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- Background
- Epidemiology

- Why?
— Medicine -Identity
— Tiers of Secrets
— Stigma
— Mood disorders (other psychiatric conditions)
— Risk factors

PREVENTION
A call for action




Background

e Studies over the past
4 decades

— have shown that
physicians die by
suicide more
frequently than
nonphysicians.*

*JAMA, September 14, 2005—Vol 294, No. 10 1189



Background

* No one talks about
suicide

— (especially in the

medical community)

*JAMA, September 14, 2005—Vol 294, No. 10 1189




Background

* Physicians run an
increased risk of
committing suicide
and better
preventive efforts
are needed.

Suicidal ideation among medical students and young physicians: a nationwide and prospective study of
prevalence and predictors. Journal of Affective Disorders Volume 64, Issue 1, April 20015:Page



http://www.sciencedirect.com/science/journal/01650327
http://www.sciencedirect.com/science/journal/01650327
http://www.sciencedirect.com/science/journal/01650327
http://www.sciencedirect.com/science/journal/01650327/64/1
http://www.sciencedirect.com/science/journal/01650327/64/1

EPIDEMIOLOGY

—

A
1. Death caused by
2. self-directed injurious behavior with an
3. intent to die as a result of the behavior.

Definition: Suicide $

National Vital Statistics System, National Center for Health Statistics, CDC.



According to the American Foundation for Suicide
Prevention, between 300 to 400 doctors .......
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http://afsp.org/our-work/education/physician-medical-student-
depression-suicide-prevention/




http://afsp.org/our-work/education/physician-medical-
student-depression-suicide-prevention/
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About Suicide

e There is no single cause to suicide. )
e |t most often occurs when:

American e Stressors exceed current coping abilities of
Foundation for

" . e Someone suffering from a mental health condition.
Suicide Prevention

Depression is the most common condition associated
with suicide, and it is often undiagnosed or untreated.

depression.

an. iliness,

American Foundation fro Suicide Prevention http://afsp.org/about-suicide/




10 Leading Causes of Death by Age Group, United States - 2014

Age Groups

Unintentional ~ Unintentional =~ Unintentional  Umintentional  Unintentional  Unmintentional

Rank <1
Congenital
1 Anomalies Imjury
4 746 1,216
Short Congenital
2 Gestation Anomalies
4173 399
Matemal
3 Pregnancy Homicide
Comp. 364
1574
Malignant
4 f 555 MNeoplasms
i 321

Injury
T30

Malignant
Neoplasms
436

Congenital
Anomalies
192

Homicide
123

Injury
50

Suicide
425

Malignant
Neoplasms
416

Gongenital
Anomalies
156

Injury
11 836

Suicide
5,079

Homicide
4144

Malignant
Neoplasms
1,569

Injury
17 357

Suicide
6,569

Homicide
4159

Malignant
Neoplasms
3,624

Injury
16,048

Malignant
Neoplasms
11,267

Suicide
6,706

45-54 55-64 65+ Total
Malignant Malignant Heart Heart
Neoplasms Neoplasms Disease Disease
44 834 115,282 489,722 614 348
Heart Heart Malignant Malignant
Disease Disease Neoplasms Neoplasms
34,791 74473 413 885 591 699
. = . = Chronic Low. Chronic Low.
U.mnm Ulnte_mmuu Respiratory Respiratory
Injury Injury Disease Disease
20,610 18,030
: : 124 693 147 101

Suicide
8,767

Chronic Low.
Respiratory
Disease
16,492

Gerebro-
vascular
113308

Heart Heart - - Heart Heart - - Liver Diabetes Alzheimer's Cerebro-
5 Disease Disease Hqucéde Disease Disease ann;gge Disease Mellitus Disease vascular
149 A9 953 334 d 8,627 13342 92 604 133,103
Placenta Gord. Influenza & Eg:g"ii;kgw : Heart Congenital Liver Liver Diabetes Liver Diabetes Alzheimer's
G Membranes Pneumonia Digeasew Disease Anomalies Disease Disease Mellitus Disease Mellitus Disease
965 109 58 122 3T 725 2,582 6,062 12,792 54,161 93,541
Bacterial | SWOMCLOW | infiyenzag | SWOMCLOW | nfiyenza & Diabetes Diabetes Cerebro- Cerebro-
T Sepsis Digeasew Pneumonia Digeasew Pneumonia Mellitus Mellitus vascular vascular Mellitus
had 53 71 199 709 1,999 5,349 11,727
. . Chronic Low.
Respiratory A Cerebro- Cerebro- Diabetes Cerebro- . Influenza & Influenza &
8 Distress SEWE%EMH vascular vascular Mellitus gg vascular ﬂ%ﬁgg:égl}' Pneumonia Pneumonia
460 45 43 181 1,745 4,407 56,227
Circulatory . . Chronic Low
Benign Benign Influenza & - Cerebro- Influenza & — - -
System - Respiratory HIV h Septicemia Nephiitis Nephiitis
9 Disease Neoplasms | Neopiasms | Freymonia Disease vasoiar 1,174 Fgumonia 5,709 39,957 48,146
444 178 :
Neonatal . . A Benign Cerebro- Influenza & Influenza & A Influenza & A
10 Hemorrhage PennagaéPenud SEpi:];%EITIIE Neoplasms vascular Pneumonia Pneumonia Seghﬁrla Pneumonia Sezp;"ieﬂla
441 38 177 549 . : : '

Data Source: Mational “ital Statistics System, Mational Center for Health Statistics, CDC.
Produced by: Mational Center for Injury Prevention and Control, CODC using WISQARS ™.

Comtars for Dlesaes
Cantral e Prasvanilen
Marthorral Conter For Irury
Preventton and Conimd



EPIDEMIOLOGY

~

e Suicide
is the
10 th
leading
cause of
death in

About Suicide in the US
the US

American Foundation fro Suicide Prevention http://afsp.org/about-suicide/ c_@
— T




EPIDEMIOLOGY

About
Suicide

in
the US

The annual age-adjusted suicide rate is 12.93 per \
100,000individuals.

Men die by suicide 3.5x more often than women.
On average, there are 117 suicides per day.
White males accounted for 7 of 10 suicides in 2014.

Firearms account for almost 50% of all suicides.

The rate of suicide is highest in middle age — white men in
particular.




EPIDEMIOLOGY

Meta-analysis
Based on:

e 24 rate ratios for
male physicians

¢ 13 suicide rate
ratios for female
physicians.

25 studies

Am J Psychiatry 2004; 161:2295-2302

Suicide Rates Among Physicians:
A Quantitative and Gender Assessment (Meta-Analysis)

Eva 5. schernhammer, M.D.,
DrPH.

Graham A. Colditz, M.0., D.F-H.
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Suicide Rates Among Physicians: A Meta-Analysis- MALE PHYSICIANS

FIGURE 1. Meta-Analysis of Male Physicians' Suicide Rate Ratios in 24 Studies?

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)
Arnmetz et al. (21)

Rimpela et al. (22)

Mordentoft (23) and Andersen (24)
Schlicht et al. (25)

Ullmann et al., Loma Linda (26)P
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
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Suicide Rate Ratio for Male Physicians (95% ClI) Relative to General Population (exponential scale)

4 The dashed vertical line represents the combined estimate, and the diamond-shaped box represents the confidence interval from the ran-
dom-effects model. The estimates are plotted with boxes; the area of each box 1s 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.

bloma Linda University or University of Southern California.

E. Schernhammer, Am J Psychiatry 2004; 161:2295-2302



Suicide Rates Among Physicians: A Meta-Analysis-FEMALE PHYSICIANS

FIGURE 2. Meta-Analysis of Female Physicians' Suicide Rate Ratios in 13 Studies®
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4 The dashed vertical line represents the combined estimate, and the diamond-shaped box represents the confidence interval from the fixed-
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.

E. Schernhammer, Am J Psychiatry 2004; 161:2295-2302



Aggregate Suicide Rate Radio
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E. Schernhammer, Suicide Rates Among Physicians: A Meta-Analysis Am J Psychiatry 2004; 161:2295-2302
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E. Schernhammer, Suicide Rates Among Physicians: A Meta-Analysis Am J Psychiatry 2004; 161:2295-2302
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WHY

 Physicians’ medical knowledge
does not make them immune from
the stigma of suicide.




Medicine as ldentity

Being a Depression/Suicidal
physician is may be equated with
often at the losing one’s sense of
core of who purpose or even

iz 2liter one’s sense of self.

For most of us
the practice of

medicine is more
a calling than a
job.

WHO

ARE

|denf|ty







The stigma attached to mental
iliness is greater in the house

of medicine than in the general
public

Myers MF. New century: overcoming stigma, respecting . R
differences. Can J Psychiatry. 2001;46:907914. T —



When physicians
do kill
themselw @

\

Aggravate feelings of isolation

Shame In their survivors

Thwart our public health
efforts at prevention

Myers MF. When physicians become our patients. Psychiatric Times. August 2000: 4546. 27



@ Stigma, contributes to

Delay in getting medical care

Compounds suffering

Confuses and frustrates doctors' families

Drives selfmedicating

and Dangerously heightens the risk of death by suicide

Myers MF. When physicians become our patients.
Psychiatric Times. August 2000: 4546.




Tiers of Secrets

Family and Medical
Physicians ' Profession

Physicians hide suicides from
patients and medical
community

The secrets start with victims who Families remain silent to
are ashamed. safeguard their reputations.




Truths and lies

A suicidal
hanging

— Becomes

A suicidal
overdose

“Becomes

A self-inflicted
gunshot
wound

— " Becomes

A suicidal
motor vehicle
accidents

"Becomes

—

.-

Asphyxia

An accidental overdose

An accidental gunshot wound

A motor vehicle accidents



PSYCHIATRIC CONDITIONS

The psychiatric [ Major depression
disorders most [Ra:=IeJelEI@IIENS
associated e Alcohol and other drug abuse and dependence
W REITE e [SRTBS o Anxiety disorders, and
ANEICERSEIERY o Personality disorders

Doctors with a dual diagnosis of a
mood disorder and substance use
are most at risk.

Myers MF. New century: overcoming stigma, respecting differences. CanJ
Psychiatry. 2001;46:907914.



Compulsiveness and
Perfectionism vs OCD

“The most important quality of a physician is
compulsiveness.”*

A psychologica vulnerability?

Symptoms of OCD?

*Physicians and other high-achieving professionals



Compulsive Traits

Excessive

! work and roductivit
devotion to > v

to the leisure and
exclusion of activities friendships




Physicians are vulnerable to
mood disorders (1)

Many physicians are "wounded
healers”

® 0SS

e Abuse

e Trauma

e and family conflict while growing up




Physicians are vulnerable to
mood disorders (2)

— Some are genetically
predisposed because there is
mental illness in their
families.

* Some physicians have suffered
psychiatric illness in
adolescence, college, or
medical school they may have
another episode later.

Center C, Davis M, Detre T, et al. JAMA. 2003;289:31613166.



Physicians are vulnerable to
mood disorders (3)

Many phy5|C|§ns They are prone to
are hardworking undue guilt, self

and driven recriminations,
perfectionists and despondency.

Center C, Davis M, Detre T, et al. JAMA. 2003;289:31613166.



Physicians are vulnerable to
mood disorders (4)

Medical Long and/or Frequent on Night and Slee
work is often irregular que emergency . P
, call time interruption
ngorous hours work

Tending to very sick and dying patients can affect health

and a positive outlook on life

And a high percentage of physicians have alcoholism in their family
histories it is genes or modeled behavior or both, doctors have to watch
for chemical dependency in themselves

Center C, Davis M, Detre T, et al. JAMA. 2003;289:316131 f



Precipitating Factors in Suicide

50%

40%

30%

20%

10%
Mental Intimate Recent  Physical Preoblems Financial
iliness partner Crisis health atwork  problems

Center C, Davis M, Detre T, et al. JAMA. 2003;289:31613166.



PRTE

D|vorced
separated, o
single

e profile o

Alcohol or
other
drug abuse

N

L
' TN
Seeker

Depre55|on
AnX|ety

f Financial
stability

hronic pain /
Chronic debilitatin
Iliness

’Change |n\
)

(or threat to
Status autono

\

Recent losses,
increased work
demands

Silverman MM. Physician suicide.

In: Goldman LS, Myers MF, Dickstein LJ, eds.
The Handbook of Physician Health. Chicago, Ill: American 39
Medical Association; 2000.



RISK FACTORS

Obvious Risk
factors to
consider
! A Other aspects of medical culture
_| Acute stress that might push troubled
physicians beyond their reserves
: g of emotional resilience.
a Social
isolation
! Pre-existing |
—  mental
illness




RISK FACTORS

Contributing to the higher
suicide rate among physicians is:

e Their higher completion to attempt ratio

e which may result from greater knowledge of
lethality of drugs and easy access to means.




There is an immediate need for:

Increased discussion and preventive measures for
physicians about the topic of suicide

— ebeginning in medical school
eand continuing through their entire professional career.




The doctor may already A thorough
be very symptomatic biopsychosocial
e weak, despairing, and suicidal. assessment is imperative

There is essential in
instituting an immediate,
shortterm, and
longerterm treatment
plan.

e preferably with collaborative
information from a loved one

Myers MF, Dickstein LJ. Treating medical students and
physicians. Dir Psychiatry. 2003;23:277290.




 Mental Health Professionals
Must respond quickly

Enroll u Stay

A

Must respond quickly when a BeFause phys!(cjlnans are | 4
e el notorious at avoiding getting :
P help when they are ill TOP

SUICIDE




PREVENTION

It’s easier to say accident

than suicide.

Doctors can say HIV, diabetes and carcinoma.
Why not suicide?

Maybe we can’t face our own wounds.

The tragedy: Few seek help.




PREVENTION

Perceived job stress (time
pressure/interruptions) and personality

— independently related to suicidal ideation during

the first postgraduate year

Suicidal ideation among medical students and young physicians: a nationwide and
prospective study of prevalence and predictors. Journal of Affective Disorders

B 44
Volume 64, Issue 1, April 2001, Pages 69—79 ' M:;.. ‘;g ‘__/’
—m— T




PREVENTION

* Suicidal thoughts and vulnerability in medical
school predicted postgraduate suicidal
ideation.

-PreverTan
ey




PREVENTION

* Prevention should preferably start already in
medical school.

(\ \‘
e\



PREVENTION

* Primary prevention strategies

— Holistic and more humane medical education that

de-stigmatizes mental illness. Q

"
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PREVENTION

* Primary prevention strategies

— Follow Maslow’s Hierarchy of Needs.
* Simple. Basic.

* Begin by meeting physiologic needs with adequate
sleep, time to eat and bathroom breaks.




PREVENTION

* Primary prevention strategies

— Meet safety and social needs with a safe
workplace without bullying or abuse.

— Allowing students to feel part of a community

— Feel honored and respected for their contributions and level
of mastery in medicine.

NO
BULLY'S
ALLOWED




PREVENTION

* Primary prevention strategies

— Meet social needs with matched mentorship
programs.

— Use match.com technology

— Match Day should be the first week of medical school. Don’t
wait until fourth year for Match Day.

— Friends. Now.
— Extreme loneliness is a risk for suicide!




PREVENTION

Primary prevention strategies

Meet safety and self-esteem needs using
nonviolent communication (NVC) which is
based on the premise that: “every behavior
is an attempt to meet a need. “

¥ HERE TO
{ HeLp

......



PREVENTION

Secondary prevention strategies

— Early intervention begins
with a yearly physical

— Build in support for
transitions, traumatic
cases, and medical
errors




PREVENTION

Tertiary prevention strategies




PREVENTION

Tertiary prevention strategies

e Rehab should be flexible

— In town, with part-time work
options.
e Personal physician oversight
vulnerable colleagues

— So they are not abused and
traumatized when they need help.




Prevention

Preventive efforts towards
suicide among doctors should
be directed at

(1) Reducing the experience of time
pressure and interruptions at work,

(2) Strengthening competence in coping
with stress, and

(3) Ensuring proper mental health services.



We need you to take action.




We need you to take action.
| hope this presentation helps!




