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Executive summary

With physicians and medical learners experiencing unprecedented levels of personal and professional distress,
supporting health and wellness in medicine has never been more important. The Canadian Medical Association
(CMA) is committed to bringing the profession together to work to achieve our shared vision of better health,
health care and a thriving health workforce.

With this in mind, the CMA conducts a national survey every three to four years to monitor health and wellness
trends among physicians in Canada. Even before the global COVID-19 pandemic was declared in March 2020,
research showed physicians are at a high risk of developing symptoms of burnout, depression and other
psychological distress (2017 NPHS).

The pandemic has only exacerbated these issues. While everyone has been affected by personal stressors,
physicians have had to face additional workplace and systemic challenges. With physician wellness as one of the
CMA’s key priorities, the 2021 NPHS comes at a pivotal juncture as the need to reform Canadian health care
system intensifies.

The overarching goal of the 2021 NPHS is to generate an in-depth, up-to-date and relevant data set for a range

of audiences, including organizations, researchers, educators and stakeholders, to inform and advance physician
wellness initiatives. The survey uses an equity lens to track specific demographic subgroups; the results will help
inform recommendations for system-level changes to improve physician health and wellness — from medical
school through retirement. The survey is also crucial in supporting the work of the CMA as outlined in Impact 2040,
a bold strategy to improve health, health care and the health workforce.

In comparing the results of the 2021 NPHS with those of the 2017 survey, it’s clear that physicians’ well-being

has decreased significantly; indeed, many rate their mental health as being worse now than before the pandemic.
Notably, there has been a sharp increase in the proportion of respondents reporting burnout and suicidal ideation
in the past 12 months (1.7 and 1.5 times higher, respectively) compared with in 2017. It’s likely that the pandemic
has contributed to these increases, and this is particularly true among practising physicians, for whom larger shifts
were seen since 2017 on several psychological indictors compared with medical residents.

Overall, the majority of respondents score low on professional fulfillment, which consists of sentiments around
contentment, satisfaction and meaningfulness in one’s work. Those who score low on professional fulfillment also
show greater signs of fatigue and a lack of work—life integration; they are significantly more likely to be burned
out and less likely to be thriving in terms of mental health.

The key findings from the study reveal that numerous subgroups are experiencing more negative wellness
outcomes, including medical residents; those under 35 years of age; those identifying as women; those practising
six to 10 years; caregivers of a child and/or parent or family member in the home; those living with disabilities;
and those working in small town/rural or isolated/remote areas.

Still, not all the results are discouraging: there are signs of a culture shift toward prioritizing wellness. That is,
medical residents and younger physicians report accessing support for their mental health challenges more
frequently than practising physicians who are at a later career stage. While some of those who need wellness
supports are accessing them, there are still significant barriers to overcome, such as stigma, availability and
concerns around confidentiality.
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A total of 4,121 physicians, medical residents and medical students completed the 2021 NPHS (n = 3,489 practising
physicians, n = 375 medical residents, n = 257 medical students) using an open link survey offered in both English
and French from Oct. 13 to Dec. 13, 2021. The survey was promoted by the CMA via email to its members, social
media and creative advertising and through the CMA’s communications channels, including partner organizations.

Respondents participated in the survey voluntarily for no monetary compensation and were asked numerous
questions capturing behavioural, occupational and psychological factors. This report includes responses from
practising physicians and medical residents only (n = 3,863 henceforth referred to as “respondents”) and
compares the results for key measures with data from the baseline 2017 NPHS.

Background/Introduction

Being a physician can be deeply gratifying, but it also comes with stresses and challenges that can take a toll on
one’s health and wellness. Heavy workloads, demanding standards of training and practice, and complex practice
environments are just some of the factors that can put any physician at higher risk of personal and professional
dissatisfaction, burnout and depression. The impacts of this — on physicians, on patient care and on the
performance of the overall health system — make supporting physician health and wellness on imperative

for the CMA and the system at large.

Previously, there was a lack of national data on health and wellness indicators for physicians in Canada. In
response to this critical gap in knowledge, the CMA conducted the 2017 National Physician Health Survey (NPHS)
to gain a deeper understanding of how physicians and medical residents are affected by a multitude of factors
impacting their health and wellness. The goal of the 2017 NPHS was to generate an up-to-date and relevant
baseline dataset for use by other organizations, researchers, educators and stakeholders and to use this dataset
to inform and advance physician health initiatives. The survey included psychological measures (e.g., burnout,
depression screening, suicidal ideation, mental health), behavioural measures (e.g., physical activity levels, sleep,
diet) and occupational measures (e.g., work hours, collegiality, career satisfaction), as well as measures related to
awareness of available physician health services, use of such services and barriers to accessing services.

The overarching goal for the 2021 NPHS was to generate an up-to-date and relevant dataset for a range of
audiences, including organizations, researchers, educators and stakeholders, to inform and advance physician
wellness initiatives, as well as support other strategic priorities for the CMA Enterprise. The COVID-19 pandemic
drew attention to a deeply concerning mental health crisis. This is the very socio-cultural context that can provide
essential data on major mental health and wellness indicators pertinent to the functioning of physicians. In
general, how well are Canadian physicians coping with the pandemic? How different are mental health outcomes
from the 2017 baseline data? As with socio-cultural vulnerabilities identified in managing a pandemic (e.g., age,
gender/sexual orientation, racial/ethnic identity, education, socioeconomic status, occupation, physical/clinical
comorbidities), are there key risk groups in the physician population? The purpose of this second iteration of the
NPHS is to track changes in wellness indicators and to understand the key drivers of those changes. A secondary
aim of this study is to identify demographic subgroups that are more vulnerable to poorer outcomes.

Moving forward, the CMA aims to administer the NPHS on a continuous, three-to-four-year cycle to ensure that
data remain up to date and relevant. This allows for making comparisons between datasets over the years, to track
any improvements and/or declines in wellness, as well as to identify emerging challenges facing physicians.
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Methodology

Survey design

The development of the NPHS was guided by an Expert Working Group (EWG) including representatives with
physician health expertise from the Forum of Canadian Physician Health Programs, the College of Family Physicians
of Canada (CFPC), the Association of Faculties of Medicine of Canada (AFMC), the Canadian Medical Protective
Association (CMPA) and Well Doc Alberta. The group was led and supported by internal expertise from the CMA.

A third-party research firm was commissioned to collect and analyze the data with oversight from the

CMA Physician Wellness and Medical Culture Team.

To begin the questionnaire drafting process, the 2017 study was reviewed to identify priority areas to obtain
tracking data for comparison purposes. The EWG, including the CMA team, then generated a list of new concepts
to be included in the current survey. From this, a draft of the 2021 questionnaire was developed, which was later
edited (e.g., removing, rewording and rearranging questions) with an eye to maintaining sufficient consistency to
enable comparison with 2017 results. The average length of the survey was 30 minutes.

The 2021 NPHS expands upon the 2017 NPHS to include a wider variety of concepts within the broad categories of
psychological factors, behavioural factors, social support, environmental/cultural factors, accessing wellness
supports and the impact of the COVID-19 pandemic. Please refer to Appendix C for the full questionnaire.

Before proceeding with the survey, ethics approval was obtained from the University of Ottawa Health Sciences
and Science Research Ethics Board.

Participants and procedure

An open link survey, offered in both English and French, was promoted by the CMA via email to CMA members,
social media, creative advertising and CMA communications channels including partner organizations. An open link
survey methodology was used to ensure that physicians beyond the CMA membership were invited. The survey
was open from Oct. 13 to Dec. 13, 2021. Participation in this study was voluntary.

A total of 4,121 physicians and medical learners completed the 2021 NPHS (n = 3,489 practising physicians, n = 375
medical residents, n = 257 medical students). This report includes responses from practising physicians and
medical residents only (total n = 3,864) to facilitate comparison of results to the 2017 NPHS. When referring to
responses from practising physicians and medical residents combined in this report, the term “respondents” is
used. Note that a separate report on the medical student results is forthcoming.

Moreover, a separate survey was conducted during the fall/winter of 2021 among a sample of non-physician,
employed Canadians (n = 1,973). This Employed Canadian Population Comparator Survey serves as a benchmark.
The results for this comparator study will also be provided in a forthcoming report.

Throughout the NPHS 2021 report, special attention has been paid to various socio-demographic groups, including
career stage (i.e., practising physicians vs. medical residents), gender, age, area of practice, years in practice,
community size, disability and caregiver status.

Table 1 below provides a breakdown of the respondent sample.
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Respondent sample counts and proportions

Base . Base .
. A Pr rtion
_ sizé n Proportion sizen oportio

TOTAL sample 3,864 100% COMMUNITY SIZE
PHYSICIAN STAGE Urban/suburban 2,750 71.2%
Practising physician 3,489 90.3% Small town/rural 740 19.2%
Resident 375 9.7% Isolated/remote 108 2.8%
GENDER Cannot identify/
prefer not to answer
Men 1,486 38.5%
DISABILITY
Women 2334 60.4%
Self-identify as having disability 794 20.5%
i H 1 0,
Neither applies 12 0.3% Does not self-identify as having a 2945 76.2%
No response 32 0.8% disability ’ e
AGE CAREGIVER STATUS
<35 662 17.1% Caregiver_of parent(s) 1,829 47.3%
and/or child(ren)
35-54 1,822 47.29
! % Not a caregiver 2,035 52.7%
0,
>o* 1,361 35.2% Caregiver of child(ren) 1,551 40.1%
AREA OF PRACTICE Caregiver of parent(s) 393 10.2%
General Practitioner 1,564 40.5% Caregiver of both parent(s) 11 2.0%
. . (]
Medical Specialist 1,410 36.5% and child(ren)
Surgical Specialist 369 9.5% ETHNIC AND RACIAL IDENTITY?
Other/Admin> 500 12.9% Self-identify as ‘White’ only 2,857 73.9%
Do not self-identify as o
YEARS IN PRACTICE ‘White’ only 644 16.7%
5 or less 469 12.1% Other mentions 176 4.6%
61010 481 12.4% Indigenous only 66 1.7%
111020 826 21.4% Prefer not to answer 121 3.1%
21to 30 803 20.8%
Over 30 905 23.4%

Table 1. Sample counts and proportions by subgroups of analysis

1 Note that the proportion of those who selected “Neither applies to me” was too small to run in the subgroup analysis. Several
respondents who selected “neither applies to me” identified as “non-binary;” there were also single mentions of “gender neutral,”
“gender fluid,” “Trans FTM - Male.”

2 “Admin” is defined as “administrative position”; “other” includes a range of responses including addictions, critical care, infectious
diseases, palliative care, long-term care, among others.

3 Results by ethnic/racial group were analyzed but there were very few differences at the aggregate level, i.e., identifying as white vs.
others. Where differences did exist by ethnic/racial group, it was often due to intersectional characteristics, e.g., Black physicians in
the sample were more likely to be medical specialists and with greater number of years in practice.
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The sizes of the overall sample and the subgroups with larger sample sizes were sufficient to achieve statistical
power; however, this was not the case for subgroups with small sample sizes (e.g., practising in isolated/remote
areas).

In reporting, sample sizes may be further reduced because of survey skip logic, exclusion of “prefer not
to answer” responses, respondents not giving consent to collect data on sensitive question topics, and
respondents not completing the optional section of questions asked near the end of the survey.

In terms of overall representativeness of the respondent sample to the demographic distribution of practising
physicians and medical residents in Canada, women in the study are over-represented,

as are those in the Atlantic region (New Brunswick, Nova Scotia, Prince Edward Island and Newfoundland and
Labrador), the Prairies (Alberta, Manitoba and Saskatchewan) and British Columbia and the Territories (Northwest
Territories, Yukon and Nunavut). Respondents in Ontario and Quebec are under-represented in the respondent
sample. As a part of the initial analysis, the data were weighted to determine how outcomes might be affected by
the weighting. It was found that there were no major differences in outcomes when comparing the weighted and
unweighted datasets. The decision was, therefore, made to leave the data unweighted to minimize the interaction
of the weighting of a variable with the weighting of another variable.

Please refer to Appendix A for more details on the methodology for this research.

Measures

The NPHS is made up of a variety of scales and questions that were used to assess psychological factors (mental
health and well-being, burnout, anxiety, etc.), as well as behavioural and occupational factors related to physician
wellness. These were carefully selected on the basis of several criteria, including psychometric properties.

Psychological indicators included overall mental health and well-being (Mental Health Continuum Short Form
[MHC-SF]), burnout (two-item Maslach Burnout Inventory), % anxiety symptoms (General Anxiety Disorder 7-ltem
Scale), depression screening (Patient Health Questionnaire—2), professional fulfillment (Professional Fulfillment
Index) and suicidal ideation.

Behavioural and social support indicators included having a personal primary care physician, level
of fatigue/optimal sleep, participation in self-care activities, healthy lifestyle barriers and perceived social support.

Occupational indicators included task-specific work hours, psychological safety, collegiality,
workplace wellness supports, workplace harassment and bullying, work-life integration, satisfaction
with efficiency/resources, and professional misconduct inquiries (i.e., college complaint or lawsuit).

Please refer to Appendix C for the full survey instrument.

Statistical analyses

The general procedure for statistical analysis in this report is as follows:

o Descriptive statistics were generated, which were then cross tabulated with demographic groups of interest
(e.g., physician stage, gender, age, years of practice, type of physician, community size, self-identification of
disability, and caregiver status).

4 Note that the survey asked the full set of items for the Maslach Burnout Inventory for Human Health Services (MBI-HSS) for
professionals. The results of further investigations will be presented in additional publications.
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e A chi-square test was carried out on many measures:

— In the instance of a 2x2 relationship being tested, statistical significance was taken to mean a p-value equal
to or less than 0.05.

— In the instance of a relationship other than 2x2 being tested, adjusted residuals were calculated for each
category of the cross-tabulation. An adjusted p-value calculation was done, which was compared with a
more conservative threshold for significance that considered total number of categories tested. Note that
in some cases, base sizes were too small for statistical differences to show.

— Chi-square tests were not run for questions with multiple response options (i.e., “select all that apply,”
such as barriers to maintaining a healthy lifestyle).

— Chi-square values, degrees of freedom and p-values for statistically significant differences are noted in
Appendix B.

e At-test (95% confidence interval) was used to determine a significant difference between the means of
numerical variables (e.g., total hours worked) for subgroups. It was also used in questions that were
multi-select to help guide interpretation of the data.

Notes on terminology and reporting conventions

TERMINOLOGY

This report includes responses from both practising physicians and medical residents. When reporting on the
two groups is combined, the umbrella term “respondents” is used. Findings for each group are also reported
on separately, with the groups referred to as “practising physicians” and “medical residents.”

REPORTING CONVENTIONS

Unless otherwise indicated, all questions reported exclude “don’t know” and/or “not applicable” responses.

Statistical differences determined by chi-square testing are indicated by green or red lettering/ asterisks, where
green means significantly higher and red means significantly lower. Statistical differences determined by t-tests
are indicated by green and red arrows.

The term “statistically significant” is clearly stated in reporting on statistical differences (using chi-square tests or
t-tests). For cases where there are notable differences that are not statistically significant, the terms “more likely”
or “less likely” are used, and the results are not colour coded.

Where applicable, tracking to 2017 NPHS is provided. Note that respondents were not asked their age in 2017,
so there are no tracking comparisons available for this subgroup.

In addition, reporting in the NPHS 2017 on key psychological factors included no responses. These no responses
were excluded from the data in the NPHS 2021 report, resulting in minor discrepancies in the proportions reported
for 2017 data in the 2017 and 2021 NPHS reports. >

5 Example: In 2017, the incidence of flourishing mental health was 58%. In removing the 2017 no responses, the incidence increased
to 63%. For reference, see: CMA NATIONAL PHYSICIAN HEALTH SURVEY
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Survey results

Section 1. Psychological factors

OVERALL MENTAL HEALTH

While almost half of respondents are classified
as “flourishing” in their mental health, an
equal proportion are moderately” mentally
healthy, and almost one in 10 are
“languishing.”

Mental health and well-being are measured using the
Mental Health Continuum — Short Form (MHC-SF).®
The scale measures mental health on a continuum
from positive feelings and high psychosocial
functioning (i.e., flourishing mental health) to lower
levels of positive feelings and impaired psychosocial
functioning (i.e., “languishing mental health”).” Results
show that over half of respondents are classified as
either “moderate” (46%) or “languishing” (7%) in their
mental health, while 47% are classified as “flourishing.”
Practising physicians are more likely than medical
residents to be classified as “flourishing” (48% vs.

40% of medical residents).?

’

Mental Health Continuum -
Short Form (MHC-SF)

MHC-SF is a scale measuring subjective
well-being. Individuals are classified into
categories of flourishing, moderate or
languishing mental health on the basis
of responses to emotional, psychological,
and social well-being items.

The presence of positive feelings and
positive functioning in life is characterized

as flourishing mental health and the absence
of is characterized as languishing. Those who
are neither flourishing nor languishing are
moderate in mental health.

MENTAL HEALTH CONTINUUM SHORT-FORM - MENTAL HEALTH
51%

47% 48% 46% 45%

40%

Flourishing

Moderate

7% 7% 9%
I s e

Languishing

B All respondents M Practising physicians M Medical residents

Figure 1. Mental Health Continuum Short-form (MHC-SF) Index created from responses to question 64. How
often in the past month did you feel...Base: All respondents who opted into additional survey question (n =
3234), practising physicians (n = 2933), medical residents (n = 301).

6 MENTAL HEALTH CONTIUUM SHORT-FORM (MHC-SF)INDEX. Responses to 14 questions assessing emotional well-being and aspects
of psychological and social functioning are scored and scaled to categorize respondents into one of three categories (languishing,
moderate or flourishing).

7 Corey L. M. Keyes. (2002). The Mental Health Continuum: From Languishing to Flourishing in Life. Journal of Health and Social
Behavior, 43(2), 207-222. https://doi.org/10.2307/3090197

8 P-value 0.045, not statistically significant but on the threshold.
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Compared with before the pandemic, the proportion of respondents who are “flourishing”
in mental health has declined significantly.

Overall, mental health among respondents has declined significantly since 2017: 47% are now classified as
“flourishing” compared to 63% in 2017 (—16 percentage points). A larger proportion are classified as having
“moderate” mental health, 46% compared with 33% in 2017 (+13 percentage points), and 7% are classified as
“languishing” (+3 percentage points since 2017).

ALL RESPONDENTS

2017

Flourishing 47% 63%
Moderately mentally healthy 46% 33%
Languishing 7% 4%

Percentage point difference
between 2021 and 2017

+13

+3

Table 2. Mental Health Continuum Short-form (MHC-SF) Index Categories, 2021 vs. 2017.

Base: Those answering all items to question 64.

Both practising physicians and medical residents have seen a similar percentage point decline in “flourishing”
mental health; among practising physicians, it is now 48% (—16 percentage points since 2017); among medical

residents, it is now 40% (—15 percentage points since 2017).

Percentage point difference
BY PHYSICIAN CAREER STAGE 2021 2017 between 2021 and 2017

FLOURISHING

MODERATELY MENTALLY HEALTHY

Physicians 45% 32% +13
Medical residents 51% 40% +11
LANGUISHING

Physicians 7% 4% +3
Medical residents 9% 6% +3

Table 3. Classified as “flourishing,” “moderate” or “languishing” by career stage, 2021 vs. 2017.

Base: Those who did not answer at least one question item in question 64 were excluded from the calculations.
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By gender, age, area of practice, years in practice and community size

Men are significantly more likely to be classified as “flourishing” in their mental health (51%* vs. 45%
of women). Both groups have seen similar decreases in “flourishing” mental health since 2017
(—14 and —16 percentage points, respectively).

Older respondents (55+ years of age) are significantly more likely to be “flourishing” than those who are
younger (57%* vs. 41%* of those aged 35 to 54 years and 42% of those <35 years old).

There are no significant differences by area of practice. However, note that the proportion of surgical
specialists who are languishing has doubled since 2017 (5% in 2017 to 11% in 2021), and the proportion of
respondents working in other/administration who are languishing has tripled from (2% in 2017 to 7% in 2021).

With respect to years of practice, physicians with the greatest number of years in practice (over 30 years)
are significantly more likely to be classified as “flourishing” than those with six to 10 years (63%* vs. 35%*,
respectively). Those practising from six to 10 years and 11 to 20 years have seen the sharpest declines in
“flourishing” mental health (—24 and —22 percentage points, respectively).

There are no significant differences by community size, although those practising in isolated/remote areas are
less likely to be “flourishing” and have seen the largest percentage point decrease (—29 percentage points).

Mental Mental Percentage Mental Mental Percentage
health health point difference health health point difference
“flourishing” | “flourishing” | between 2021 “languishing” | “languishing” between 2021
in 2021 in 2017 and 2017 in 2021 in 2017 and 2017
GENDER
Men 51%* 65% 7% 5% +2
Women 45% 61% 7% 1% +3
AGE
<35 42% - - 7% - -
35-54 41%* - - 9%* - -
55+ 57%* - - 5%* - -

AREA OF PRACTICE

General

. 48% 63% 7% 4% +3
practitioner
Medical specialist 45% 62% 7% 5% +2
Surgical specialist 47% 60% 11% 5% +6
Other/Admin 51% 84% 7% 2% +5
YEARS IN PRACTICE
5orless 40% 59% 9% 4% +5
6to 10 35%* 59% 10% 4% +6
11to 20 40% 62% 9% 5% +4
21to0 30 49% 65% 6% 4% +2
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Mental Mental Percentage Mental Mental Percentage
health health point difference health health point difference

flourishing” flourishing” between 2021 languishing” languishing” between 2021
in 2021 in 2017 and 2017 in 2021 in 2017 and 2017

Over 30 63%* 74%

COMMUNITY SIZE

Urban/suburban 47% 63% 7% 4% +3
Small town/rural 46% 64% 9% 5% +4
Isolated/remote 36% 65% 3% 2% +1

|
e
e
B

Table 4. Classified as “flourishing” or “languishing” by gender, age, area of practice, years in practice and
community size, 2021 vs. 2017.

** Statistically significant using chi-square test of independence. See Appendix B for more details.

WELL-BEING

A majority of respondents score higher on emotional and psychological well-being compared
with social well-being.

Using the Mental Health Continuum Short Form sub-indices,® respondents are more likely to score higher on
emotional (79%) and psychological well-being (77%) than they are on social well-being (53%).

Practising physicians are significantly more likely to score high on psychological well-being (78%* vs. 72% of
medical residents).

MENTAL HEALTH CONTINUUM SHORT FORM - WELL-BEING

79% 80% 77% 77% 78%*

72%
I I ] ] . I I I

High Emotional Well-Being High Social Well-Being High Psychological Well-Being

B All respondents M Practising physicians ™ Medical residents

Figure 2. MENTAL HEALTH CONTIUUM SHORT FORM (MHC-SF) INDEX. Responses to question 64. Base: All
respondents who opted into additional survey question; those who did not answer at least one question item
were excluded from the calculations. (n = 3234), practising physicians (n = 2933), medical residents (n = 301).

9 MHC-SF indices: Each response is scored 00 = “'Never,” 1.00 = “Once or twice,” 2.00 = “About once a week,” 3.00 = “About 2 or
3 times a week,” 4.00 = “Almost every day,” 5.00 = “Every day.” Sum scores for each respondent are classified above or below
midpoint. Emotional well-being: 07 is low; 8-15 is high. Social well-being: 0-12 is low; 13-25 is high. Psychological well-being:
0-15 is low; 16—30 is high. Those who did not answer at least one question item were excluded from the calculations.
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Across all three scales related to well-being (emotional, social and psychological well-being), there have been
significant declines since 2017, with the largest decline in social Well-being (—16 percentage points).

Percentage point difference between
BY PHYSICIAN CAREER STAGE 2021 2017 2021 and 2017

HIGH ON EMOTIONAL WELL-BEING

All respondents 79% 91% _
Medical residents 77% 88% |;
HIGH ON SOCIAL WELL-BEING

All respondents 53% 69% _
Medical residents 53% 67% _

HIGH ON PSYCHOLOGICAL WELL-BEING

Table 5. Score high on emotional, social and psychological well-being indices by career stage, 2021 vs. 2017.
Base: All respondents who opted into additional survey question (n = 3234), physicians (n = 2933), medical
residents (n = 301).

** Statistically significant using chi-square test of independence. See Appendix B for more details.

By gender, age, area of practice, years in practice and community size

While there are few differences between men and women in terms of emotional and social well-being,
men are significantly more likely to score high on psychological well-being compared with women
(80%* vs. 76%). Women have seen a steeper decline in social and psychological well-being compared
with men (-17 and —10 percentage points, respectively).

Older respondents (55+ years of age) are significantly more likely than those 35 to 54 years old to score
high across all of the subscales:

1. Emotional well-being (83%* vs. 76%*)
2. Social well-being (62%* vs. 47%*)
3. Psychological well-being (85%* vs. 73%*)

With respect to years of practice, physicians practising 30 or more years are significantly more likely than
those practising 11 to 20 years to score high on emotional well-being (87%* vs. 73%*, respectively). This
group is also significantly more likely than those practising six to 10 years to score high on both social
well-being (65%* vs. 41%*, respectively) and psychological well-being (87%* vs. 69%*, respectively).

There are no significant differences by area of practice and community size.

14 | National Physician Health Survey 2021



High High Percer\tage High High High High Percer\tage
. . point . . psycho | psycho point
ctmeliie] || EEiEne] difference sel] | el logical logical difference
well well well well 8 g
bein bein between bein bein | well between
zozf 2017g 2021 and 2021g 2017g being being 2021 and
2017 2021 2017 2017
GENDER
Men 81% 91% 55% 69% 80%* 86% -
Women 79% 91% 52% 69% 76% 86% !
AGE
<35 82% - - 51% - 75% - -
35-54 76%* - - 47%* - 73%* - -
55+ 83%* - - 62%* - 85%* - -
AREA OF PRACTICE
General 81% 92% 54% | 70% 79% 87%
practitioner
Medical
. 78% 91% 51% 68% 77% 86%
specialist
Surgical 75% 86% 51% | 64% 76% 83% -
specialist
z:firn/ 81% 96% 56% | 81% 75% 94% -
YEARS IN PRACTICE
5 or less 79% 91% 45% 67% 72% 85% -
61010 79% 94% 41%* | 67% 69%* | 86% _
11to 20 73%* 90% 48% 67% 73% 83% _
21to 30 79% 89% 57% 67% 81% 88%
Over 30 87%* 95% 65%* 75% 87%* 91% -4
COMMUNITY SIZE
Urban/ 80% 91% 54% | 69% 78% 87%
suburban
Small town/
rural 78% 90% 50% 69% 76% 86%
:;‘:T']a(:f:/ 79% 89% 52% | 66% 75% 86% -

Table 6. Score high on emotional, social and psychological well-being indices by gender, age, area of practice,

years in practice and community size, 2021 vs. 2017.

** Statistically significant using chi-square test of independence. See Appendix B for more details.
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BURNOUT

Over half of respondents surveyed are experiencing symptoms of burnout, 1.7 times higher
compared with pre-pandemic.

Burnout was measured using the Maslach Burnout Inventory (MBI) two-item scale.'® Over half of respondents
(53%) report symptoms of burnout, that is, they report a high level on at least one burnout indicator of
depersonalization (28%) or emotional exhaustion (50%).

The prevalence of overall burnout is higher among medical residents (58%* vs. 52% of practising physicians),
specifically on depersonalization (35% vs. 28% of practising physicians).

BURNOUT AMONG PHYSICIANS

58%*

28 (1) (o]

High level of depersonalization High level of emotional High level in at least one
exhaustion indicator

B All respondents M Practising physicians M Medical residents

Figure 3. Maslach Burnout Inventory two-item scale. Base: All respondents (n = 3864), practising physicians
(n = 3489), medical residents (n = 375).

Burnout is significantly higher among respondents in 2021 compared with those in the 2017 NPHS (53% in 2021 vs.
31% in 2017, 1.7 times higher or +22 percentage points). Both depersonalization (28% in 2021 vs. 16% in 2017) and
emotional exhaustion (50% in 2021 vs. 26% in 2017) have roughly doubled.

Percentage point difference

ALL RESPONDENTS 2017 between 2021 and 2017
High depersonalization 28% 16% +12
High emotional exhaustion 50% 26% +24
High overall burnout 53% 31% +22

Table 7. Maslach Burnout Inventory individual items and overall burnout, 2021 vs. 2017.

Base: All respondents, practising physicians + medical residents (n = 3864).

10 MASLACH BURNOUT INVENTORY TWO-ITEM SCALE. Scoring on MBI two-item scale: To be classified as burned out, an individual
must experience high levels of emotional exhaustion (item 1 — “I feel burned out from my work or training environment”) and/or
depersonalization (item 2 — “I have become more callous towards people since | took this job or started this training”). Rating high
on these two items in question 41 is defined as occurring at least weekly (i.e., a respondent must select "everyday,” “a few times
a week” or “once a week” on at least one of the two items to be classified as burned out).
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Compared with 2017, overall burnout has increased at a higher rate among practising physicians (1.7 times higher
or +22 percentage points) compared with medical residents (1.5 times higher or +19 percentage points).

BY PHYSICIAN CAREER Overall burnout Overall burnout in Percentage point difference

STAGE in 2021 2017 between 2021 and 2017

Physicians ‘ 52% | 30% ‘ +22

Medical residents ‘ 58% | 39% ‘ +19

Table 8. Maslach Burnout Inventory overall burnout, by career stage, 2021 vs. 2017.

By gender, age, area of practice, years in practice and community size

Burnout is significantly higher among women (59%* vs. 43% of men). The increase in burnout since 2017
is much higher among women (+26 percentage points from 2017 vs. +14 percentage points among men).

Respondents under the age of 54 (61%*) are significantly more likely to be experiencing burnout than those
55 and older (38%).

The prevalence of burnout is significantly higher among respondents in general practice/family medicine
(57%*) compared with physicians practising in other/administration positions (40%*).

Regarding years of practice, respondents with 20 years or less in practice are significantly more likely to be
experiencing burnout compared to those late in their career (over 30 years): those who have been practising
five or less years (62%*), six to 10 years (68%*), and 11 to 20 years (60%*) vs. over 30 years (32%*). While
symptoms of burnout increased across all groups from 2017 to 2021, the largest increase in burnout is
among those earlier in their career at 6 to10 years of practice (+35 percentage points from 2017).

Respondents practising in small towns (58%*) or isolated/remote areas (60%*) are significantly more likely
to be experiencing burnout than those in urban/suburban areas (51%%*). The rate of increase in burnout is
also higher in these two areas: it increased by 27 percentage points among respondents in small town/rural
areas and increased by 16 percentage points, among respondents in isolated/remote areas.

Burnout Burnout Percentage point difference between
in 2021 in 2017 2021 and 2017

GENDER

Men 43% 29% +14
Women 59%* 33% +26
Age

<35 61%* - -
35to 54 61%* - -
55+ 38% - -
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Burnout Burnout Percentage point difference between
in 2021 in 2017 2021 and 2017

AREA OF PRACTICE

General practitioner 57%* 33% +24
Medical specialist 52% 30% +22
Surgical specialist 53% 30% +23
Other/Admin 40%* 19% +21

YEARS IN PRACTICE

5 or less 62%* 36% +26
6to 10 68%* 33% +35
11to 20 60%* 34% +26
21to 30 51% 31% +20
Over 30 32%* 19% +13

COMMUNITY SIZE

Urban/suburban 51%* 31% +20
Small town/rural 58%* 31% ‘ +27
Isolated/remote 60%* 44% ‘ +16

Table 9. Experiencing burnout by gender, age, area of practice, years in practice and community size.

** Statistically significant using chi-square test of independence. See Appendix B for more details.

ANXIETY

One-quarter of respondents report moderate to severe levels of anxiety.

Using the General Anxiety Disorder 7-Iltem Scale screening tool,*! the study finds that one-quarter (25%) of
respondents indicate experiencing “severe” (10%) or “moderate” (15%) anxiety. Nearly one-quarter (24%)
of practising physicians experience severe/moderate anxiety, while one-third (34%) report “mild” anxiety
and 43% “minimal” anxiety.

Overall, medical residents are significantly more likely to score moderate/severe on the anxiety scale than
practising physicians (33%* vs. 24%, respectively), while practising physicians are more likely to classify as
having

a minimal level of anxiety (43%* vs. 33% of medical residents).

11 Anxiety (General Anxiety Disorder) 7-ltem Scale. This is calculated by assigning scores of 0, 1, 2 and 3 to the response categories,
respectively, of “not at all,” “several days,” “more than half the days” and “nearly every day.” Scoring is 0—4: minimal anxiety; 5-9:
mild anxiety; 10-14: moderate anxiety; 15-21: severe anxiety.
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