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This study sought to understand anxiety and depression factors in medical students; to identify
the moment and mechanism of symptoms’onset; to recognize cognitive distortions among
medical students displaying symptoms; and to reveal treatment and prevention efforts. The author
conducted a qualitative field research with an individualized cross-sectional observational design
through semi-structured interviews. The participants were 12 male and female medical students
from different semesters at the Pontifical Catholic University of Parana School of Medicine,
Brazil, over March and April 2019. The analysis of qualitative data was in light of Cognitive
Behavioral Therapy. It identified that medical students’ schemas of thoughts, emotions, and
behaviors influence their manifesting symptoms of anxiety and depression. This effect is due to
the convergence of biological (temperament), environmental (characteristics of life at university),
psychological (cognitive distortions), and personal factors (lack of coping strategies). The clinical
manifestation of anxiety and depression lies in the impact suffered in the face of initial
difficulties in taking the course. That implies considerable variation between medical students’
self-image before and after starting university, giving grounds for maladaptive beliefs. Cognitive
Behavioral Therapy helps prevent and treat symptoms, but the results also suggest the need for
system-level changes to mitigate the problem.
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INTRODUCTION

(Rodrigues, 2012 and Victoria, 2013). National and
international studies have established its prevalence. They

News articles repeatedly draw attention to the considerable
incidence of anxiety and depression symptoms among medical
students. When present in individuals involved in healthcare,
they cause additional concern, as those who look after the
population’s health should have an excellent physical and
mental state because they have a differentiated role with high
expectations, given by society itself (Meleiro, 2001). The
disorders affect respectively 18% and 12.6% of the general
population (WHO, 2020; Santos, 2009 and Brunoni, 2008), for
as much as 32.8% and 35.5% of medical students (Cardozo,
2016; Tabalipa, 2015). They involve academic losses,
perfectionism, procrastination, impaired rapport, relationship
difficulties, clinical suffering, secondary physical and mental
illness, drug abuse, risk behavior, and suicidal ideation

have generally done so by comparing quantitative data and
conducting meta-analyses based on temperament traits,
personal and university life, living conditions, and habits
(Tabalipa, 2015; Quinn, 2017; Pacheco, 2017; Kuhlmann,
2016; Lima, 2016; Mayer, 2016; Puthran, 2016; Wasson,
2016; Bassols, 2015; Kuhlmann, 2015; Mata, 2015; Pagnin,
2015; Vasconcelos, 2015; Bassols, 2014; Dyrbye, 2014; Hope,
2014; Baldassin, 2013; Ishak, 2013; Dyrbye, 2012; Henning,
2012; Ishak, 2009; Yates, 2008 and Dyrbye, 2005).
Nevertheless, they have not sufficiently demonstrated cause
and effect relations between these variables and the symptoms
investigated (Dyrbye, 2006). Understanding whether the onset
of medical students’ anxiety and depression occur prior or
after starting medical training and the reasons why these
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disorders affect that particular population, will allow more
adequate interventions, as well as positive changes on an
institutional level in order to address the problem. Based on
the hypothesis that there are specific conditions that subject
medical students to increased risk factors, the present study
sought to understand, in light of Cognitive Behavioral Therapy
(CBT), the anxiogenic and depressiogenic conditions in this
population; to identify the moment and mechanism of
symptoms’ onset; to reveal multi-level treatment and
preventionefforts; to recognize dysfunctional thoughts.

MATERIALS AND METHODS

Setting, participants, and intervention: This individualized
cross-sectional observational study sought to gather, analyze,
and correlate qualitative data related to the risk of depression
and anxiety symptoms in a sample of medical students at the
Pontifical Catholic University of Parand. After receiving
explicit approval by the university review board, we gathered
data through individual interviews with ten females and two
male undergraduates' enrolled in the 2™ to the 11™ semesters
at the Curitiba campus of the Pontifical Catholic University of
Parana School of Medicine. Participant adherence was
spontaneous after learning about the study by an invitation
sent via electronic mail addresses held on the institution’s
students’ records. Before the interviews, participants received
information about their rights and research procedures. They
then signed a Free and Informed consent form and filled in
Mind over Mood Anxiety and Depression Inventories
(Greenberger, 2017). We ensured confidentialityof
interviewees’ identities. The technique used to administer
semi-structured interviews, their structure, and subsequent
analysis was in line with CBT. The theoretical and clinical
reference adopted, apart from being evidence-based, is the
gold standard for diagnosis and treatment of mood and anxiety
disorders (Knapp, 2008). Psychological Test Evaluation
System (SATEPSI), developed and operated by the Brazilian
Federal Council of Psychology (CFP), favorably issues the
Mind Over MoodAnxiety and Depression Inventories (Brazil,
2018).

Having most of the previous studies limited the analyses to
numerical epidemiological data justified the choice for
qualitative research. Such a method enables inference of
environmental and psychological-cognitive factors that could
correlate them with greater or lesser incidence of the
symptoms assessed. Besides, they help in the identification of
onset mechanisms and students’ history milestones that
enlarge the understanding of anxious and depressive
symptoms (Duarte, 2004). We prepared the basic script of the
individual interview to enable investigation of environmental
factors such as life history, family and social environment,
tuition payment, health aspects, quality of sleep, substance
use, spirituality, academic background before admittance to
university, and patterns of thought relevant for CBT.
Interviews occurred face-to-face in March and April 2019 on
the campus premises and were audio-recorded with
participants’ prior agreement. Each interview lasted
approximately 90 minutes. Table 1 presents the 12 selected

' In Brazil, students who have a high school certificate and successfully
perform in application tests for medical school admittance have direct access
to medical training. The undergraduate program lasts 12 semesters total,
including internship over the last two years.

participants’ characteristics and their scores on both Mind
Over Mood Anxiety and Depression Inventories.

Data analysis

The collected contents, including participants’ quotes, were
registered in an Interview Summary, and then analyzed
through CBT. The analysis followed the technique of
extracting and fitting relevant passages into categories, as
suggested by Mayring (Flick, 2008) for qualitative studies.
Finally, we consolidated the results obtained under the
STROBE cross-sectional reporting guidelines (von Elm,
2007).

RESULTS

Getting it off one’s chest: the interview contents: Most
complaints we collected were in agreement with those noted in
the preliminary bibliographic search (Cardozo, 2016; Victoria,
2013; Pacheco, 2017; Kuhlmann, 2016; Camargo, 2015;
Valle, 2006). The overall issues referred to frustration with
academic performance; insecurity regarding the next stages of
the course; shortcomings in coping with the difficulties found;
shortage of time to meet the demands of the course (attending
lectures, preparing for case discussion sessions, taking part in
extracurricular practice and academic leagues, and preparing
for exams). Other issues reported compromised personal
activities involving social and family life, rest, physical,
leisure, and self-care. In the part of the university setting,
participants pointed out lack of welcome, humanization, and
understanding of students’ vulnerability by the course faculty;
failure to recognize symptoms related to anxiety and
depression; lack of guidance on coping with these symptoms;
low quality of sleep, indicated as being correlated to the
academic routine and obligations; difficulties in establishing
interpersonal relationships, restricted to a closed group of
colleagues. We also detected a common personal history of
participants.” Most of them reported excellent marks at
elementary, middle, and high school, that being a period
marked by having a good reputation as seen by parents and
teachers and by being recognized as the best students in the
class. This success, however, was frequently offset by a
scenario of unsatisfactory interpersonal relationships, little
integration (P1), being stigmatized, and even bullied by
colleagues (P7, P9). These characteristics nearly always
resulted in depreciation of self-image, insecurity (P1, P3, P7,
P10), social isolation (P1, P4, P6, P7, P8, P9, P10, P11), and
“taking refuge in studies” (P6).

There were no reports of a decision-making process based on
objective parameters concerning the choice of profession: “All
my life I said I would have to be a doctor” (P1). The majority
of the participants took the option early in academic life,
because of their excellent school performance, earning them
from an early age recognition as students destined to become
medical doctors in the future. The majority of interviewees
had had a diagnosis and treatment for depression (P2, P4, P7,
P10, P12), anxiety (P3, P5, P6, P§, P9, P10, P12), panic
disorder (P4) or other psychiatric disorders (P6, P9) before the
date of the interview. These conditions emerged for the first
time or became intensified in the first years at university.
Participants reported choosing their future profession
accordingly to a socially shared vision of the role and

%P1 to P12 refer to participants, as per the Interview Summary.
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importance of Medicine. They attributed the following
qualities to medical professionals: altruism (P8), dedication
(P3), help (P2), empathy/care (P3), prevention/protection (P2),
humanization (P3), multiple skills (P3), use of “power for
good” (P2), abnegation (P9) and heroism (P4): “I see myself
wanting to protect everyone against everything, I want to be
responsible for a community where everyone is optimistic”
(P2); “That’s where the question of dedication and care comes
in, you know, I have always been caring, dedicated, because in
this profession I could articulate with other people my way of
being, you know, being a doctor” (P3). Through this, they
projected an image of happiness (P3, P5, P9, P11), fulfillment
(P1, P5), financial stability (P6) and recognition, even though,
to achieve this condition, the professional needs to “leave their
comfort zone” (P5). Later on, contact with reality and the
limits of the profession thwarted idealization (Valle, 2006).

A source of disappointment related to how an ensemble
encompassing its coordinating body, its staff, the institution’s
culture and structure, the reception given by senior students,
and, especially, its teachers welcomed newly admitted
students. The respondents reported massive frustration with
the impersonality they claimed to have found: “I passed the
entrance exam, I'd never been so happy [...] and then I
arrived here and the teachers sort of [acted as if they were
saying:] you're doing nothing more than your obligation by
being here [...] you all passed just the same as everyone else
did” (P4); “I used to cry a lot, a great deal and... I thought 1
was alone in the world, I thought I made no difference for
anyone” (P7). This affects how the course is felt to be
appropriate: “/I used to think that] Medicine is not for me
because... precisely because I have a view that is just a little
bit... that I like, you know, a little bit more human, more
related to this and I used to think, goodness me, not even the
teachers transmit this, it’s something I keep asking myself even
today, they place so much emphasis on humanization, but even
in the relationship with teachers this no longer exists [...] and
I think that, like it or not, teachers have a lot of power, you
know, to [influence]” (P7). Indeed in this milieu, there is the
reiterated belief that professional success depends on
insensitivity to “singular experiences” (Lopes, 2006). The
chief complaints related to the sharp drop in academic
performance, impacting grades and self-image: “When I was
at high school I thought I was going to be an excellent student
[...] but then I started university, which is [for me to qualify
for] something I'm going to do for the rest of my life and my
performance was poor [...] I felt I was a failure” (P1); “I never
worried about things because they always worked out well, but
then at university, they began to go wrong, that’s why I got
sort of desperate, I didn’t know how to deal with that...
Goodness, things are hard here, here I have to do a lot to
achieve a little, before I used to do a little and achieved a lot,
the pattern’s reversed” (P6); “I cannot, so to speak, make
mistakes, it weighs me down a great deal, it upsets me a lot”
(P3).

The interviews also made clear the greater abundance of
symptoms in the initial stages of training: “/In the] first year
and a half of the Medicine course, which is the pre-clinical
period, I... I don’t know... I think I wanted to give up several
times because I used to think: ‘goodness, I didn’t come here
for this, you know?” (P1); “At the beginning, when I was still
feeling bad, in the first and second semesters at university [...]
I didn’t know whether it was usual, but I thought I wasn’t
making enough effort, I thought I needed to do more, that 1

needed to try harder. But later, looking back, I said, goodness,
I didn’t notice that my colleagues were having the same
difficulties as I was, so maybe my difficulty at the beginning
appeared to be abnormal” (P2); “For us, the second semester
was tough going [...] a very heavy workload and subjects that
1 didn’t like very much because they were the starting point,
you know, they didn’t have much applicability, so... well... 1
stopped doing the things I liked, so it was a disaster” (P7). The
critical nature of the initial stage of the medical program has
been pointed out by many authors due to lifestyle transition,
the volume of contents to master, time limitations, exams,
competition between students, and issues involving personal,
family, and financial relationships (Pacheco, 2017 and Lima,
2015).

This scenario led “from heaven to hell” students who had not
had previous need to develop strategies to cope with academic
failure: “It was at university that I began to get worked up
about exams because I was used to scoring ten in everything
without studying [...] I studied hard in anatomy but I failed
without getting to the end, and I didn’t manage to get the
minimum average score to make it to the end. That was when 1
started to panic, all the exams began to make me panic” (P6).
Participants expressed such perceptions through what we
identified as patterns of dysfunctional thought: “When I came
across difficulties, I didn’t know what to do” (P1); “I thought
the following: I spent a long time doing a preparatory course,
so now I’'m not managing to keep pace at university, [so] my
problem is studying, my problem is academic, it’s in this realm
of my life that I'm not making progress” (P2); “You start
university with an idea of what university is, so I thought my
life was going to change [...] but I started university and found
that the demands are different from what I expected and that a
great deal of dedication is required, so I stopped doing a lot of
things I liked to do [...] what happened instead is that I... I got
ill” (P7). Cognitive distortions (Beck, 1997 and Wright, 2008)
collected in the speech of interviewees and found in Table 2
disclaim samples of dysfunctional thoughts.

A series of doubts related to the participants’ abilities, to a
new view of Medicine and their professional future, came to
the surface, uncovering insufficient comprehension of the
scenario: “Fear of not managing to cope [with future reality],
overcoming the obstacles of a system that is flawed in itself’
(P2); “Today it is Utopia for me to think of myself as the
doctor I want to be” (P4); difficulty in visualizing the future
and fear of not becoming the type of doctor they see as being
ideal (P8). Fortunately enough, notwithstanding the suffering
along the course, students could also be seen to make progress
as they move forward to the final steps of the program, after
having developed personal growth, as collected in the
following speeches: “I didn’t realize that I had health
problems, you know, precisely because I was always thinking
about something else, never about myself, so I think that at
times we get into an ‘infinite loop’ in which this question of
quality of life gets worse, you know, because we don’t think
about ourselves, I used to think about the exams, about my
parents, but not about me [...] I simply ignored everything
because I was so concerned thinking about not failing exams,
thinking about residency” (P6); “[It would be] very unfair to
think that three years from now I’ll be qualified to practice as
a physician and that I'm not going to be good enough, you
know, because I'm preparing myself to be good enough” (P3);
“And so [the teacher] said ‘don’t you want to be doctors?
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Table 1. Characteristics of selected participants from the Pontifical Catholic University of Parana

Participant  Gender Age’ Semester”  Housing  Funded by Health issues  Psych. Sleeping issues  Recreational drugs Leisure Religion Anxiety’  Depression®
1 Female 20 7th Family Parents No No Moderate None Rarely Non-practicing catholic 20 17
2 Female 29 11th Partner Public loan No Yes None Alcohol monthly Rarely No 23 24
3 Female 24 7th Alone Parents No Yes None Narguile weekly Frequently  Catholic 22 18
4 Female 19 2nd Family Parents No Yes None None Rarely Catholic 49 15
5 Female 26 Sth Partner Parents No Yes None None Frequently  No 21 11
6 Male 20 Sth Family Parents Yes Yes Severe Marijuana semiannualy ~ Rarely No 22 16
7 Female 24 8th Alone Parents No Yes Mild Alcohol monthly Moderately  Believer 20 11
8 Male 21 7th Family Parents No Yes Mild Marijuana monthly Frequently  Believer 15 11
9 Female 30 6th Alone Parents Yes Yes None Tobacco daily Frquently Spiritism 30 23
10 Female 21 9th Family Private scholarship ~ Yes Yes Moderate Alcohol monthly Moderately ~ Non-practicing catholic 29 25
11 Female 19 2nd Family Parents No No None Narguile monthly Frequently  No 15 11
12 Female 29 7th Family Parents Yes Yes None None Moderately  Mennonite 43 40

*As of March and April 2019.

® Current enrollment by the time of the interview.

¢ Previous psychiatric or psychological interventions of any kind.
4Score onMind Over Mood Anxiety Inventoryranging 0-72.
“Score on Mind Over Mood Depression Inventory ranging 0-57.
Source: The authors (2020).

Table 2. Cognitive Distortions of Participants from the Pontifical Catholic University of Parana

COGNITIVE DISTORTION PARTICIPANTS’ QUOTES
Selective attention to failure (ignoring evidence, reaching conclusions after examining only part of the information) “I just think ‘I don’t know anything’, even though I’ve revised the entire contents two or three times [...] later [
can see that I knew several things, not everything, but I knew several things” (P9)
Jumping to conclusions (reaching a conclusion about something based on little or no evidence) “The fact that I began badly will influence my entire life” (P1)
Generalization(illogically scaling up an isolated event to a broader situation) “I get to the faculty and this [not doing well in exams] can happen again, it can happen several times” (P1)
Magnification of the negative and minimization of the positive (a good aspect is ignored in favor of something bad “It appears that part of me does not accept my commemorating having passed the university entrance exam... as
and something unfavorable invalidates everything that is favorable) if part of me does not accept that I really am capable of doing something” (P8)
Personalization(a person taking the blame for something negative that was not their fault) “I thought, [it’s me] that’s not doing enough” (P6)
“Was it my fault? I know it was. But even so, was there nothing else I could have done?” (P9)
Catastrophization(worst possible forecast for the future, ignoring other more likely outcomes for the situation) “Fear of attending to a patient and not knowing what to do... fear of having a person’s life in my hands” (P1)
Fortune telling(predicting something as being certain, without logical evidence for this) “The first thing I think is that I'm not going to make it to residency” (P1)
Should statements(Rigid, unbendable beliefs that conceive what the subject expects of oneself based on what their “If I carry on, I'm going to be a bad doctor. I should stop studying and give up my course now, it’s not working
self-image tells them) out right” (P4)

“Each time something goes wrong I think it’s a sign from God that I shouldn’t be doing this, as if I'm not good
enough to be taking Medicine, this affects me a lot” (P4)

Tunnel vision / mental filter(focusing on negative aspects of a situation, ignoring other existing information or “I was successful because I passed [the entrance exam], but success stopped there” (P1)

evidence)

Emotional reasoning(what we find at a given moment in time, without submitting it to logic, is correct and true) “It’s much more a case of fear of my not being able to do it rather than the fact of my not being able” (P8)
Mind reading(believing that you know, based only on your own thoughts, what other people think and feel) “If I stopped being this good student, with good grades, people would stop liking me” (P8)

“Even though I don’t even know what [people] are planning, even though they 're not planning anything, I think
that’s where my rapid thinking, my anxiety comes in, you know” (P3)

Labeling (defining oneself based on isolated actions, as if they explained the permanent way a subject as a whole “What I'm most afraid of is what I will think of myself” (P8)
functions)

Source: The authors (2020).
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Doctors don’t have to have time for anything’. I put my hand
up and said ‘teacher, have you ever stopped to think how
much people ask for doctors to be more humanized, but
throughout our time at university we are totally disrespected?
Goodness, while we’re at university it’s so important for us to
have some time for leisure, physical activity, that way people
even manage fo concentrate more or to see more sense in it
and so on...” She said ‘yes, you're right, it’s that throughout
all my medical training demands like that were always made
on me’. I said ‘yes, but things change, don’t they, the times
change, perceptions change™ (P7); “That’s not how it is, but
that’s how I want it to be” (P2).

DISCUSSION

Expectations versus reality - the why: The fashion an
individual relates to reality involves direct influence from the
cognitive schema (cognitions, whether functional or not,
occurring through automatic thinking, intermediate and core
beliefs, emotions and behaviors) articulated with other
schemas (behavioral, motivational, affective, orienting and
physiological responses), forming a set that Aaron T. Beck
[1921-to date] has called cognitive mode (Neufeld, 2016).
Mode lies on a basis consisted of temperament, personal
history, cognition, and environment throughout an individual’s
life. It defines their perception of the world around and the
coping strategies, either functional or dysfunctional, with the
concept they have about who they are as individuals. An
individual can have several modes, as well as specific patterns
in more than one mode. As such, if there is dissonance
between their cognitions and their other schemas, individuals
will present dysfunctional responses that will have physical,
emotional, cognitive, affective, motivational, and
physiological repercussions. Dissonance can generate serious
consequences, such as exacerbated anxiety and depression
symptoms, whereby the latter can even culminate in suicidal
ideation (Knapp, 2008; Beck, 1997 and Rotenstein, 2016).

The analysis of the interviews showed that the contrast
between expectation and reality caused changes in students’
self-perception after they started university. The changes led
to the need to cope with this discrepancy, loss of former self-
image, and construction of a new one. Such processes allowed
us to think that the mode of those future doctors originated in
excellent academic performances that granted them a
prominent position previously to entering university. After
that, being close to other students with similar
accomplishments deprived them of their previous self-
references. Adding to the radical changes in reality, the
difficulties inherent to medical training itself undermined
students’ old self-concept. They began to question their real
capacity to achieve new skills and felt that their old strategies
to manage academic challenges no longer worked the way
they used to. In other words, their cognitive mode got
dissonant (Valle, 2006 and Neufeld, 2010). As a consequence,
illogical ideas, dysfunctional thoughts, materialized in the
form of cognitive distortions, have arisen, resulting in anxiety
and depressive symptoms, comparisons with classmates,
maladaptive behavior, impostorism, distress, suicidal ideation,
and burnout (Neufeld, 2010 and Rotenstein, 2016). The degree
of morbidity of thoughts installed during students’ new reality
is undoubtedly proportional to their previous profile, as well as
being proportional to the intensity of the stimuli that led to the
adaptive change. If there is a long-distance separating reality
before and after starting the course the force of dysfunctional

thinking that follows this process occurs in the same extent, as
does the severity of the symptoms installed as a result of it.
Because medical students are demanding people, they are
more likely to suffer the pressures imposed by failure. Along
with this, students feel guilty because of the contents they are
not able to master and, therefore, fear of making mistakes
paralyzes them. Feelings of loss of worth and impotence' fill
this scenario, measured through assessment grades. Grades
then achieve paramount importance in academic life,
representing a  significant source of anxiety and
depression. However, one could correctly state that some of
the signs and symptoms described in the preceding paragraphs
resemble those that point to a Narcissistic Personality Disorder
(NPD) (Meleiro, 2001). It raises the question of whether
narcissists could be prone to pursuing a career in such an
outstanding profession because of its social status or being
accepted into medical school would elicit a behavioral
response similar to that observed in NPD patients. For the
investigation presented here, we have not collected enough
data to allow further reflections on the subject. Several
researchers have also investigated traits of maladaptive
perfectionism and impostorism among medical students (Hu,
2019; Chand, 2018; Arana, 2017; Leung, 2019; Mascarenhas,
2019; Seeliger, 2017 and Villwock, 2016). Because these
syndromes were not part of the initial study objectives, it was
surprising enough that the interviews performed gathered
materials highly suggestive of their occurrence.

Before and after - the when

The study showed that symptoms originate from a process that
stands from early academic life to after starting university. The
critical element lies in a conflict between previous self-
perception and a new perception, once college has started.
Thus, it is a process extended through time. It happens because
such disparity determines pathological processing of
information which lies in the genesis or exacerbation of
anxiety or depression symptoms, or of both disorders
combined. Hopelessness, poor self-esteem, negative
perception of the environment, negative automatic thoughts,
mistaken attributions, overestimation of negative feedback,
and bad performance in tasks that require abstract effort are
dysfunctional cognitions that predominate in depression.
Hypervigilance, fear, overestimation of risk, automatic
thoughts associated with lack of control and inability to face
up to feared situations, and incorrect interpretations of body
stimuli are associated with anxiety. Increased processing of
information, maladaptive schemas, higher frequency of
cognitive distortions, reduced problem-solving ability and
more considerable attention to personal problems or
shortcomings are a standard association of both anxiety and
depression (Wright, 2008). In behavioral terms, constant
positive reinforcement of a successful trajectory, given from
an early age to these students by their peers, families, and
teachers, is reversed through learning owing to the need to be
admired. The interruption of this reinforcement implies the
loss of the abilities that had defined them thus far. Continually
seeking to fulfill this belief is an anxiety factor, just as
perceiving oneself to be unable to satisfy it is a depression
factor. In this logic, anxiety is a response to feelings of
inability to meet trust and expectations placed on the student.
Depression, in turn, arises from the feeling of insufficiency
and the perception that the identity based on academic success
gives way to the feeling of being “just one more.” Brilliant
students might have little experience in coping with such an
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unknown position. Paradoxically, the student who gets the
highest grades reveals oneself to be the least capable of
dealing with failure, frustration, and the flaw of having only an
average performance. If problems such as inability,
compromised performance, fear of failure, and perception of
risk are not familiar to the reality of students with excellent
pre-university performance, it is correct to deduce they have
awoken, or resurrected, as pathological thoughts after starting
the course. Thus, anxiogenic and depressiogenic conditions in
this environment act as triggers for the first manifestation,
relapse or exacerbation of worries and fears (Pacheco, 2017)
that remained silent when poor academic performance used to
be a merely remote possibility. Therefore, a collision
involving the accomplished challenge of getting a place on
competitive medical schools and what comes right after it is
the perfect storm for a drastic change in entrants’ self-concept.
This perception was present in the history of all the
participants of the study. Studies have extensively
demonstrated that it is possible to address anxiety and
depression on the level of individuals employing standard and
group CBT (Hu, 2019; Chand, 2018; Arana, 2017; Hofmann,
2012; Bendelin, 2011; Otte, 2011; Hind, 2010; Beattie, 2008;
Rangé, 2017; Yalom, 2006; Marmarosh, 2005).

There is more to it than thoughts: It would be applicable to
ask why not every medical student is subject to mental
disorders since this entire population is equally exposed to
environmental stressors. There are clear demonstrations of the
influence of biology on the way an individual reacts and
adapts to external stimuli (Sadock, 2017). The impact of
temperament, genetics, and physiology on medical students’
ability to cope with distress has been extensively investigated
(Leung, 2019; Sadock, 2017; Solis, 2016). However, levels of
biological influence vary according to the type of disorder
analyzed. Individuals with a depressive parent or sibling are
up to 2 to 4 times more likely to have major depressive
disorder throughout life. Whereas neuroticism has shown a
40% heritability and is related to both anxiety and depression,
other temperament traits than neuroticism influence the
former. The other temperament traits are behavioral
disinhibition and harm avoidance, causing genetics to add to
one-third of the risk of developing a generalized anxiety
disorder ().*® Thus, a toxic medical school environment can
increase the risk regarding individuals with a biological
predisposition to develop the commented symptoms.
Nevertheless, an analysis solely on the level of individuals
cannot explain the entire problem of anxiety and depression
during medical school. As participants’ stories indicate,
system-level conditions may also be considered stressors and
require urgent attention. The following aspects are worthy of
reconsideration in courses as they stand at the moment:
curricular inadequacy; academic demands marked by an
impracticable timetable of activities of no real pedagogical
value; focus on summative assessment rather than formative
assessment; memorization of contents to the detriment of
clinical reasoning; short respect for the students’ natural
rhythm and individual characteristics; an environment that is
solitary, unwelcoming, not very favorable to reassuring
exchanges of affection, so that a new student facing a harsh
reality feels left to their fate; lack of guidance about learning
objectives, possibilities of personal growth, and enhancement
of strategies to cope with the challenges of Medicine (Lopes,
2006; Fitzpatrick, 2019; Slavin, 2019; Bailey, 2018; 2018;
Hill, 2018; Moir, 2018; Barraza-Lopez, 2017; Silva, 2017;
2017; Eley, 2016 and Slavin, 2016). The accountability for

change also lies in public policy. It is quite alarming that not
even curricular directives, e.g., the Brazilian Education
Council / Higher Education Chamber (CNE/CES) Resolution
No. 3, dated June 20, 2014, (Brazil, 2020) contains express
provisions for students’ physical and mental health, although it
makes extensive allusions to the need to humanize the course
and the profession. Student representations are then required
to advocate for changes to ensure the inclusion of care
services.

CONCLUSIONS

Strengths and limitations: By using a qualitative method,
this study was successful in addressing the mechanism and
moment of onset regarding anxiety and depression symptoms
in medical students. However, we can point out a large
number of biases and shortcomings. These involve the lack of
an approach regarding generational aspects, which would
require a further chapter; the sampling method, which could
have narrowed down participants to those who bear the
symptoms investigated; finally, the difficulty inherent to
qualitative studies in making generalizations, notwithstanding
their aim of raising questions for further investigation.

Key results: The development or recurrence of anxiety and
depression symptoms in medical students is a process that
stands from early academic life to after starting university. It
involves an emerging difference between their perception of
themselves before and after admittance to the Medical school.
Anxiety and depression reflect the convergence of biological
and environmental factors, magnified maladaptive cognitions,
and insufficient self~knowledge to enable emotional,
behavioral, and functional cognitive responses. In addition to
interventions on individuals, rethinking institutional culture is
yet needed to prevent medical training from being a cause of
clinical distress, impairment in many areas of functioning,
suffering, or other medical conditions.
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