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Abstract
Objective The objective was to determine and compare demographic features, professional activities and adversities, physical
health conditions, and self-care behaviors related to the most frequently self-reported mental health problems among psychiatrists
and psychiatry trainees.
Methods A cross-sectional, retrospective, comparative study was conducted on a total of 330 (48.2%) psychiatry trainees and
355 (51.8%) psychiatrists from Mexico through an online survey. Demographic features, professional activities and adversities,
physical and mental health problems, self-care behaviors, and social support were examined. Comparative analyses and multiple
logistic regression models were performed.
Results Major depression, anxiety, and burnout were the most commonmental health problems reported with a higher frequency
of anxiety disorders in psychiatry trainees. Being a woman, having a physical health problem, and lack of restful sleep were the
main risk factors in both groups. Consultation in the government sector and having patients with severe suicidal ideation affected
more psychiatry trainees. Perceived discrimination and inadequate eating schedules were risk factors for mental health problems
for psychiatrists.
Conclusion Psychiatry trainees constitute a vulnerable group for anxiety disorders. Particular attention should be paid to how
students cope with the training experience to determine whether additional support is required. These professionals face major
stressors leading to a high prevalence of depression, burnout, and anxiety. Encouraging psychiatrists to have better health habits
is a step in the right direction, which must be accompanied by tangible organizational avenues to do so and creating a culture that
truly promotes self-care.
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Physicians are at a greater risk of developing psychiatric mor-
bidities due to the high levels of stress resulting from the
significant physical and psychological pressure related to their
health care activities, in addition to personal pre-existing vul-
nerabilities (such as their personal and family history) [1].
Some studies suggest that the competitive culture and

prioritization of others, an intrinsic feature of the medical pro-
fession, can lead to the emergence of mental health problems
[2]. The field of psychiatry contributes several unique
stressors and risk factors to the development of mental health
problems, including depression, anxiety, suicide, and burnout
[3, 4] as psychiatrists care for people with illnesses that are
often chronic and incurable [5]. They must cope with patient
violence and suicide, stigma, and limited resources as well as
increasingly complex administrative and legal frameworks re-
lated to their practice. In Mexico, there are six health care and
insurance systems, with separate health facilities, pharmacies,
and unions. This includes an employer-sponsored system part-
ly subsidized by the government and another five government
health care systems that include government workers, workers
from the national oil company, and the military. There is also
an active private insurance health care system. Unfortunately,
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there is little coordination among these health care systems [6]
that may particularly affect psychiatry trainees as in the gov-
ernment sector most of the clinical activities are largely staffed
by trainees in addition to their role as students. On the other
hand, psychiatrists working in the private sector may neglect
their personal care by saturating their time with multiple
consultations.

Psychiatrists report a higher impact on their level of distress
caused by the doctor-patient relationship than other physicians
[7, 8]. The nature of the psychiatrist-patient relationship is
unique among medical specialties, as psychiatrists themselves
become “tools” in their profession, which likely allows emo-
tions to intensify or to be affected in the context of their clin-
ical work [9]. Psychiatrists’ ability to identify and handle emo-
tions provides greater awareness of and sensitivity to human
suffering, while dealing with troubled people continuously
over extended periods of time makes them more vulnerable
to vicarious trauma and compassion fatigue [10]. Moreover,
most psychiatrists experience stressful adversities related to
their clinical practice such as attacks by violent patients or
hostile relatives of patients, and as a result of managing pa-
tients with severe suicidal ideation [9, 11] or experiencing
patient suicide [12]. They also may face additional strains that
increase their risk of mental health problems such as excessive
work hours, litigations, a generally solitary professional prac-
tice coupled with perceived stigma regarding their profession
from the general population and even from their own col-
leagues [13].

In addition, physicians are known to take poor care of
themselves. In an extensive review of physician wellness,
Wallace et al. in 2009 described how they tend to work even
when sick, expect colleagues to do the same, are unlikely to
have a family doctor, often rely on avoidance and denial as
coping strategies, self-diagnose and self-prescribe treatments,
and in general tend to neglect their own health [1]. Health care
organizations are yet another factor leading to poor self-care,
by failing to provide resources for basic needs such as rest,
physical activity, and nutrition.

As in psychiatrists, mental health problems have been
reported as common experiences during residency training
[14]. Being a psychiatry trainee confers additional risks that
could affect their mental health: long working hours includ-
ing night shifts, a sense of vulnerability to possible aggres-
sion by patients, the imbalance between their professional
experience and the responsibility of treating patients, aca-
demic demands, and learning-curve errors perceived as fail-
ures [13, 15, 16], together with poor-quality relations within
institutions: (1) abuse, harassment, or discrimination by su-
pervisors, peers, and other health care providers, and (2) a
collaborative climate and sense of belonging are not fostered
[17].

Despite this adverse scenario, psychiatrists generally re-
port being satisfied with their daily practice. In a study by

Cordoba et al. in 2009, comprising 19 Latin American coun-
tries, 94% (n=994) of the Mexican psychiatrists surveyed
reported being satisfied, reflecting a good level of commit-
ment with the profession despite the adversities previously
mentioned [18]. Nevertheless, the small number of psychia-
trists in Mexico (with an estimated rate of 3.68 per 100,000
inhabitants) and the uneven distribution across the country
(60% of psychiatrists are concentrated in three cities) [19]
make them more exposed to factors that can affect their men-
tal health and increase their risk of developing a psychiatric
disorder. Indeed, factors such as the workload and long shifts
(over 12 h), specific to the practice of medicine in Mexico,
could further increase the difficulties faced by these special-
ists [20, 21].

This study provides a retrospective assessment of the main
demographic features, professional activities and adversities,
physical health problems, and self-care behaviors related to
self-reported mental health problems in Mexican psychiatrists
and psychiatry trainees. We hypothesize that (1) depression,
burnout, and anxiety disorders will be the most prevalent self-
reported mental health problems in both psychiatrists and psy-
chiatry trainees; (2) being a woman, having a physical health
problem, not having restful sleep, and greater distress will be
the most important risk factors for presenting mental health
problems in both psychiatry trainees and psychiatrists; and (3)
psychiatry trainees will be more affected by their working
activities than psychiatrists.

Methods

This cross-sectional, comparative, retrospective study of
Mexican psychiatrists and psychiatry trainees was designed
to be used in an online survey. The authors assert that all
procedures contributing to this work comply with the ethical
standards of the relevant national and institutional committees
on human experimentation and with the Helsinki Declaration
of 1975, as revised in 2008. The contents of the survey and all
study procedures were approved by the Ethics and Research
Committees of a psychiatric clinical facility at Mexico City
dedicated to research and clinical attention (No. 09-CEI-010-
20170316).

Participants

Recruitment was performed using a convenience sample ap-
proach with psychiatry trainees and psychiatrists in the coun-
try who were willing and able to participate. Psychiatry
trainees in Mexico are medical doctors admitted for a 4-year
residency program; residents from the first to the fourth year
of residency were invited to participate. Psychiatrists are med-
ical doctors who have graduated from the medical specialty in
psychiatry currently practicing as specialists. A study
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invitation was circulated, by email and social media
(Facebook and WhatsApp), with a link explaining the nature
and procedures of the study to participants at the beginning of
the online survey, first by stating the anonymity of the survey,
then explaining that questions were related to physical and
mental health, hobbies, and adversities related to the profes-
sion, that the study was approved by the Ethics and Research
Committees, and that consent to participate could be with-
drawn at any time by dropping out of the survey. A link to
an electronic information sheet and consent form was includ-
ed. Those who agreed to participate and provided electronic
consent proceeded to complete the survey. Recruitment was
carried out from January 2018 to December 2018.

Assessment Procedure

The survey was conducted in Spanish and took approximately
25–30 min to answer. It was divided into four sections: demo-
graphic features, professional activities and adversities, phys-
ical and mental health problems, and self-care behaviors and
social support. The first section, “Demographic Features,” in-
cluded questions related to the subjects’ age, sex, marital sta-
tus, and whether they had children. The second section,
“Professional Activities and Adversities,” included current
clinical consultations in both the government and the private
sectors, the number of hours per week spent on these activi-
ties, and the current maximumworking hours per day (exclud-
ing the continuous 36-hmedical shift schedule). It asked about
professional adversities since the beginning of the psychiatry
residency and included receiving attacks (physical, verbal, or
psychological), the identity of the assailant (patient, patient’s
relative, or colleague), lawsuits, being the attending physician
of patients with suicidal ideation or who committed suicide,
and perceived discrimination (discrimination dimension of the
Spanish version of King’s Internalized Stigma Scale) [22, 23]
as a psychiatry trainee or psychiatrist. The third section includ-
ed self-report questions on “Physical and Mental Health
Problems.” Participants were asked about the presence of
any physical health problem (respiratory, cardiovascular, en-
docrinological, musculoskeletal, or gastrointestinal diseases),
mental health problems (such as major depression, anxiety
disorders, burnout, and suicidal ideation) during their profes-
sional careers, and whether they had received specialized
treatment for these problems. Perceived distress was also
assessed on a 10-point visual analogue scale (0—no distress
at all; 10—maximum perceived distress). The last section,
“Self-care Behaviors,” included questions related to eating
patterns (number of meals a day, eating schedules, type of
diet—hypercaloric, hypocaloric, balanced), exercise (type of
exercise—aerobic, anaerobic; frequency; and duration), sleep
(number of hours, restful/unrestful sleep), and engagement in
social activities outside the workplace.

Statistical Analyses

Descriptive information was determined by frequencies and
percentages for categorical variables and means and standard
deviations (S.D.) for continuous variables. The results of the
four sections in the survey answered by psychiatry trainees
and psychiatrists were compared using chi-square tests (χ2)
for categorical variables, and independent sample Student’s t-
tests for continuous variables. To determine the effect sizes of
the comparative analyses, Cramer’s V for chi-square tests and
Cohen’s d for t-tests were carried out, with the results being
interpreted as small (0.2–0.3), medium (0.4–0.7), and large
(>0.8).

Demographic features (sex, age, marital status, children),
professional activities (clinical consultations in the govern-
ment and the private sectors, hours spent on these activities,
maximum number of working hours per day), and adversities
(patients with suicidal ideation, patients who committed sui-
cide, lawsuits, attacks, and perceived discrimination), pres-
ence of any physical health problem, perceived distress, and
self-care behaviors (meals per day, caloric consumption, eat-
ing schedules, exercise, hours of sleep, restful sleep, social
activities) were entered as possible predictors of each of the
three most frequent self-reported mental health problems (ma-
jor depression, anxiety disorders, and burnout) in multiple
logistic regression analyses with the backward stepwise
modeling approach. The Hosmer and Lemeshow test was
used to determine goodness of fit. The most calibrated final
models were reported, one for psychiatry trainees and another
for psychiatrists, which included the variables that remained
significant after the backward stepwise process. All analyses
were performed using the SPSS version 21 for Windows PC
and the alpha value for tests was set at p<0.05.

Results

Demographic Features

A total of 330 (48.2%) psychiatry trainees and 355 (51.8%)
psychiatrists from 29 of 32 states in Mexico completed the
survey. Considering the last report [19] on the number of
psychiatry trainees and psychiatrists in our country, 45.8%
(n=720) of psychiatry trainees and only 7.1% (n=4999) of
psychiatrists answered the survey. As expected, psychiatry
trainees were younger (28.4 years old, S.D.=2.1) than psychi-
atrists (42.1 years old, S.D.=11.3; p<0.001). A higher percent-
age of psychiatry trainees were in the first year of the psychi-
atry residency (36.1%, n=119), with 28.8% (n=95) in the sec-
ond, 29.4% (n=97) in the third, and the remaining 5.8%
(n=19) in the fourth year of residency. A similar proportion
of men and womenwas found between groups and most of the
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psychiatry trainees were single (93%, n=307) with no children
(95.8%, n=316) unlike psychiatrists (see Table 1).

Professional Activities and Adversities

Specific variables related to professional activities between
groups are shown in Table 1. Clinical consultations in the
government sector were more frequent, with more hours being
spent on consultation by psychiatry trainees than by psychia-
trists (p<0.001), while the latter reported more private clinical
consultation and more hours spent on this activity (p<0.001).
The maximum number of hours worked per day was higher in
psychiatrists (13 h per day) than in psychiatry trainees (12 h,
p<0.001).

Professional adversities from the start of the psychiatry
residency were reported by most participants (90.2%,
n=618): over 90% of psychiatrists and nearly 85% of psychi-
atry trainees (p<0.001). The most common adversity reported
was having patients with severe suicidal ideation, attacks, be-
ing the attending physician of a patient who had committed
suicide, and lawsuits. Most adversities were more frequently
reported by psychiatrists. However, when assessing the type
of attack and assailant, differences arose between groups:

psychological and physical attacks were more common
among psychiatry trainees as was being attacked by a patient,
patient’s relative, or professional colleague. Perceived dis-
crimination was also higher among psychiatry trainees than
among psychiatrists (Table 1).

Physical and Mental Health Problems

The presence of a physical health problem was more frequent-
ly reported in psychiatrists (32.4%, n=115) than in psychiatry
trainees (13.9%, n=46: p<0.001). Endocrine diseases (such as
diabetes, hypothyroidism, and obesity) were the leading phys-
ical problems in both groups. In the group of psychiatrists, this
was followed by cardiovascular diseases (such as hyperten-
sion and dysautonomia), whereas respiratory (asthma), gastro-
intestinal (gastritis and colitis), and musculoskeletal (such as
hernias and lower back pain) diseases ranked second among
psychiatry trainees (Table 2).

Over half the participants reported having a mental health
problem (62.8% of all participants, n=430; 59.4% of psychi-
atry trainees, n=196 and 65.9% of psychiatrists, n=234) dur-
ing their professional careers (see Table 2). Major depression,
anxiety disorders, and burnout were the most common mental

Table 1 Demographics, professional activities, and adversities between psychiatry trainees and psychiatrists

Total
n=685

Psychiatry trainees
n=330

Psychiatrists
n=355

Statistics

Demographic features, n (%)

Sex (women) 355 (51.8) 175 (53.0) 180 (50.7) χ2=0.3, p=0.54

Age—years (mean; S.D.) 35.5; 10.7 28.4; 2.1 42.1; 11.3 t=22.3, p<0.001; Cohen’s d=1.68

Marital status (single) 459 (67.0) 307 (93.0) 152 (42.8) χ2=195.0, p<0.001; Cramer’s V=0.53

Has children (yes) 200 (29.2) 14 (4.2) 186 (52.4) χ2=191.8, p<0.001; Cramer’s V=0.52

Professional activities, n (%)

Consultation-government sector (yes) 460 (67.2) 239 (72.4) 221 (62.3) χ2=8.0, p=0.005; Cramer’s V=0.10

Hours per week (mean; S.D.) 28.0; 25.8 34.4; 29.0 22.1; 20.7 t=6.2, p<0.001; Cohen’s d=0.48

Consultation—private sector (yes) 282 (41.2) 29 (8.8) 253 (71.3) χ2=275.6, p<0.001; Cramer’s V=0.63

Hours (mean; S.D.) 8.0; 13.0 0.9; 5.5 14.7; 14.5 t=−16.5, p<0.001; Cohen’s d=1.25
Maximum working hours per day (mean; S.D.) 12.8; 5.4 12.3; 6.2 13.2; 4.5 t=−2.1, p=0.03; Cohen’s d=0.16
Professional adversities, n (%)

Patients w/ severe suicidal ideation (yes) 603 (88.0) 278 (84.2) 325 (91.5) χ2=8.6, p=0.003; Cramer’s V=0.11

Patients who committed suicide (yes) 243 (35.5) 86 (26.1) 157 (44.2) χ2=24.6, p<0.001; Cramer’s V=0.19

Lawsuits (yes) 120 (17.5) 60 (18.2) 60 (16.9) χ2=0.19, p=0.66

Attacks (yes) 443 (64.7) 153 (46.4) 290 (81.7) χ2=93.4, p<0.001; Cramer’s V=0.36

Physical (yes)a 220 (49.7) 89 (58.2) 131 (45.2) χ2=6.7, p=0.009; Cramer’s V=0.12

Verbal (yes)a 367 (82.8) 120 (78.4) 247 (85.2) χ2=3.2, p=0.07

Psychological (yes)a 213 (48.1) 99 (64.7) 114 (39.3) χ2=25.8, p<0.001; Cramer’s V=0.24

Assailant—patients (yes)a 358 (80.8) 133 (86.9) 225 (77.6) χ2=5.6, p=0.01; Cramer’s V=0.11

Assailant—patient’s relative (yes)a 257 (58.0) 103 (67.3) 154 (53.1) χ2=8.3, p=0.004; Cramer’s V=0.13

Assailant—colleague (yes)a 129 (29.1) 79 (51.6) 50 (17.2) χ2=57.3, p<0.001; Cramer’s V=0.36

Perceived discrimination (mean; S.D.) 28.2; 14.3 35.6; 12.6 21.3; 12.2 t=15.0, p<0.001; Cohen’s d=1.15

a n= 443 from those who reported being attacked

Acad Psychiatry (2021) 45:698–707 701



health problems reported in both groups, with a higher pro-
portion of anxiety disorders being found in psychiatry trainees
(76.0%, n=149 vs. 62.4%, n=146 of those who reported men-
tal health problems; p=0.002). A similar percentage of partic-
ipants received pharmacological and/or psychotherapeutic
treatment for these problems. As shown in Table 2, pharma-
cological treatment was self-prescribed by over a third of the
participants, with no differences being reported between psy-
chiatry trainees and psychiatrists. Perceived distress was
higher in psychiatry trainees.

Self-care Behaviors

Different patterns of self-care behaviors were found between
psychiatry trainees and psychiatrists (see Table 3). The former
reported more hypercaloric (47.3%, n=156 vs. 38.9%, n=138)
or hypocaloric (6.1%, n=20 vs. 2.8%, n=10; p=0.003) meals
and less established eating schedules (51.5% n=170 vs.

40.0%, n=142; p=0.002) while the number of meals per day,
three on average, was similar in both groups.

Over half the participants in both groups reported exercis-
ing regularly.More psychiatry trainees engaged inmixed (aer-
obic and anaerobic) exercise (41.3%, n=71 vs. 16.9, n=33)
while psychiatrists reported more aerobic exercise (76.4%,
n=149, vs. 51.7%, n=89; p<0.001). Both groups exercised
an average of three days per week with a mean duration of
an hour and a half (Table 3).

Mean hours of sleep were 6.0 (S.D.=0.9) for psychiatry
trainees and 6.4 (S.D.=1.0) for psychiatrists (p<0.001). More
psychiatry trainees (28.5%, n=94) than psychiatrists (16.6%,
n=59; p<0.001) slept 5 h or less. A higher proportion of psy-
chiatrists reported restful sleep (63.4%, n=225) compared
with psychiatry trainees (54.8%, n=181; p=0.02). More psy-
chiatry trainees reported having social activities outside the
workplace (57.9%, n=290 vs. 81.4%, n=289, p=0.01)
(Table 3).

Table 2 Physical and mental health problems between psychiatry trainees and psychiatrists

Total
n=685

Psychiatry trainees
n=330

Psychiatrists
n=355

Statistics

Physical health problems, n (%)

Any physical health problem (yes) 161 (23.5) 46 (13.9) 115 (32.4) χ2=32.3, p<0.001; Cramer’s V=0.21

Respiratory (yes)a 31 (19.3) 8 (17.4) 23 (20.0) χ2=0.1, p=0.70

Endocrine (yes)a 53 (32.9) 15 (32.6) 38 (33.0) χ2=0.003, p=0.95

Renal (yes)a 3 (1.9) 2 (4.3) 1 (0.9) χ2=2.1, p=0.14

Cardiovascular (yes)a 36 (22.4) 7 (15.2) 29 (25.2) χ2=1.8, p=0.16

Gastrointestinal (yes)a 26 (16.1) 8 (17.4) 18 (15.7) χ2=0.07, p=0.78

Neurological (yes)a 8 (5.0) 3 (6.5) 5 (4.3) χ2=0.3, p=0.56

Musculoskeletal (yes)a 27 (16.8) 8 (17.4) 19 (16.5) χ2=0.01, p=0.89

Other (yes)a 20 (12.4) 6 (13.0) 14 (12.2) χ2=0.02, p=0.88

Mental health problems, n (%)

Any mental health problem (yes) 430 (62.8) 196 (59.4) 234 (65.9) χ2=3.1, p=0.07

Major depression (yes)b 299 (69.5) 133 (67.9) 166 (70.9) χ2=0.4, p=0.48

Anxiety disorders (yes)b 295 (68.6) 149 (76.0) 146 (62.4) χ2=9.1, p=0.002; Cramer’s V=0.14

Burnout (yes)b 214 (49.8) 97 (49.5) 117 (50.0) χ2=0.01, p=0.91

Suicidal ideation (yes)b 60 (14.0) 31 (15.8) 29 (12.4) χ2=1.0, p=0.30

Eating disorders (yes)b 40 (9.3) 19 (9.7) 21 (9.0) χ2=0.06, p=0.79

Sleep disorders (yes)b 187 (43.5) 90 (45.9) 97 (41.5) χ2=0.8, p=0.35

Trauma (yes)b 32 (7.4) 13 (6.6) 19 (8.1) χ2=0.3, p=0.55

Other (yes)b 38 (8.8) 18 (9.2) 20 (8.5) χ2=0.05, p=0.81

Received treatment (yes)b 363 (84.4) 159 (81.1) 204 (87.2) χ2=2.9, p=0.08

Pharmacological (yes)c 305 (84.0) 131 (82.4) 174 (85.3) χ2=0.56, p=0.45

Self-administrated (yes)d 126 (41.3) 52 (39.7) 74 (41.5) χ2=0.24, p=0.61

Psychotherapy (yes)b 294 (81.0) 121 (76.1) 173 (84.8) χ2=4.3, p=0.03; Cramer’s V=0.11

Perceived distress (mean; S.D.) 48.4; 29.2 53.2; 27.8 43.8; 29.8 t=4.2, p<0.001; Cohen’s d=0.32

a n= 161 from those who reported any physical health problem
b n= 430 from those who reported any mental health problem
c n= 363 from those who received treatment
d n= 305 from those who received pharmacological treatment
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Prediction of Self-reported Major Depression, Anxiety
Disorders, and Burnout in Psychiatry Trainees and
Psychiatrists

Demographic features, professional activities and adversities,
physical health problems, perceived distress, and self-care be-
haviors affected psychiatry trainees and psychiatrists differ-
ently (see Table 4). As can be seen, two of the main risk
factors for major depression, anxiety disorders, and burnout
in both groups were having any physical health problem and
not having restful sleep (except for anxiety disorders in psy-
chiatrists), which can triple the risk of their occurrence.
Women were at a higher risk of occurrence of major depres-
sion in both groups and a higher risk for anxiety disorders in
psychiatry trainees. Clinical consultations in the government
sector and the number of hours spent on this activity affected
groups differently, with consultations in the government sec-
tor conferring a higher risk for the three assessedmental health
problems in psychiatry trainees, while clinical consultations in
the private sector increased the risk for anxiety disorders in
psychiatrists and burnout in psychiatry trainees. Moreover, a
greater number of working hours increased the risk for both
groups for major depression and for anxiety disorders in psy-
chiatrists. Higher perceived distress mainly affected psychia-
try trainees but was also a risk factor for burnout in psychia-
trists. Psychiatrists with high perceived discrimination were
also at a higher risk for major depression. Eating patterns,

particularly the consumption of hypo- or hypercaloric meals,
were also a risk factor for depression, anxiety disorders, and
burnout in psychiatrists.

Discussion

Our results indicate that a significant number of psychiatrists
and psychiatry trainees have been affected by mental health
problems during their academic training and professional
lifespan. Anxiety disorders were reported by more than three
quarters of the psychiatry trainees who answered the survey,
while major depression was reported by over 65% of the sam-
ple and burnout by nearly 50%. These results are consistent
with previous studies [24–26].

Even though a high proportion of psychiatrists and psy-
chiatry trainees had received treatment (pharmacological
and/or psychotherapeutic) for the mental problem they expe-
rienced, approximately 40% under pharmacological treat-
ment had self-prescribed this treatment. The rate of self-
prescription among physicians in other studies varies dra-
matically from 7.6% in first-year specialists in training in
one study [27] to over 60% in non-consultant hospital doc-
tors [28]. As these authors note, many factors are likely to
influence self-prescription, and show this to be closely relat-
ed to the perceived need to work while sick, a phenomenon
that is closely linked to working conditions, such as lack of

Table 3 Self-care behaviors between psychiatry trainees and psychiatrists

Total
n=685

Psychiatry trainees
n=330

Psychiatrists
n=355

Statistics

Self-care behaviors, n (%)

Eating patterns

Number of meals per day (mean; S.D.) 3.1; 0.8 3.1; 0.7 3.1; 0.9 t=−0.9, p=0.33
Type of diet χ2=0.003, p=0.95

Hypercaloric 294 (42.90 156 (47.3) 138 (38.9)

Hypocaloric 30 (4.4) 20 (6.1) 10 (2.8) χ2=11.3, p=0.003; Cramer’s V=0.12

Calorie-balanced 361 (52.7) 154 (46.7) 207 (58.3)

Eating schedules (yes) 373 (54.5) 160 (48.5) 213 (60.0) χ2=9.1, p=0.002; Cramer’s V=0.11

Exercise (yes) 367 (53.6) 172 (52.1) 195 (54.9) χ2=0.5, p=0.46

Type of exercisea

Aerobic 238 (64.9) 89 (51.7) 149 (76.4)

Anaerobic 25 (6.8) 12 (7.0) 13 (6.7) χ2=27.7, p<0.001; Cramer’s V=0.27

Mixed 104 (28.3) 71 (41.3) 33 (16.9)

Days per weeka (mean; S.D.) 3.5; 1.4 3.3; 1.1 3.7; 1.5 t=−2.5, p=0.01, Cohen’s d=0.30
Time per sessiona (h) (mean; S.D.) 1.3; 0.6 1.3; 0.6 1.3; 0.6 t=0.7, p=0.43

Sleep

Number of hours (mean; S.D.) 6.2; 1.0 6.0; 0.9 6.4; 1.0 t=−5.7, p<0.001, Cohen’s d=0.42
Restful sleep (yes) 406 (59.3) 181 (54.8) 225 (63.4) χ2=5.1, p=0.02; Cramer’s V=0.08

Social activities (yes) 579 (84.5) 290 (87.9) 289 (81.4) χ2=5.4, p=0.01; Cramer’s V=0.08

a n= 367 from those who exercise
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time to attend a consultation; difficulty finding a replacement
if absent; and the accumulation of work if absent. Guille and
Sen [27] point out that the reduction observed in their study
in comparison with previous national studies in the USA
may be influenced by the change in the number of working
hours. Moreover, in the specific area of mental disease, stig-
ma is another key factor in self-prescription [28]. Self-stigma
and fear of being stigmatized by colleagues could explain
this phenomenon. They prefer to self-prescribe than be ex-
posed to discrimination, isolation, lack of compassion and
understanding, or being deemed incompetent, and are con-
cerned about jeopardizing their status or having their privacy
and autonomy violated [29]. Despite ethical and practical
concerns, self-prescription is particularly worrisome in our
sample of psychiatry trainees since most of them (65%) were
only just beginning their specialization, meaning that their
diagnosis and treatment choices are questionable, with a
higher probability of adverse events related to treatment
and a higher probabili ty of treatment inefficacy.
Psychiatrists’ treatment selection may be based on the profile
of the side effects of the medication of choice and be incon-
sistent with symptom severity. Furthermore, our study did
not include the issue of which medications were used to treat
this condition, leaving open the possibility of treatment
based solely on symptomatic relief (i.e., with benzodiaze-
pines or stimulants rather than SSRIs). In addition, medical
knowledge makes doctors prone to oscillating between panic
and denial when experiencing symptoms [30], leading to a
clear necessity of encouraging treatment and discouraging
self-prescription, perhaps through the implementation of
mandatory routine medical consultations alongside restric-
tions for self-prescription of sedatives and stimulants.

In keeping with gender-related vulnerability to mental ill-
ness [31], women are at a higher risk for major depression and
anxiety disorders [13, 32], particularly psychiatry trainees, as
age appears to be a protective factor for anxiety disorders in
psychiatrists.

Professional activities and adversities impact differently on
psychiatry trainees and psychiatrists. Having clinical consul-
tations in the government sector was an important risk factor
for major depression and burnout in psychiatry trainees.
Training is stressful and the experience of high levels of re-
sponsibility combined with the lack of professional experi-
ence (especially since most trainees were in their first and
second years of training) [33] may increase distress and lead
to increased risks of mental health problems, as borne out by
our results showing the impact of perceived distress on this
group. A certain amount of discomfort is to be expected as
part of all learning experiences. However, the increased risk of
mental health problems may indicate that particular attention
should be paid to how students are coping with the training
experience as a psychiatric specialist and determining whether
additional support is needed.

Having patients with severe suicidal ideation was the most
common professional adversity reported by psychiatrists and
psychiatry trainees and conferred a higher risk for having an
anxiety disorder in the latter. Dealing with patients who express
suicidal intention seems to be the greatest difficulty psychia-
trists can face in their profession [34, 35]. It is a particularly
difficult stressor to cope with [36], with reports of severe stress
levels (comparable to the loss of a parent) in treating therapists,
a substantial proportion of whom develop posttraumatic symp-
toms when a patient under their care commits suicide [37]. A
sense of competence and confirmation of professional skills
(when faced with this adversity) can only come from experi-
ence and training [35]. Accordingly, close supervision by a
more experienced or attending psychiatrist working with
established institutional protocols for providing additional re-
sources to trainees to manage suicidal patients and reduce anx-
iety is required, together with help for them to deal with guilt
and genuinely consider whether mistakes were made [35]. The
high discrimination reported by trainees (mean score=35.6 vs.
21.3 of psychiatrists) and attacks by colleagues (51.6%) evi-
dence the need for assessing how this supervision takes place,
as it does not appear to be providing the constructive feedback
one would expect in teaching facilities.

Psychiatrists show better measures of self-care than psychi-
atrists in training. Doctors often suggest a balanced diet, mod-
erate exercise, and 8 h of sleep a night to their patients yet
neglect to follow their own advice.

Physicians also sleep less than they might need to on a
regular basis [38]. Contrary to other studies, in our group of
psychiatry trainees, sleeping less than 5 h was not a risk factor
for anxiety and burnout symptoms. This phenomenon is prob-
ably the result of medical culture, where the dominant idea in
the medical profession is that physicians are never sick and, if
they are, they must work silently through their illness and put
patient care above everything else. There is a definite need to
continue to promote self-care in the medical profession and to
debunk the myth of the infallible physician.

The limitations of our study come from three main sources:
self-reporting rather than active evaluation and detection of
these mental health problems, lack of randomization of the
sample, and its retrospective nature.

Self-reporting of these problems should be taken with cau-
tion as it is likely to include other problems that may not meet
clearly defined diagnostic criteria. For example, self-reported
major depression may include depression or dysthymia [39],
while burnout may be indistinguishable from depressive or
anxious symptoms [40]. Coupled with the retrospective design
of the study, this makes it impossible to determine how accurate
these diagnoses are or whether they are currently present.
Moreover, in the self-diagnosis process, qualitative studies have
shown that physicians tend to under- or over-react to their
symptoms, switching from diagnosing diseases with the worst
prognosis to ruling out a disorder altogether [30]. Medical
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Table 4 Factors associated with self-reported major depression, anxiety disorders, and burnout in psychiatry trainees and psychiatrists

Psychiatry trainees Psychiatrists

OR 95% C.I. OR 95% C.I.

Major depression

Sex (women) 3.08*** 1.78 5.32 2.07** 1.27 3.37

Marital status (single) 0.37* 0.13 1.02

Consultation—government sector (yes) 6.54*** 2.59 16.50

Hours of consultation—government sector 0.97** 0.96 0.99

Maximum working hours per day 1.06** 1.01 1.11 1.07** 1.02 1.14

Attacks (yes) 1.93* 0.99 3.76

Perceived discrimination 1.02** 1.005 1.04

Any physical health problem (yes) 2.67** 1.28 5.55 1.59* 0.96 2.63

Perceived distress 1.02*** 1.01 1.03

Meals per day (less than 3) 0.51** 0.27 0.97

Type of diet (hyper- or hypocaloric) 1.83** 1.06 3.17

Eating schedules (no) 1.98** 1.15 3.39

Restful sleep (no) 2.68*** 1.55 4.62 1.88** 1.14 3.10

Social activities (no) 2.46** 1.08 5.56

Constant 0.03 0.03

Psychiatry trainees: Nagelkerke R2=0.337; Hosmer and Lemeshow test p=0.169
Psychiatrists: Nagelkerke R2=0.238; Hosmer and Lemeshow test p=0.786

Anxiety disorders

Sex (women) 2.30** 1.38 3.81 1.44 0.89 2.34

Current age 0.95*** 0.92 0.97

Marital status (single) 0.48 0.17 1.32

Hours of consultation—government sector 1.00* 1.000 1.01

Consultation—private sector (yes) 2.62** 1.33 5.18

Hours of consultation—private sector 0.98 0.96 1.00

Maximum working hours per day 1.04* 0.99 1.09

Patients with severe suicidal ideation (yes) 2.18** 1.007 4.75

Attacks (yes) 1.65* 0.92 2.97

Any physical health problem (yes) 3.04** 1.45 6.37 2.64*** 1.59 4.40

Perceived distress 1.02*** 1.01 1.03

Type of diet (hyper- or hypocaloric) 1.67** 1.03 2.71

Number of hours of sleep (less than 5 h) 0.50** 0.27 0.93

Restful sleep (no) 2.69*** 1.56 4.65

Social activities (no) 1.73* 0.95 3.14

Constant 0.06 0.81

Psychiatry trainees: Nagelkerke R2=0.300; Hosmer and Lemeshow test p=0.574
Psychiatrists: Nagelkerke R2=0.206; Hosmer and Lemeshow test p=0.159

Burnout

Consultation—government sector (yes) 2.69** 1.39 5.23

Hours of private clinical consultation 1.05* 0.99 1.11

Patients with severe suicidal ideation (yes) 0.45* 0.19 1.08

Perceived discrimination 1.02* 0.99 1.04

Any physical health problem (yes) 4.69*** 2.28 9.67 2.77*** 1.61 4.77

Perceived distress 1.02*** 1.01 1.03 1.01** 1.004 1.02

Type of diet (hyper- or hypocaloric) 1.69** 1.001 2.86

Eating schedules (no) 0.58* 0.33 1.04

Number of hours of sleep (less than 5 h) 0.51** 0.27 0.97
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culture may encourage both under-reporting and under-
recognition of illness and burnout. Although the anonymous
nature of the survey may encourage more accurate self-
reporting, the extent of under-recognition is impossible to de-
termine given the design of this study. Nevertheless, since the
study subjects are experts in the field of mental health, these
self-reports give cause for concern and should be carefully
considered.

Lack of randomization of the sample could lead to a bias in
the interpretation of our results. Even though most of the psy-
chiatrists and psychiatry trainees come from the three main
cities where these professionals are concentrated in the country
(Mexico City 66.6%; Jalisco 10.5%; and Nuevo León 2.8%)
[19], we cannot rule out the possibility that those who answered
the survey were those with clearly identified mental health
problems. Also, we had no participants from three states in this
survey (Hidalgo, Guerrero, and Tlaxcala). Compared to the
remaining states, these have very few psychiatrists [19] and
rather than cultural or economic reasons, we think possible
participants did not receive the link for the survey or did not
want to participate. Accordingly, our data should be taken with
caution and cannot be generalized to the universe of psychia-
trists and psychiatry trainees in our country.

The retrospective nature of the study limits the study of
certain variables as risk factors, such as lack of restful sleep,
which could be both a risk factor or a current manifestation of
depression, anxiety, or burnout. Future studies should evalu-
ate current symptoms to address this concern.

The medical world must evolve towards the recognition that
physicians are only human to cultivate integrity, self-reflection,
and the ability to admit weaknesses and mistakes while striving
for continuous improvement and learning. In addition, physi-
cians with healthy habits are more likely to provide appropriate
preventive care and counseling to their patients.

Encouraging psychiatrists to take better care of themselves
is just one piece of the puzzle, which must be accompanied by
tangible organizational avenues to do so and the creation of a
culture that truly promotes self-care. We must continue to
engage in honest dialogue to raise awareness, while enacting
policies that regulate working hours, workload, and work en-
vironment, and promote proper work-life balance (for

example, daycare support), and ongoing screening of person-
nel in training followed by a flowchart for both prevention and
care. In turn, we need to take time to restructure the hierarchi-
cal medical culture permeated by the normalization of violent
behaviors disguised as necessary strategies for teaching-
learning medicine. Redefining the idea of sacrifice and the
overevaluation of academic and professional achievements
over self-care is imperative; in other words, shifting the para-
digm of forming the “medical character” with an irreversible
loss of physical and mental health is mandatory. We believe
these goals might be attained through medical wellness pro-
grams, started from medical school but maintained in clinical
settings, focusing on de-stigmatizing physical and mental ill-
ness in doctors, promoting help-seeking behaviors, and ad-
dressing the risks of self-diagnosis and self-medication. The
steps we take today will shape the future of medicine and
psychiatry for years to come.
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