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Abstract
OBJECTIVE : Common mental disorders are prevalent in medical doctors, especially in female. In Mexico,
there are many studies showing that medical students and residents present a higher frequency of
depression compared to the general population, however there are no studies in medical doctors at a later
stage. A questionnaire was sent in an online forum for physicians that are mothers based in Mexico with
the objective of estimating the point prevalence of depression among this group. The questionnaire
included the Hospital and Anxiety Scale (HAD-S) which assess symptoms of depression. A cut-off score
of ≥8 or use of antidepressants was used to de�ne depression. RESULTS : A total of 1170 physicians
that are mothers were included in this study. The point prevalence of depression was 10.9%. The group
that had depression smoked more and took more sleeping pills that the group that did not present
symptoms of depression. The point prevalence of symptoms of depression in this group of physician in
Mexico was estimated to be of 10.9%, which is similar to what is seen in the general population but lower
than the estimates for medical interns and residents.

Introduction
Depression is characterized by persistent feeling of sadness, loss of interest, change in appetite, sleep
disturbance, loss of energy, and neurocognitive dysfunction. Other symptoms include loss of con�dence
and self-esteem, inappropriate guilt, and thoughts of death and suicide [1].

Physicians have a higher risk of developing mental disorders such as depression compared to the general
population [2]. Several factors have been proposed to explain this predisposition: a large patient to
physician ratio, multiple on-call hours, insu�cient sleep, grueling hours of lecture, di�culties with
disclosure and �nancial burdens in form of student loans [3]. Women physicians have been seen to have
a higher risk of depression compared to their male colleagues. Some sources of stress that are unique to
or more prevalent amongst female professionals includes: minority status/discrimination, lack of role
models and support, role strain, the dual career-couple and pregnancy/motherhood [4]. 

Depression is highly prevalent throughout the world and the prevalence has increased over time [5]. The
prevalence is approximately two times greater in females compared to males [6]. The World Health
Organization estimated a point prevalence of depression in the general population to be 1.9% for men
and 3.2% for women [6]. However, other studies have shown higher estimates. For example, a nationally
representative survey showed a point prevalence of 7% in the United States, and in Mexico 15% [7,8]. 
These estimates vary depending on age, sex ratio and the diagnostic criteria used.

Studies have suggested that physicians have higher rated of depression when compared to the general
population  [7].  Concerning the prevalence of depression in physicians, most studies have focused on
medical students, interns and medical residents. Mata et al 2015 conducted a meta-analysis with the
objective of providing a summary estimate of depression among resident physicians. The overall pooled
prevalence was of 28.8% (95%CI 25.3-32.5%).The prevalence of depression varies between studies,



Page 3/8

ranging from 20.9% to 43.2% depending on the instrument used [9]. In this meta-analysis there were only
2 studies included from Mexico [10,11] that were cross-sectional. They both included less than 100
medical or surgical residents. One estimated the prevalence to be of 16.2% (95% CI8.9-26.2) [10]  and the
other estimated a prevalence of 44.4% (95% CI 34-55.3) [11].

The objective of this study is to estimate the point prevalence of symptoms of depression in a large
sample of physicians that are mothers with different specialties in Mexico.

Methods
Data for the analyses were obtained from a questionnaire launched in March 2017 in an online forum for
Mexican women physicians who were mothers. Informed consent was requested at the beginning of the
questionnaire, based on guidelines from www.who.int. This emphasized participation was anonymous
and voluntary.

The questionnaire contained forced-choice and open-ended questions that asked respondents to express
their views. We collected information on age, marital status, professional details, medication used,
childbearing, health and well-being.

Symptoms of depression were assessed using the Depression subscale of the Hospital Anxiety
Depression Scale (HADS-D) [12]. This scale is validated and reliable self-report measures of symptoms of
depression.  The HADS-D consists of 7 items with scores ranging from 0 to 21. Higher scores indicate
more symptoms  of depression. A cut-off score of  ≥8 was used, indicating a possible major depression
or clinical anxiety disorder. Depression was de�ned as a higher score of  ≥8 in the HADS scale or use of
an antidepressant.

Point prevalence was calculated as the number of persons with symptoms of depression divided by the
total number of participants multiplied by 100. Con�dence intervals were constructed using the exact
Clopper-Pearson [13].  Categorical and continuous data were summarized by frequency and percentage,
and mean and standard deviation (SD), respectively. Some answers were strati�ed by medical specialty.
Statistical Analyses were conducted using the SAS System, version 9.3.

Results
A total of 1170 physicians that are mothers were included in this study. The mean age was 36.1 (SD 5.1),
all were females and were mothers. A total of 6.2% had a score of ≥8 in the HADs scale. The point
estimate of depression was estimated to be of 10.9%.

Table 1 shows that the individuals with depression smoked more (16.5% vs 9%) and took more sleeping
pills (21.3% vs 3%) than the individuals that did not have depression. It was also observed that the
individuals without depression did more exercise than the depressed individuals, although this estimate
was not statistically signi�cant (38.3% vs 30.7%

http://www.who.int/
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Table 1. General Characteristics of the population

  N Total =
1170

No Depression
(N=1043)

Depression
(N=127)

p value

Age (SD) 36.1 (5.1) 36 (4.9) 37 (6.3) 0.04*

Smoking
daily

9.8% 9% 16.5% 0.01*

Alcohol daily 12.7% 12.2% 17.3% 0.70

Coffee daily 69.4% 69.9% 65.4% 0.17

Sleeping pills 5% 3% 21.3% 0.00* 

Exercise 37.4% 38.3% 30.7% 0.06

Depresion= symptoms of depressions of antidepressives, SD= Standard Deviation, p=
statistically significant

Discussion
The point prevalence of depression in this large study, which included 1170 physicians that are mothers,
was estimated to be of 10.9%. It was observed that the participants that had depression smoked more
and took more sleeping pills that the individuals without depression.

This estimate is similar to what has been reported in the general population in Mexico [8].  However it is
lower than what has been observed in a world wide meta-analysis of physicians which estimated that
28.8% (95%CI 25.3-32.5%) [9].

The �nding that smoking and use of sleeping pill is higher in the depressed group is not new. There are
many studies that have reported a comorbidity between depression and smoking; and between
depression and sleeping disorders. [15,16]  In relation to smoking, there are several hypothesis for the
correlation included that individuals smoke to alleviate the symptoms of depression, that smoking
increases the risk of depression and that there are common genes between addiction and depression.
[16]  In any case, there are more risks than bene�ts from smoking, it has been seen that smoking
accounts for the reduction of life expectancy associated to mental illness [17].

In relation to sleeping, there is causal relationship between sleep and emotional brain function. There is
evidence that nearly all of the patients with depression have one or more sleeping abnormalities [18]. 
Even though considerable progress has been made in understanding the relationship between sleep and
affective brain function, there is much yet to understand. Physicians [18] have access to prescription
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medications and it is common to take sleep pills without a proper diagnoses. A survey of women doctors
showed that although almost 50% believed they had met the criteria for mental illness, they had not
sought treatment because they felt they could manage it on their own or were fearful of reporting it to
their institutions [19]. It is important to underline that if a person has sleeping and/or mood changes they
should contact a specialist to evaluate if a sleeping disorder is causing the depression, or the depression
is causing the sleeping disorder. In any case, both disorders should be treated, as they are risk factors for
other life threatening diseases.

There is based evidence that physical activity is both a risk factor and a treatment strategy for
depression. However, the evidence for e�cacy of physical activity has not translated into guidelines, and
clinicians have often neglected physical activity as a therapeutic target [20].

Other publications such as a meta-analysis of results from randomized controlled clinical trials
concluded that exercise is highly effective as a treatment intervention in depression [21]. What we still
need to investigate is if changes in life-style caused depression or depression lead to changes in life-style.

In conclusion, there is evidence that physicians have the same prevalence of depression as the general
population. However physicians have access to prescription medications, and they tend to auto-medicate
themselves. Drug overdose is the most common suicide method, and is used signi�cantly more often by
physicians than the general population [22]. Physicians have a greater risk for suicide, and depression is
one of the major risk factors [23]. Compared to the general population, suicide is reportedly 40% higher in
men and 130% higher in women doctors [24].  Physicians seek professional treatment less frequently and
abuse substance more frequently [25].  Physician depression may be under recognized and not
adequately treated. Suicidality may be reduced by better detection and adequate treatment of depression
and other mental health problems [26].

LIMITATIONS

A limitation of this study is that that depression was assessed using a self-reported inventory rather than
gold-standard diagnostic clinical interviews. While the use of self-report questionnaires is widely accepted
in epidemiological studies [17], self-report scales do have their limitations. Items and answer scales differ
between the different depression scales and therefore the estimates differ among the different population
studied. Another limitation is that we included in our depression de�nition individuals that were taking
antidepressants. Antidepressants are also used to treat obsessive-compulsive disorders, anxiety, or post 
traumatic stress disorder; therefore there is a chance that some of the participants were taking
antidepressants to treat these disorders. These limitations have to be taken into account when comparing
with other populations.
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