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Doctors have better physical health but poorer mental health
than others. ' Their poor mental health may inevitably affect
their care of patients, and the epitaph of an Athenian
physician reads: "These are the duties of a physician. First to
heal his mind and to give help to himself before giving help to
anyone else."2 Yet a recent large survey of doctors in Britain
has shown that many of both sexes and all ages regret
becoming doctors.3 4

Studies in the United States have consistently shown high
rates of suicide among doctors.5`7 One study in California
reviewed all death certificates and showed that the yearly
suicide risk among doctors (79 per 100 000) was significantly
higher than that for lawyers (54 per 100 000) or architects (50
per 100 000) and twice as high as that for the general
population.6 The higher rate of suicide among doctors
compared with other professionals has also been confirmed in
Britain-and is particularly high for doctors practising in
Britain but born overseas.8 Most early studies of suicide were
conducted among male doctors, but recent evidence suggests
that the rate among women doctors is just as high. The only
other conditions for which -doctors have above average
mortality are accidental poisoning and cirrhosis of the liver.9

Vailiant et al followed up a large sample of college students
for 20 years and found that, compared with those in other
professions, doctors were more likely to have poor marriages;
to abuse alcohol; and to use sleeping pills, amphetamines, or
tranquillisers."' A study in Scotland showed that doctors were
treated for affective disorders and drug and alcohol addiction
twice as often as socially matched controls." A 10th of doctors
may be impaired, and substance abuse is about 30 times as
common as among the general population.9

Various hypotheses have been advanced to account for the
high psychiatric morbidity among doctors. Desole et al
argued that medical associations do not act as supportive
groups and leave their members to deal alone with ever
increasing demands, possibly predisposing doctors to depres-
sion and suicide.'2 Another group noted that two fifths of the
doctors who killed themselves had been dependent on drugs
and argued that doctors may fall into a vicious cycle of anxiety
and depression interspersed with drug induced euphoria.5
Cramond found that doctors were more anxious than
members of the general population and suggested that the
sources of anxiety concerned difficulties with diagnosis and
treatment, the deaths of children, and the impact of work on
family life.'3 Psychodynamic issues have also been invoked,

including doctors' obsessional traits and guilt, their omni-
potence, and their fear of strong emotions towards patients,
causing a retreat to cold and mechanistic relationships.'4 By
examining the personalities and backgrounds of doctors with
marital and addiction problems Vaillant et al concluded that
adjustment before medical school, not just occupational
stress, was important.'5 They warned, however, that good
doctors might come from troubled backgrounds and sug-
gested that selection committees should not be biased against
those with such backgrounds.

Undoubtedly, the medical career structure is an important
source of stress.'6 The job insecurity, the frequent need
to move, and the prolonged postgraduate training make
medicine a uniquely difficult career.3 Junior house doctors
have unacceptably high degrees of stress and depression,
which correlate with overwork, poor relations with consult-
ants, and adverse effects on their personal lives. " Ironically,
those who are most empathic are the most at risk.'7 Doctors
born overseas have to contend with the added strain of
separation and adjustment to an unfamiliar culture, which
combined with their difficulty in obtaining posts increases
their vulnerability.
The first step in responding to the high prevalence of

mental illness among doctors is recognition of the fact within
the profession, which has happened in some countries."'-'" An
overall change in attitude is needed so that the stigma may be
removed from mentally ill doctors.

Individual doctors should be aware that the support of
friends and family protects against attempts at suicide.20
Doctors who become ill merit as much vigilance and compas-
sion from their colleagues as other patients. Doctors are
widely thought to make poor patients, and those treating
colleagues should adhere to standard treatments and follow
up.
Programmes for responding to sick doctors have been

created in many countries and include educational and
counselling components. A national counselling scheme for
sick doctors was set up in Britain in 1985,2122 and a special
telephone line to make contact with the service (01 580 3160)
receives a call about every three days. Doctors may refer
themselves or seek advice about colleagues with complete
confidentiality, and about a quarter ofthe calls come from sick
doctors themselves.2' Probably only a small proportion of
the sick doctors in Britain are put into contact with the
programme, and those running the service have recognised
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Mental illness in doctors

Common and demands a coordinated response
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that its "true effectiveness as a preventive and therapeutic
agent remains unknown because of the strict secrecy sur-
rounding its operations."
Thus although this service is to be valued, it will probably

not be sufficient. Other measures, including real career
reforms, will be necessary.
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Hairy leucoplakia

Three quarters of patients develop AIDS in two to three years

Hairy leucoplakia is a clinical entity that is particularly seen
on the lateral border of the tongue in those who are at risk of
developing AIDS.' Prompt recognition of the condition is
important as it is one of the early signs of infection with HIV
and some three quarters of those affected develop AIDS
within two to three years. Hairy leucoplakia was first
observed among male homosexuals in the United States,' but
it also affects patients belonging to other risk groups,
including intravenous drug abusers,"3 recipients of blood or
blood products,4 patients with haemophilia, and female
partners ofmen infected with HIV.45

Clinically hairy leucoplakia appears as an asymptomatic,
greyish white to white, most often corrugated, or, rarely,
hairy, lesion on the tongue either unilaterally or in most
instances bilaterally (figure).6 Although this is the classic
presentation, minor degrees of hairy leucoplakia may be
present as barely discernible white areas on the posterolateral
lingual border; these areas may escape attention without a
thorough clinical examination. In contrast, hairy leucoplakia
may present as large, atypical plaque like lesions or spread
downwards on to the ventral surface of the tongue, where it
usually has a flat appearance. It has also been described on the
floor of the mouth, the buccal mucosa, and the palate,67
although it has not been shown in either vaginal or anal
mucosa. 8

Several intraoral lesions clinically resemble hairy leuco-
plakia. The differential diagnosis includes chronic hyper-
plastic candidosis, pseudomembranous candidosis (which is
common among those at risk of AIDS), lichen planus, idio-
pathic leucoplakia, tobacco associated leucoplakia, geo-
graphic tongue, "galvanic" lesions, and occlusal trauma.
Histological Examination of hairy leucoplakia shows a thick
epithelium with hyperparakeratosis, hair-like projections of
keratin, areas of koilocytes (ballooned cells with clear,yto-
plasm), and pycnotic nuclei surrounded by an empty alo.
Abundant hyphal elements of yeasts may be seen in the
superficial epithelium.36 The subepithelial connective tissue
is free of or contains a few inflammatory cells.39
A viral aetiology has been proposed for hairy leuco-

plakia,°"" and some researchers have shown both Epstein-

Barr virus and human papillomavirus in the lesions,' 12
whereas others have found only Epstein-Barr virus.' '03 HIV
has not been recovered from tissues taken from hairy
leucoplakia. The candidal hyphae within the epithelium and
the isolation ofcandida from the surface may imply that'yeasts
are important in the pathogenesis of hairy leucoplakia, but
antifungal treatment eradicates the fungal elements without
causing the lesion to regress.69

Hairy leucoplakia on the lateral border ofthe tongue

Antiviral agents have been used successfully in treating
hairy leucoplakia. Oral'4 or topicall acyclovir and trisodium
phosphonoformate (Foscarnet)'5 have caused the lesions to
regress in many patients, lending further credence to the viral
aetiology of hairy leucoplakia. Topical tretinoin has led to
resolution of the lesions in one case,'6 and ganciclovir in
anotheF.'7 None the less, the best treatment for hairy
leucoplakia remains unknown as there are no controlled trials
of any antiviral agent and relapses and remissions occur
spontaneously in many patients who apparently recover.
The sinister importance of hairy leucoplakia was shown in a

cohort of 123 patients with the disease: half developed AIDS
within 16 months after diagnosis and four fifths within 30
months.'8 Thus the appearance of hairy leucoplakia has been
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