0 2.7
Pathology 229 2.7 1.4 18.4 3.4
Pediatrics 807 0.6 0.2 12.3 1.5
Public Health 82 4.8 4.2 19.8 5.2
Psychiatry 570 2.1 0.9 34.6 2.9
Radiology 163 0.4 0.3 15.3 3.9
Surgery—general 42 2.9 2.9 19.9 7.8
Surgery—subspecialty 92 4.3 2.9 17.9 4.8
Other 228 1.3 0.7 18.0 3.1

Personal income 1.01 1 n.s. 2.94 1 n.s.
≤Median 1,723 1.8 0.4 21.6 1.2
>Median 1,886 1.2 0.3 18.7 1.1

Work amount 3.24 1 n.s. 11.30 1 ≤0.001
Too little/comfortable 2,413 1.1 0.3 17.6 1.0
Too much/far too much 1,874 2.1 0.5 23.0 1.2

Career satisfaction 2.42 1 n.s. 16.34 1 ≤0.0001
Always/almost always/usually 3,776 1.3 0.3 18.4 0.8
Sometimes/rarely/never 575 2.6 0.8 28.1 2.2

Work control 0.19 1 n.s. 17.85 1 ≤0.0001
Always/almost always/usually 3,082 1.5 0.3 17.6 0.9
Sometimes/rarely/never 1,209 1.7 0.5 25.2 1.5

Work stress 3.50 1 n.s. 25.45 1 ≤0.0001
Severe 542 3.4 1.2 32.8 2.6
Moderate/light 3,707 1.3 0.2 18.0 0.8

Worst harassment in a medical setting 13.26 1 ≤0.001 58.32 1 ≤0.0001
None/mild 2,756 0.7 0.2 15.1 0.9
Moderate/severe 1,539 3.0 0.6 28.0 1.4

a Family practice, general practice, general internal medicine, preventive medicine/public health, obstetrics/gynecology, and pediatrics.
b Specialty type is defined as more or less historically predominantly male. Historically more predominantly male specialties were defined

as those specialties (10 of our 18 specialty categories) that consisted of less than 5% women in 1970, less than 10% in 1980, and less
than 15% in 1988, according to American Medical Association data.

c Small expected cell sizes precluded statistical testing (exact tests have not been developed for complex sample survey data).
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tories of depression and suicide attempts in this survey
were more likely to have family histories that were sig-
nificant for depression, suicide and suicide attempts,
substance abuse, other psychiatric disorders, domestic
violence, and sexual abuse. Personal and familial psy-
chiatric problems have previously been considered to
be significant contributors to physician (and others’)
suicides; affected physicians are more likely to have
problematic families and childhoods. In a long-term
project, Vaillant et al. (72) concluded that physicians
with problematic childhoods tended to have poor mar-
riages, drug and alcohol abuse, or psychiatric prob-
lems. Other authors have identified disturbances in
childhood, family histories of psychiatric disorders,
and past psychiatric illnesses as predisposing physi-
cians to addiction and psychiatric illness.

It is interesting that this study found associations be-
tween certain characteristics and self-identified depres-
sion or suicidal behavior or both in these women
physicians that have not been commonly reported, in-
cluding being non-Asian, being born in the United

States, and having a firearm. These traits have not pre-
viously been systematically studied; prior research on
suicide and suicidal intent in professionals (including
physicians) has not considered race, ethnicity, or coun-
try of origin (1). While there are somewhat more data
on firearms and suicide, most such investigations have
concentrated on the relationship between gun use and
suicide completion (since a significant number of com-
pleted U.S. suicides involve firearms). Men are more
likely than woman to employ firearms in committing
suicide, but the number of women using guns to com-
mit suicide is increasing (64). Given these facts, it is of
particular concern that women physicians with histo-
ries of depression are more likely than other women
physicians to have household firearms.

The limitations of this study include the biases of self-
reporting (e.g., skipping questions, nondisclosure, and
different interpretations of meaning), the lack of stan-
dardized interviews or specific criteria for making psy-
chiatric diagnoses, incomplete information (e.g., no
items on mental health treatment and uncertainty re-

TABLE 3. Relation of Medical and Psychiatric History to History of Attempted Suicide and Depression for Subjects in the Women
Physicians’ Health Study

Personal History Variable N

History of Attempted Suicide (N=61) History of Depression (N=808)

Analysis Analysis

% SE χ2 df p % SE χ2 df p

Cigarette smoking 9.17 1 n.s. 36.52 1 ≤0.0001
Ever 1,111 3.7 0.8 29.8 1.9
Never 3,204 1.0 0.2 17.1 0.8

Alcohol abuse/dependence —a —a —a 19.71 1 ≤0.0001
Yes 73 12.5 4.2 60.9 7.6
No 4,428 1.3 0.2 18.8 0.8

Substance abuse —a —a —a 11.21 1 ≤0.001
Yes 29 9.2 5.0 72.1 10.0
No 4,472 1.5 0.3 19.1 0.8

Sexual abuse —a —a —a 56.92 1 ≤0.0001
Yes 160 10.7 2.9 62.8 4.6
No 4,341 1.1 0.2 17.4 0.7

Domestic violence —a —a —a 45.88 1 ≤0.0001
Yes 163 8.8 2.8 60.4 4.6
No 4,338 1.2 0.2 18.0 0.8

Chronic fatigue syndrome —a —a —a 21.72 1 ≤0.0001
Yes 86 3.6 3.5 58.3 6.8
No 4,415 1.5 0.2 18.7 0.8

Eating disorder —a —a —a 38.67 1 ≤0.0001
Yes 202 3.9 1.6 46.0 4.2
No 4,299 1.4 0.2 17.9 0.8

Depression 31.23 1 ≤0.0001 — — —
Yes 808 7.0 1.2
No 3,693 0.2 0.1

Other psychiatric disorder —a —a —a 12.02 1 ≤0.001
Yes 35 5.4 3.3 69.1 10.2
No 4,466 1.5 0.3 19.2 0.8

Serious medical illnessb 0.15 1 n.s. 3.80 1 n.s.
Yes 443 1.8 0.8 25.3 3.0
No 4,058 1.5 0.3 19.2 0.8

Obesity 3.27 1 n.s. 30.24 1 ≤0.0001
Yes 484 3.7 1.3 35.3 2.9
No 4,017 1.3 0.2 17.8 0.8

Infertility —a —a —a 3.56 1 n.s.
Yes 299 2.8 1.3 24.8 2.9
No 4,202 1.4 0.3 19.1 0.8

a Small expected cell sizes precluded statistical testing (exact tests have not been developed for complex sample survey data).
b Includes myocardial infarction, coronary artery bypass graft, stroke, endarterectomy, AIDS, or any cancer.
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garding timing of reported conditions), not including
suicide victims (suicide attempts are a somewhat differ-
ent phenomenon than completed suicides), and the dif-
ficulty of comparing estimates of a rare event (i.e., at-
tempted suicide). Comparing these results to those of
other studies also may be problematic given the wide
variability in sample sizes, populations, methodology,
and research questions. However, this work provides
some preliminary information on a large database of
living women physicians, similar to some of the studies
done in Europe, and provides a basis for further explo-
ration. These results indicate that women physicians
have a prevalence of depression similar to that of the
general female population. However, although their
suicide completion rate seems to be, per prior literature,
somewhat higher than that of other U.S. women, their
suicide attempt rate may be lower. Additional investiga-
tions are necessary to describe factors and influences re-
lated to suicide in women physicians so that appropri-
ate interventions can be designed and implemented. In
the interim, this study provides some new clues to po-
tentially identifying, clarifying, and reducing psychiat-
ric morbidity and mortality in U.S. women physicians.
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