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Foreword

In the 21st century, academic medical centers across the United States continue to
make scientific breakthroughs, to make improvements in patient care, and to pro-
vide the most advanced information and guidance in matters affecting public
health. The signs of growth are everywhere—in new research buildings, new part-
nerships with industry, new forms of molecular medicine, and new sensitivity to the
role of the human spirit in healing. This growth is due in large part to the dedication
and productivity of our faculty, who are providing more patient care, more research,
more teaching, and more community service than ever before.

Today, there are roughly 135,000 physicians, scientists, and other faculty work-
ing at approximately 125 academic medical centers around the country. Increasingly,
they are asked to do more with less. Since the 1990s, academic medical centers in
the United States have lost the financial margin they once enjoyed, thereby putting
new pressures on research, education, and clinical care. Medical school faculty,
previously given funded time for teaching and research, are increasingly drafted to
bring in clinical revenues to cover their salaries. Dedicated to the missions of
research, teaching, and care, our faculty have responded well to these challenges
and perform at a very high level. However, we are beginning to see the results of
ongoing stress.

Recent trends in bioethics have emphasized concern for the patient as a whole
person, but very little attention has been paid to the legitimate needs and concerns
of physicians, scientists, and other health care professionals. This ground-breaking
book is the first to look carefully at issues of faculty health and well-being. It grows
out of a conference sponsored by the McGovern Center for Health, Humanities, and
the Human Spirit at University of Texas-Houston Health Science Center in the sum-
mer of 2007. Its findings and recommendations offer an essential framework for
protecting and enhancing the well-being of our faculty, our institutions, and the
future of academic medicine.

James T. Willerson

President

University of Texas-Houston Health Science Center
Houston, Texas, USA



Preface

Altruism and self-governance, in addition to an evolving body of knowledge, are
among the most important attributes of a learned profession. In medicine, altruism
means placing the patient’s interests above the physician’s interest. Altruism also
implies the responsibility of physicians to teach the learned profession to their stu-
dents. The original Hippocratic Oath specifically identified this responsibility to
pass on knowledge and wisdom. Self-governance has traditionally implied physi-
cians’ responsibility to be concerned about their colleagues’ functioning and qual-
ity of care. For centuries, this responsibility took the form of “professional
courtesy” in which physicians cared for colleagues, and often their families, with-
out charging a professional fee. In the last part of the 20th century, this tradition
gave way to insurance regulations, which precluded its practice in most situations.

Over the past half century, the commitments of the profession to meet the
requirements for self-governance and altruism have eroded. Physicians have been
extremely reluctant to respond to or identify dysfunctional colleagues. Physicians
often fail to intervene when they sense a colleague may have mental health prob-
lems. Although over half of medical trainees experience an episode of depression,
and a significant number have suicidal thoughts, the stigma associated with mental
illness has posed a substantial barrier to students seeking aid. These concerns often
prevent students from seeking counseling in institutional facilities unless truly con-
fidential off-campus opportunities are created for the student to seek help.

This culture of denial of mental and physical symptoms among physicians is
strongly internalized by students and subsequently becomes an important part of
the behavior pattern of health professionals later in their careers. Long working
hours, increased pressure to generate income in medical education, accelerating
administrative responsibilities, and the shame/blame conundrum in medical educa-
tion, have served to increase the stresses on health providers, particularly physi-
cians and nurses.

Certain changes in the health care delivery system and in the health professions
are beginning to ameliorate these problems. The substantial increase in the number
of women in medicine has diminished the role of “machismo” and the “I-can-take-
anything-that-the-system-dishes-out” mentality of male trainees. Limitations on the
work schedule for residents, the introduction of patient safety, and quality improve-
ment programs that emphasize the analysis of errors rather than blame/shame
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mentality are all steps in the right direction. At the same time the increasing pres-
sures to be financially productive while teaching—or to be funded for research in
an increasing competitive environment—have exacerbated stress. And research
scientists, who play such an important role in our academic health centers, are par-
ticularly stressed by the increased competition for diminishing federal research
dollars.

In this context, altruism and self-governance take on new urgency and new
meanings. Self-governance should entail increased attention to promoting wellness
and self-care among one’s colleagues, especially in our academic health centers. In
order to be of maximum service to patients and society, altruism requires that physi-
cians and scientists attend to their own well-being. There is no single explanation
for either the high rates of burnout, depression, and suicide among health profes-
sionals, particularly physicians, or the psychological dilemmas, which are faced by
our clinical and research faculties. What is encouraging, however, is the emerging
focus on the importance of faculty health, especially mental health, and the need to
better understand the factors which contribute to unhealthy situations.

There is no single answer to the challenge of faculty health. Illuminating the issue,
validating its importance, and focusing the intellect of thoughtful individuals on solu-
tions to these problems are important steps forward. In this volume a wide variety of
experiences is discussed, and a number of theories are advanced with regard to the
faculty health conundrum—from prevention and wellness to diagnosis and treatment.
Like many issues in health and science, it is critical that specific hypotheses be
advanced and careful efforts made to determine their validity through interventions
that are as well controlled as possible. As with all elements of human behavior and
human need, these are difficult issues to study. But solving these problems requires
that we move from theory to well-constructed research and practice.

This volume offers important opportunities to identify the questions and, in
many cases, suggest ways that solutions might be tested. It will be important to
share the outcomes of interventions and best practices of the health and science
professionals as we attempt to improve faculty health. This is a responsibility
academic health centers have to their faculty and faculty in the health professions
have to themselves and each other. In the 21st-century academic health center, self-
governance requires organizational health and commitment to the well-being of
faculty. And altruism—serving others and educating new professionals—requires
self-care and care for one’s peers.

Kenneth Shine

Executive Vice Chancellor for Health Affairs
Interim Chancellor

University of Texas System

Austin, Texas, USA
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Chapter 1
The Context of Concern for Faculty Health

Thelma Jean Goodrich, Thomas R. Cole, and Ellen R. Gritz

Love is a central theme in the profession of medicine. It is an undeniable drive that leads
individuals onward to serve others, whether through clinical care or laboratory science.
Naming that force for what it is and claiming it again as one’s own turns the corner away
from discouragement toward renewal of the promise to that primal altruism which first
sparked the notion of joining an honored tradition of service.

So began a three-day working conference on faculty health and well-being in aca-
demic medical centers, the first to focus entirely on that subject. Henry Strobel
spoke these words at the opening dinner. They both set the theme and recalled the
reason for the gathering: faculty burnout and demoralization. The causes are multi-
ple. Sometimes faculty work under onerous conditions—too much to do in too
short a time, not enough resources, not enough support staff, and so on. Other
times—out of what they regard as dedication and passion—faculty work past need-
ing rest, past needing family, and past needing renewal. Either way, the result is
finally a separation from the very inspiration that “sparked the notion of joining an
honored tradition of service.”

The conference was organized by the editors of this volume and was sponsored
by the McGovern Center at the University of Texas Health Science Center in
Houston in collaboration with the M. D. Anderson Cancer Center, also in Houston.
It had its origins in concern for loss of meaning and its deleterious consequences.
But what pulled us forward was envisioning a new field of inquiry that would
explore all facets of faculty well-being—the major factors affecting it and resources
for protecting, recovering, and enhancing it. Our aim was to convene those with
expertise in relevant areas and produce a foundational book for this new field.

T.J. Goodrich

Department of Behavioral Science, University of Texas M. D. Anderson Cancer Center,
Houston, Texas, USA

e-mail: tjgoodrich@mdanderson.org

T.R. Cole
McGovern Center for Health, Humanities, and the Human Spirit, University of Texas-Houston
Medical School, Houston, Texas, USA

E.R. Gritz
Department of Behavioral Science, University of Texas M. D. Anderson Cancer Center,
Houston, Texas, USA

T.R. Cole et al. (eds.) Faculty Health in Academic Medicine, 3
© Humana Press, a part of Springer Science + Business Media, LLC 2009
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We set out key areas of discussion:

e Types and prevalence of harms to the health of faculty

e Challenges to health at different stages of the professional life cycle

e Psychological strengths, vulnerabilities, and injuries

o Issues raised by gender, generation, race, and ethnicity

e Helps and hindrances from the professional and organizational culture
e The ethical imperative of self-care

e The spiritual crisis and the role of the humanities

e The need for supportive programs

These topics required experts in epidemiology, impairment, career development,
psychology, diversity, organizational phenomena, ethics, medical humanities, and
program design. In February, 2007, the organizers identified scholars across the
country who had a professional stature in these areas. We wanted to act quickly and
set a July date at the University of Texas Health Science Center in Houston. Given
this time and place, we were uncertain how many would agree to come.
Nevertheless, within a week of our phoned invitations, everyone we had called had
agreed to attend. There could not be a stronger endorsement of the importance and
urgency of the subject at hand.

Rationale

Undergirding our project was the expanding published research showing that clini-
cians and researchers in academic medicine, performing daily under high levels of
stress, do so at great cost to their health. Many physicians are burned out, demoral-
ized, wounded, and physically compromised [1-3]. Physicians suffer higher levels
of anxiety and depression than do those in comparative general populations [4, 5].
A national survey of generalist physicians in the United States found a significant
direct relationship between reports of job stress and measures of poorer physical
and mental health [6]. A profession rooted in compassion, care, and service to
patients has apparently failed to take seriously its own needs for self-care, stress
management, meaning, and nurture

Socialized to diagnose and treat disease through biomedical science and technol-
ogy, physicians sometimes wall themselves off from emotional connection with
their patients. As a result, they miss the spiritual sustenance and vitality that emerge
from genuine human exchange between a doctor and a patient. Further, in academic
medicine, physicians face substantially increased clinical work and are still
expected to participate in teaching, research, service to the university, and writing
for publication—activities that bring their own stresses and create constant conflict
about use of time.

Researchers, too, suffer from stressors endemic to scientific studies in an academic
medical setting. Most often, they rely on grant support for their research and all or
most of their salary. Submissions are not only highly competitive for the initial award
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of a project, but also for its continuation. Recently, the overall success rate has fallen
to about 20% of grant applications submitted to the National Institutes of Health [7].
In 2005, only 9% of all investigators secured independent investigator-initiated (RO1)
funding on the first round, an outcome necessitating multiple submissions [8].
Finally, in the past few years, awarded grants have been cut 15-30% from the original
budget levels [9]. Junior investigators are at greatest risk of being driven out of the
field, and even seasoned investigators are feeling the strain severely.

In sum, academic researchers function at the pressure point between the scien-
tific importance of their work and its unstable future. Additionally, they must fund
their research staff, protect sought-after lab space, publish steadily, teach, have
national visibility, and provide both intramural and extramural service. Thus, like
physicians, they feel the constant pull of attending to multiple masters. Health does
not thrive under these pressures, nor do family and personal relationships.

An academic medical center’s lack of attention to human resources is not only short-
sighted, it is expensive as well. The costs of faculty turnover are estimated to be 5% of
a center’s budget, not including the costs of lost opportunities, lost referrals, overload
on remaining faculty, reduced productivity, and lower morale. Likewise, staff turnover
is not only costly in itself, but also stresses faculty and disrupts their productivity.

Defining the Territory

The conference was divided into four sections: examination of faculty health, per-
sonal and social dimensions, perspectives from the humanities and social sciences,
and supports and interventions. Several authors contributed chapters for each section.
What follows is a summary of key findings, concerns, and recommendations.

Examination of Faculty Health

Epidemiology. As detailed in Chapter 2 by Daria Boccher-Lattimore, data
regarding morbidity, mortality, and health care provide a telling perspective on
the state of health of academic faculty in medicine. Because virtually all the
surveys focus only on physicians—and many of those surveys target physicians
working in the community—not enough is known about the health of academicians,
whether researchers or physicians. This gap stands as a major area to fill with
upcoming studies.

Impairment. Special attention is given in most settings to what is termed the
“impaired physician.” Chapter 3 by Eugene Boisaubin gives the definition of impaired
physician held by The American Medical Association: one who is “unable to fulfill
professional or personal responsibilities because of a psychiatric illness, alcoholism,
or drug dependency.” Dr. Boisaubin proposes that the list ought to include chronic,
unremitting stress because it too can affect judgment and performance.

Methods and uses of measuring faculty health. Mamta Gautam in Chapter 4
suggests a number of measures of wellness that can be used in the workplace to
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determine the presence and level of burnout and illness. The results of such
measures can lend support for the creation of a wellness program for the faculty.
Specific steps are outlined to facilitate the development of such a program.

Personal and Social Dimensions

Psychological health. The interplay between the academic medical center and
its faculty shapes the health of both. Susan McDaniel, Stephen Bogdewic, Richard
Holloway, and Jeri Hepworth advise, in Chapter 5, that leaders must have the vision
and the courage to align systems in a manner that ensures both individual and
organizational success. In turn, faculty must assess their own talents and interests
and determine how they align with organizational goals and priorities. The authors
provide tables offering a framework for assessing the psychological health of the
individual and the medical center.

Faculty life cycle. Stage of career is relevant for understanding and responding
to changing stressors and needs of faculty. In Chapter 6, Thomas Viggiano and
Henry W. Strobel present The Career Management Life Cycle Model. It identifies
eight phases: recruitment, orientation, exploration, engagement, development,
vitality, transition, and retirement. Each phase provides the institution with an
opportunity to give targeted and tailored support to assist the individual. In many
instances, however, the culture of the institution requires significant change before
any efforts to help the individual can be successful.

Gender and generation. Among the complex factors shaping the experience of and
response to the exacting conditions of academic medicine, gender and generation stand
at the forefront. In Chapter 7, Janet Bickel emphasizes both the work that remains to
facilitate women realizing their potential and the newer challenge of bridging genera-
tional differences. In light of the resulting demands placed on senior faculty, she out-
lines promising directions for leaders in academic medical centers who are
forward-looking enough to place faculty vitality high on their list of priorities.

Diversity. Faculty members who belong to underrepresented minorities have
unique stressors in addition to those shared with their colleagues. Elise Cook and
Harry Gibbs specify in Chapter 8 that marginalization, lack of mentoring, limited
networking opportunities, social isolation, devaluation of their work, and lower
rates of promotion than those of the majority of the faculty are marked examples.
The authors examine the consequences of discrimination and other stressors not
only for careers, but also for morale and health.

Perspectives from the Humanities and Interpretive Social Science

Organizational culture. Each academic medical center has its particular organi-
zational culture, or shared pattern of basic assumptions about “how things are done
around here.” In Chapter 9, Kevin Grigsby describes some organizational cultures
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as conflict laden and competitive, while others value nurturing and mentoring.
More explicit attention to faculty health and wellness requires not only programs of
prevention and enhancement, but also changes in organizational culture needed to
promote faculty well-being.

The ethics of self-care. The medical academy’s primary ethical imperative may
be to care for others, but this imperative is meaningless if it is divorced from the
imperative to care for oneself. So argues Craig Irvine in Chapter 10. How can we
hope to care for others, after all, if we, ourselves, are crippled by ill health, burnout,
or resentment? Too often, however, this imperative remains unheeded by medical
academicians and ignored by professional ethicists. If they are to heed the self-care
imperative, medical academicians must turn to an ethics that not only encourages,
but even demands care of the self. An important resource can be found in narrative
ethics. Since narrative is central to the understanding, creation, and recreation of
our selves, we can truly care for our selves only by attending to our self-creating
stories. Narrative ethics brings these stories to our attention; so doing, it allows us
to honor the self-care imperative.

The humanities. From the perspective of scholarship in the humanities, faculty
health is closely tied to the question of meaning. In Chapter 11, Thomas Cole and
Nate Carlin explain that this focus is stated clearly in the definition of health put
forward by the AAMC task force in 1999: health is “not just the absence of dis-
ease but a state of well-being that includes a sense that life has purpose and mean-
ing.” Academic physicians and scientists come to their work motivated by the
values of science, compassionate care, service, and education. Yet current condi-
tions (especially the requirement to produce clinical income or grant funds) often
limit faculty’s ability to live up to their highest ideals of service and teaching, a
failing which creates cognitive dissonance. Cognitive dissonance in turn may lead
to cynicism, disillusionment, self-doubt, disease, and retreat from those ideals
that now seem so unrealistic. The humanities cannot “solve” these problems, but
they can help faculty and institutions understand and address them.

Reclaiming the call. In Chapter 12, Henry W. Strobel reminds us that since
antiquity, medicine has been a calling—a vocation dedicated to comforting, caring,
and curing. Yet contemporary financial pressures and challenges of the health care
delivery system combine to inhibit one’s ability to give to others, to enter into a
genuine relationship with patients. Medicine as a calling is undermined, a situation
resulting in a loss of heart in faculty and a loss of faculty in institutions. The health
and well-being of faculty and of institutions can be enhanced by making personal
and structural changes designed to connect faculty with meaning in work.

Supports and Interventions

Developing a faculty health program. Ellen R. Gritz, Janis Apted, Walter Baile,
Kathleen Sazama, and Georgia Thomas describe in Chapter 13 the beginnings
and subsequent growth of the faculty health program at the University of Texas
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M. D. Anderson Cancer Center in Houston, Texas. The program consists of prevention,
intervention, and response. The preventive aspect offers seminars on stress, burn-
out, resilience, human performance, and productivity, as well as skill-building in
meditation, relaxation, and mental fitness. Customized programming is given to
departments, chairs, and other faculty leaders, and faculty spouses. A Faculty
Assistance Program offers confidential psychological consultations off-site for
faculty and their families at no cost to them. The intervention and response pro-
grams put an institutional plan in place when an emergency or death occurs among
the faculty. Faculty health initiatives are enhanced by collaborations with other
institutional programs such as the comprehensive Faculty Development Program,
a Faculty Leadership Academy, a Women Faculty Program, an Office of
Institutional Diversity, an Ombuds Office, and an I'CARE program (Interpersonal
Communication and Relationship Enhancement).

Changing the culture in academic medicine. Establishing a better environ-
ment for the challenging work of academic medicine presents itself as a more
efficient way to aid faculty members than only targeting the people themselves.
In Chapter 14, Debra K. Litzelman and her colleagues recount a unique initiative
at the Indiana University School of Medicine that affected faculty well-being
through an effort at comprehensive cultural change. The initiative was based on
applying relationship-centered care not only to doctors and patients, but also to
all members of the academic community. Early efforts at cultural change focused
on the formal curriculum and on creating a broadly distributed written document
regarding the organization’s guiding professional values. Over a several year
period, a wide variety of programs were offered regarding personal formation
(knowing self), community formation (finding community), and cultural forma-
tion (creating value).

Conflict resolution. Several factors typical of academic medical centers contrib-
ute to significant potential for conflict among faculty. Examples of such factors
include competition for resources, financial strains, turnover in leadership, and a
negative climate for funding research. In Chapter 15, Anu Rao, Patricia Parker, and
Walter Baile review strategies for managing conflict in academic medical centers.
In addition, the authors present an approach developed at The University of Texas
M.D. Anderson Cancer Center that utilizes an organizational ombudsperson.

Programming for faculty health and well-being. Most institutions have not initi-
ated projects to change their culture in a substantial way, but some have initiated
programs to help faculty members gain knowledge, skills, and opportunity to sup-
port self-care. That effort itself frequently stands as strong indication of care on the
part of the institution. Faculty health programs may also gather data about sources
of stress, sources that leaders may then work to resolve at the institutional level.
Programming generally includes a range of offerings such as educational seminars
on methods of reducing stressful reactions, confidential psychological counseling,
meditation groups, and assessment tools and courses through a web site. Individual
departments may also take responsibility for providing programs aimed at promot-
ing stress reduction or increasing morale quite apart from what the formal faculty
health program offers. Indeed, surveying the faculty either by department or
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throughout the institution for their interests and needs creates a strong support and
guide for programming.

Setting Forth

The foregoing summaries can only hint at the richness of ideas, innovations, theo-
ries, and needs given in the full chapters ahead. It is hoped that reading them will
generate for the reader many new and interesting perspectives. These can then lead
to contributions not possible before this conversation was engaged.
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Chapter 2
Epidemiology

Daria Boccher-Lattimore

Abstract In this chapter we will review what is known about the health of aca-
demic medical faculty and the related morbidities and mortalities. How are these
experiences affected by gender, ethnicity, age, and cohort? What are the implica-
tions of an unwell academic faculty workforce? Other than the expected effect of
impairment and performance, recent studies have shown the relationship between
physician job dissatisfaction and less than optimal patient care. These results will
be summarized and highlight the personal, professional, and institutional impact of
faculty health.

Keywords Academic medical faculty, health status, mortality, morbidity, barriers
to care
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“Faculty health” is an elusive concept. While on the surface a seemingly obvious
notion, defining it in an inclusive and measurable way becomes challenging. Who
are medical and scientific faculty? And how do we define their health? Once one
answers these questions and identifies an operational definition, the challenge
becomes identifying available measures, as demonstrated in the example above.
Although there is a significant amount of published literature on subjects such as
stress and burnout among physicians (but not on scientists), this chapter addresses
the dimensions of faculty health more broadly.

There are nearly 125,000 full-time medical faculty in the United States, includ-
ing clinical specialists and generalists, and basic, behavioral, and social scientists
[1]. The majority (62%) are medical doctors; a quarter of them are Ph.D. or other
doctorate-level faculty; and 7% have dual degrees (M.D./Ph.D.). In order to meet
the institutional missions of the academic medical center, faculty divide their time
among research, teaching, and clinical duties to varying degrees. Recent changes in
the environment of academic health care settings, decreasing financial security, and
increasing demands on faculty have created an increasingly stressful environment
for the academic medical faculty member. Stress and workplace factors have long
been known to have ill effects on the workforce. However, little is known if and
how the changing academic environment has impacted the health of its faculty.

The definition of health has evolved from the biomedical definition of “the
absence of disease” to a multidimensional concept, which includes physical, social,
mental, and spiritual well-being. Indeed, some have argued that measures of signs
and symptoms of disease are not sufficient measures on health, rather functional
outcomes are necessary to truly understand a population’s health [2]. Yet as our
conceptualization of health has expanded, the availability of adequate measures of
such has lagged behind, particularly, as we seek to assess the health of a population.
Our most readily available indicators of a population’s health remain measures of
disease and its consequences, i.e., morbidity and mortality.

Indicators of a population’s health tend to come from three sources: vital statistics,
surveys/self-reports, and information on health services utilization. Vital statistics
provide us with counts on a population’s mortality and the incidence and prevalence
of some diseases. This information is often supplemented with survey data, which
range from large surveys of nationally representative samples to cohort studies focus-
ing on small well-defined populations. These surveys allow for measures of experi-
ences of distress and functioning and their impact on quality of life. Finally,
increasingly, researchers have turned to measures of health care utilization and health
practices as indicators of a population’s health.

This chapter will review the empirical literature on the mortality, morbidity, and
health practices of academic medical faculty.

Mortality

14,008
the # of published articles with “mortality” as a key subject heading
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While mortality data are gathered on a regular basis, the literature is sparse on the
mortality of academic medical faculty. Tens of thousands of articles address mortal-
ity and thousands are available focusing on medical faculty, yet no studies were
referenced in the medical literature by both keywords, “mortality” and “faculty,
medical”. This is a function of the sources of mortality data and the available meas-
ures of population subgroups. Larger vital statistic databases are the primary source
of mortality data. While these generally include measures of occupation, they do so
with generic (often census-based) categories. These data allow for, at best, a com-
parison of similar occupational categories, e.g., physicians and other professionals.
Further differentiation of occupational group is not possible; so, for instance, one
cannot distinguish between physicians practicing in the community from those
based in an academic medical center. Cohort studies are another source of cause-
specific mortality data, allowing for a focused analysis of a well-defined popula-
tion. However, these studies often lack external validity, i.e., have limited
generalizability to groups outside of the study population. In addition, mortality
data of physicians and academic medical faculty is limited by the fact that women
and minorities entered this workforce relatively recently; hence, available data are
insufficient for subgroup analysis.

One of the few comprehensive studies on all-cause and cause-specific mortality
among physicians was conducted by Frank et al. with a proportionate analysis of
data from the National Occupational Mortality Surveillance database [3]. The
National Institute for Occupational Safety and Health (NIOSH) maintains this data-
base of death certificate data with occupation information. The usual occupation of
the decedent is coded according to the Bureau of the Census classification system,
allowing for comparisons of mortality across similar job classifications.

The authors compared the proportion of deaths due to a specific cause in physi-
cians with the proportion of that cause of death in lawyers and all professionals. The
cause of death of physicians and other professionals over the age of 25 reported in
28 states between 1984 and 1995 were the basis of analysis. Analyses were gender-
and race-specific and were limited to those with a race/ethnicity of white or black,
due to small numbers of other races. However, data for women were not presented
because there were relatively fewer older women in the physician population.

Nearly four million deaths were reported of men aged 18-90 years and whose
race was either black or white: 204,365 white male professionals, 13,034 white
male physicians; 13,558 professional black males, and 347 black male physicians.

*Based on Ovid Medline MeSH search for journal articles published 1950 through January 2008
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Overall, white male physicians lived longer (73 years, mean age at death) than
lawyers (72.3 years), other professionals (70.9 years), and men in the general popu-
lation (70.3 years). A similar result was found among black males. Black male
physicians lived longer (68.7 years) than other professionals (65.3 years), men in
the general population (63.6 years) and lawyers (62 years). (Curiously, black male
lawyers had the youngest mean age of death.) Stark, is the racial disparity in mean
age of death, even among professionals. Black male physicians, while having the
highest mean age at death among black males, had a younger mean age of death
than all of the white male categories.

The overall finding that physicians live longer than others is not unexpected
given the high socioeconomic status associated with the profession. However, this
holds true even when comparing to professionals of assumed similar socioeco-
nomic status. The reasons for this are not known, but may be attributed to better
access to health care, more awareness of healthy behaviors and/or health practices.
These will be examined below.

Frank et al. examined cause-specific mortality as well. Such subgroup analy-
ses further reduced the sample size, so that cause-specific analyses concentrated
on that of the white male physician populations. In general, the most common
causes of death for white male physicians were similar to those in the general
population: heart diseases and cancers. Elevated rates of death among white male
physicians were found with accidents and suicide and drug-related causes.
A similar analysis of the limited number of white female physicians shows an
elevated rate of death due to drug-related deaths, suicide, and self-inflicted inju-
ries. Black male physicians only differed from other black male professionals in
a higher rate of diabetes mellitus-related deaths (but again the numbers were very
small in these subgroup analyses).

In a study to determine the relationship between occupation and death from
ischemic heart disease (IHD) (using the same database as Frank above), Calvert
et al. (1999) found racial differences for physicians as well [4]. In white-collar
occupations for black males, physicians had the highest proportionate mortality
risk from IHD for all professions; while white male physicians had a significantly
lower risk than their white-collar counterparts. These data further support the
preliminary findings that racial differences may exist in cause-specific mortality
among physicians.

Three earlier cohort studies support the conclusion that, in general, physi-
cians experience a lower cumulative mortality than their counterparts in the
general population [5-7]. Williams et al. (1971), in the earliest of these studies,
reported that the expectation at the time was, in fact, that physicians would expe-
rience an elevated level of mortality than the general public due to higher levels
of stress and longer working hours. Two of these cohort studies examined cause-
specific mortality [5]. In a cohort study of medical school graduates from two
California schools, Ullman et al. (1991) found elevated risks of suicide among
one cohort and elevated risk of death by accidents in both cohorts, compared to
the general US white male population [6]. In an analysis of young physician
deaths reported in JAMA over an eight-year period, Sankoff et al. found an



