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 Abstract: Background and aim. Former studies demonstrated the physical and mental 
vulnerability of psychiatrists, especially for depressive and addictive disorders. We hy-
pothesized that the depressive symptomatology has an impact on the psychological morbid-
ity, risk factors, and somatic morbidity. Methods. In 2006 a questionnaire survey was con-
ducted among Hungarian psychiatrists, and data was collected from 160 females. Depres-
sive symptomatology was measured by the shortened Beck Depression Inventory. The oc-
currence of certain illnesses was checked by a disease list consisting of 39 items. For meas-
uring burnout the Maslach Burnout Inventory was used. Results. One fifth of the sample has 
depressive symptoms. The outcomes of the single variable analysis show significant strong 
correlation between depressive symptomatology and the dimensions of burnout, overload, 
stressful situations, regular use of anxiolytics and antidepressants, and working hours ex-
ceeding 8 hours per day. There is a significant correlation between depressive symptoma-
tology and the prevalence of respiratory diseases, allergy, gastrointestinal diseases, skeletal 
and muscular diseases.Conclusions. The presence of depressive symptoms may be mediat-
ing factor in the development of chronic diseases. The nature of the psychiatric profession 
can also have a determining role in the high prevalence of depressive symptoms, especially 
the high level of emotional overload. 
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Introduction 
The health of physicians and their physical and mental health has be-

come an important research area in the past decades. The initial surveys con-
centrated on the comparative study of health and disease indices between 
medical professionals and lay people, in the last decades on the issues related 
to mental health. At the same time, a new direction of research has brought 
into focus the happiness/unhappiness of physicians. Job satisfaction, the 
burn-out syndrome, and the phenomenon of leaving the medical profession 
become of central importance. The relationship between mental illnesses and 
job satisfaction stands out as an important association [1]. The psychological 
problems of medical professionals are of great importance since according to 
WHO predictions the prevalence of depression will increase to such an ex-
tent that it will become one of the leading illnesses by 2020. Thus the physi-
cal and mental health condition of health professionals is a very important 
issue [2].  

Previous studies indicated that there is no significant difference be-
tween the health indices of male and female physicians, and those of the 
population [3,4,5,6]. At the same time, prevalence studies suggested that 
physicians are to be considered a risk group for mental health problems. 
One-third of physicians has some kind of mental health disorders, while in 
the general populations the ratio is one-fourth/one-fifth [6,7,8].  

Anxiety and depression are prevalent mental health problems. The 
high level of stress leads to anxiety in the case of almost one-third of physi-
cians. Depression affects nearly 20% of doctors. It is prevalent especially 
among female physicians: prevalence of depression across the life span in the 
general population is 25%, while among female physicians is 39% [9]. 

Anxiety and depression are often associated with excessive alcohol 
consumption. The development of substance use disorders (alcohol and 
drugs) among doctors is similar to that in the general population. However, 
prescription drug abuse among physicians is higher than in the general popu-
lation, which is partly explained by the easy access to medication. At the 
same time, the misuse of drugs is lower among dentists and pharmacists [9]. 
All these problems (anxiety, depression, regular alcohol consumption, drug 
abuse) are factors associated with high suicide rates in doctors. In 2004, in a 
meta-analysis Schernhammer and Colditz [10] found that the suicide rate for 
male physicians was nearly 1.5 times higher, and for female physicians more 
than twice higher compared to the general population. 

Our own survey results also supported the mental vulnerability of 
psychiatrists. In our study the focus was to map the morbidity indicators 
among female professionals working in psychiatry [11]. In this study we 
compared the health indicators of female psychiatrist sample with that of a 
control group including representative female doctors and female profession-
als. We found that the female psychiatrist sample had higher chronic disease 
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score. Compared to the control group, female psychiatrists smoke more, use 
more anxiolytics, do less physical exercise, and consume more alcohol. They 
indicated higher level of depression, and the prevalence of suicide thoughts 
and attempts is also higher in comparison to the control group. 

These outcomes encouraged further studies: in our present research 
we aimed at examining the prevalence of depressive symptoms and their 
impact on women psychiatrists’ health. Many international studies support 
the psychological vulnerability of female physicians. However, Hungarian 
studies demonstrate both physical and psychological risks. Based on our pre-
vious surveys, we hypothesize that the depressive symptomatology has an 
impact on the somatic health indicators of female psychiatrists. 

We have not found any research conducted in the Hungarian popula-
tion that focused on the relationship of somatic and psychological morbidity 
of female psychiatrists, or on background factors of their psychological mor-
bidity. Thus, the analysis of the associations between psychological morbid-
ity and risk factors, respectively their relationship with somatic morbidity 
seems justified. 

 
Methods 
Sample 

In 2006 a questionnaire survey was conducted upon request from the 
Hungarian Psychiatric Association, and data was collected from 220 persons. 
On the one hand, participants were recruited by using the database/mailing list 
of the Hungarian Psychiatric Association and they received the questionnaire 
by regular mail. On the other hand, participants of the annual conference of the 
Hungarian Psychiatric Association were asked to fill in the questionnaires on 
voluntary basis (hereafter: sample). Our research work was performed with the 
cross-sectional survey method of epidemiological studies. 

The sample included 160 women. The average age of interviewees 
was 46.1 (±12.9) years. The sample is composed by psychiatrists (57.0%), 
psychiatric residents (25.3%), psychologists (10.1%), other physicians 
(4.4%), employees in the social sphere (0.6%), and 2.5% of interviewees 
denoted “other” (in our article we refer to the sample as women psychia-
trists). 

From the aspect of work place, the greatest proportion of the sample 
(36.3%) works in hospital (Table 1).  
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Table 1. Socio-demographic factors, depression and anxiety perceived by inter-
viewees 

Variable  N (%) 
Total sample  160 (100) 
Age (years)  
 <30 26 (17.0) 
 30-39 21 (13.7) 
 40-49 38 (24.8) 
 50-59 45 (29.4) 
 ≥60 23 (15.0) 
Partner/spouse  
 Yes (has) 113 (70.6) 
 No (doesn’t have) 47 (29.4) 
Children  
 No (doesn’t have) 51 (32.3) 
 Yes (has) 107 (67.7) 
  1 33 
  2 50 
  3 14 
  ≥4 9 
Type of work place  
Clinic 24 (15.3) 
Hospital 57 (36.3) 
Specialized clinic 
Private clinic 
University/College 

36 (22.9) 
16 (10.2) 

11 (7.0) 
Own company 3 (1.9) 
Other  10 (6.4) 
 
Measures 

Variables describing age, sex, type of work place, marital status and 
number of children were analyzed relating to the demographical status. For 
measuring depressive symptomatology we used the shortened Beck Depres-
sion Inventory [12,13,14]. The answers of the shortened version: 1 – strongly 
disagree, 2 – disagree, 3 – agree, 4 – strongly agree. In a former Hungarian 
sample the Cronbach’s alpha was 0.85, which indicates high consistency 
[15]. The total scores of the shortened Beck Depression Inventory were con-
verted to the original version (total score/9x21). Four depression categories 
can be distinguished based on the obtained value: 0-9: depressive symptoms 
are not characteristic; 10-18: mild depressive symptoms; 19-26: moderate 
depressive symptoms; above 26: severe depressive symptoms. We created a 
two-category variable of the shortened Beck Depression Inventory: 0: no 
depression (scores 0-9), 1: mild, moderate, severe depression (scores 10 and 
above). In our study the Cronbach’s alfa of BDI is 0.83. 

We checked the occurrence of certain illnesses with the help of a dis-
ease list consisting of 39 items (e.g. tumorous diseases, depression, myocar-
dial infarction, gastric ulcer). The respondent had to consider the groups of 
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disease from four aspects: 1. has been examined for the respective illness, 2. 
has ever been treated for any of the diseases on the list, 3. is taking any 
medicine due to an illness, 4. the number of sick days in the past year due to 
disease. When examining the disease structure, we analysed the “have you 
ever been treated for an illness” question in a dichotomous way (yes/no). 

We used the following measures to analyse the background factors. 
For measuring burnout we used the Maslach Burnout Inventory – MBI [16]. 
It contains 19 items, and measures burnout on three dimensions (emotional 
exhaustion, depersonalisation, reduced personal accomplishment/lack of 
efficacy). Participants indicate on a 7-point Likert scale (from 0 to 6) how 
often they experience certain emotions related to their work. 

Sleep disorders were measured with an item of the modified version 
of the Sleep Disorders Scale (the Hungarian version of the shortened Athens 
Insomnia Scale [17, 18]). The question we used was: “Have you had sleep 
related problems occurring three times a week in the past month?” The an-
swers were analysed in a dichotomous way: 1. does not cause any problems, 
or causes mild problems, 2. causes significant or severe problems. 

Furthermore, it was important to study the stressful, difficult situa-
tions and overload occurring in the course of work. This was measured by 
the questions “How often does a stressful, tense situation occur during work? 
How often do you feel overloaded?” Respondents answered on a 3-point 
scale: 1. not characteristic at all, 2. characteristic, 3. most characteristic. 
When converting the variable we created two categories: not characteristic, 
and (most) characteristic. Apart from these we examined the average daily 
working hours (<8 hours) and the use of eventual anxiolytics/antidepressants. 

Age, smoking and body mass index (BMI) were included in the mul-
tivariate analyses as control variables. 

 
Statistical methods 

Descriptive statistical methods were used to calculate the prevalence 
of depression and other diseases. We analysed the relationship between de-
pression and other diseases by using independent samples T-test and deter-
mining correlation coefficients. When examining the relationship between 
depression and background factors, we used either chi-square tests or inde-
pendent samples T-test depending on whether variables were continuous or 
dichotomous, respectively. 

We examined the potential predictive relationship of depression, 
smoking, other sociodemographical stressors and diseases with binary re-
gression analysis. The direction and strength of the relationship between the 
dependant variable (diseases) and the explanatory variables significantly 
correlating with the dependant variable (e.g. smoking, age, BMI, type of 
work place) were examined by determining the odds ratio, the 95% confi-
dence intervals, and the significance level. The statistical analyses were per-
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formed with SPSS 15.0 program package. We analysed the co-occurrence of 
scales with Pearson’s correlation and the 95% significance level (p<0.05) 
was accepted as reliability criterion. 

 
Results 
Our results show that 21.7% of psychiatrists suffer from mild, mod-

erate, or severe depression according to the BDI (Table 2). 
 

Table 2. Prevalence of depression 

Variables N (%) 
Beck  Depression Inventory  
Normal 123 (78.3) 
Mild 19 (12.1) 
Moderate 10 (6.4) 
Severe 5 (3.2) 

 
By examining the somatic morbidity indicator we found that partici-

pants mostly suffer from depression (28.0%), the second most prevalent dis-
ease being muscular diseases (25.6%), followed by allergic disorders 
(25.2%). A number of interviewees (14.6%) reported intestinal problems, 
9.6% respiratory diseases, and 5.8% gastric complaints (Table 3).  

 
Table 3.  Prevalence of somatic diseases 

Diseases has/had (%) Doesn’t have/never had (%) 
Respiratory 15 (9.6) 142 (90.4) 
Allergic 39 (25.2) 116 (74.8) 
Gastric 9 (5.8) 147 (94.2) 
Intenstinal 23(14.6) 134 (85.4) 
Muscular 40 (25.6) 116 (74.4) 

 
We found significant correlations between BDI scores and psycho-

logical, somatic disorders. Moderate correlation was found between respira-
tory disorders, allergy, and intestinal disease. There was low correlation be-
tween depression and gastric, or muscular diseases (Table 4). 

 
Table 4. Relationship between depression and psychological, somatic disorders 

Variables Beck Depression Inventory, t (df) 
 

Respiratory disorders 
Allergic disorders 
Gastric disorders 
Intestinal disorders 

 

2.43 (153)** 
2.49 (151)** 

1.98 (152)* 
2.58 (153)** 

Muscular disorders 1.99 (152)* 

* p< 0.05; ** p< 0.01  
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Thereafter we mapped the potential variables in the background of 
depressive symptomatology. When examining the background variables, we 
found that the results support our hypothesis: there is strong correlation be-
tween emotional exhaustion, sleep disorders, respectively overload, and de-
pression. Besides, lack of efficacy, the third dimension of burnout, also 
showed strong correlation with depressive symptomatology. Moderate corre-
lation was found between depression and depersonalization, fatigue, use of 
anxiolytics, average work time, and stressful situation. Use of antidepressants 
is in low correlation with depression (Table 5). 

 
Table 5. Correlation between depression and background variables 

Variables Beck Depression Inventory 
Pearson correlation coefficient, t (df) 

Emotional exhaustion 
Depersonalization 
Lack of efficacy 
Sleep disorders 

0.509*** 
0.263** 

-0.525*** 
4.062 (154)*** 

Fatigue 
Use of anxiolytics 
Use of antidepressants 
Average work time 
Overload 
Stressful situation 

-0.257** 
3.542 (155)** 
2.212 (155)* 

0.225** 
0.404*** 

0.228** 

* p< 0.05; ** p< 0.01; *** p< 0.001 
 
In the next step we examined the relationship between depression 

and somatic diseases with the help of multivariable analysis. By performing 
binary logistic regression we analysed the two-category variable of chronic 
disease occurrence as dependent variable, the explanatory variables being 
age, smoking, BDI score, and type of work place. After examining the im-
pact of control variables, the depression symptomatology proved an explana-
tory factor in the case of muscular and intestinal diseases, allergy and respi-
ratory disorders (Table 6).  
 
Table 6. Correlation between chronic diseases and depression in multivariate 
analysis 

Dependent variable Exp (B) P* confidence interval  
95% 

Muscular system disorders BDI 1.046 0.063 1.019-1.116 
Gastrointestinal disorders BDI 1.063 0.013 1.012-1.981 
Allergic disorders BDI 1.064 0.008 1.009-1.136 
Respiratory disorders BDI 1.094 0.014 1.009-1.136 

p<0.05 controlled for age, smoking, and BMI 
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Discussion 
It is important to note that our sample is not representative, the 25-35 

age group is overrepresented. Our results can be interpreted as tendencies, 
and they provide information only about the sample. In our exploratory work 
we analyzed the prevalence of depressive symptomatology, that of somatic 
diseases related to depression, and the impact of potential background vari-
ables of depressive symptoms. 

The results demonstrate that one fifth of the sample has depressive 
symptoms. The outcomes of the single variable analysis show significant 
strong correlation between depressive symptomatology and the dimensions 
of burnout, overload, stressful situations, regular use of anxiolytics and anti-
depressants, and working hours exceeding 8 hours per day. 

An important result is a significant correlation between depressive 
symptomatology and the prevalence of the following chronic diseases: respira-
tory disease, allergy, gastrointestinal disease, skeletal and muscular diseases. 

We also analysed the relationship of chronic diseases and depressive 
symptomatology by multivariable analysis. The binary logistic regression 
analyses show that after controlling for the traditional risk factors depression 
proved to be an explanatory variable in the case of muscular, intestinal, al-
lergy, and respiratory diseases.  

The presence of depressive symptoms presumably act as mediating 
factor in the development of chronic diseases, since in the background of 
depressive symptoms we find the most important stress factors of the psychi-
atric profession (long working hours, great emotional overload, stressful 
situations). According to international data there is a significant relationship 
between depressive symptomatology and the chronic diseases we studied 
[19,20,21,22,23,24,25]. It is also important to emphasise that depressive 
symptoms can be predictors of diseases themselves, while occurrence of 
chronic diseases can also increase the prevalence of depressive symptoma-
tology. Depressive symptoms are in themselves predictors of diseases pre-
sumably. However, they have an impact through several self-destructive hab-
its associated with them (e.g. smoking, use of anxiolytics). 

According to our former study involving a representative sample of 
female physicians the background factors of depressive symptoms show 
similar patterns: the overload component of emotional exhaustion in the 
burnout syndrome, respectively sleep disorders significantly correlate with 
depression [26]. However, there is a significant difference in comparison to 
the sample of female psychiatrists, i.e., in their cases the depressive symp-
toms did not suggest correlations with the indicators of somatic morbidity. 
These results reinforce our hypothesis that female psychiatrists constitute a 
group of higher mental and somatic vulnerability compared to other medical 
professions. Similar results can be found in a study presenting female psy-
chiatrists and other female doctors, where the female psychiatrist group 
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showed significant personality and professional differences [27]. Other stud-
ies describe the increasing self-medication emerging among psychiatrists, 
which are – also in the case of depressive symptoms – not appropriate in 
many cases [28]. 

Beyond these the nature of the psychiatric profession can also have a 
determining role in the high prevalence of depressive symptoms: high level 
of emotional overload, personality “as work tool”, little positive feedback 
can increase both burnout and depressive symptoms. Exploring the back-
ground factors of increased vulnerability requires further studies. It is worth 
to emphasize the harmony of the individuals and their work environment as 
well as on individual personality factors. 
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sive symptomatology was measured by the shortened Beck Depression Inventory. The oc-
currence of certain illnesses was checked by a disease list consisting of 39 items. For meas-
uring burnout the Maslach Burnout Inventory was used. Results. One fifth of the sample has 
depressive symptoms. The outcomes of the single variable analysis show significant strong 
correlation between depressive symptomatology and the dimensions of burnout, overload, 
stressful situations, regular use of anxiolytics and antidepressants, and working hours ex-
ceeding 8 hours per day. There is a significant correlation between depressive symptoma-
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