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Review the prevalence and factors associated with
physician burnout

Describe individual, team and organizational level
strategies to improve physician well- being,
engagement and excellence.

Objectives

Review opportunities to support professional
practice and leadership development of physician

Discuss the opportunity to decrease physician
burnout by optimizing the use of electronic health
records.
Physician suicide: what can be done?

Background and context
•

Increasing recognition of physician support needs internationally.

•

High prevalence of burnout across medical specialties internationally

•

2017 CMA National Physician Health Survey
• More than 25% of physicians reported high levels of burnout
• One third screened positive for depression
Burnout is a syndrome of depersonalization, emotional exhaustion, and a
sense of low personal accomplishment that leads to decreased
effectiveness at work

Shanafelt et al, 2002

Does Burnout Matter?
• Burnout can impact:
•
•
•
•
•

Quality of care, medical errors
Level of empathy towards patients
Team dynamics (hostility towards co-workers, less optimal functioning)
Decline in job satisfaction
Premature retirement

• One the personal front, burnout is associated with:
•
•
•
•
•

Sleep difficulties
Relationship problems
Poor mental health
Substance use
Suicide

Balch et al, 2009;Shanafelt et al,
2010
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Consequences
Personal
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Professional

Sleep disturbance

Impact on quality of patient care

Relationship problems

Unprofessional behaviour

Low Mood

Decreased work effort

Anxiety

Higher physician turnover

Substance Use

Decreased efficiency of practice
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Economic Costs of Burnout
• Estimated cost for all physicians in Canada ~ $213,000,000
• Estimated cost for all physicians in the US ~ $4.9 billion /year
(range $3.1-6.2 billion)
• While not the only wellness consideration, ‘burnout’ represents a
key driver and consideration for wellness strategies

Dewa, 2014; Han & Goh

8

Factors Associated with Burnout
• Doing more with less – work overload
• Spending more time with technology and other clerical tasks and less
time focused on patients
• Organizational commitment and culture
• Support from Chief
• Control over work schedule
• Physician participation in decision making
Gaither, 2018; Glasheen et al, 2011

9

Barriers to Recognizing the Issues

• Burnout / illness seen as a weakness to cope
• Culture of immunity and invulnerability to illness
• Salary driven motives
• E.g.: taking all assigned call shifts for compensation (”doing it to
ourselves”)
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For the Young Doctor About to Burn Out

“Burnout at its deepest level is not the result of some train wreck of
examinations, long call shifts, or poor clinical evaluations. It is the sum total of
hundreds and thousands of tiny betrayals of purpose, each one so minute that
it hardly attracts notice. When a great ship steams across the ocean, even tiny
ripples can accumulate over time, precipitating a
dramatic shift in course.”
Gunderson, The Atlantic, 2014
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From Burnout to Well-Being

Bohman, NEJM Catalyst 2016

What is Resilience?
• “The capacity to recover quickly from difficulties; toughness”.
• “As a character trait, resilience is a person's mental ability to
recover quickly from misfortune, illness or depression.
... Resilient people develop a mental capacity that allows them
to adapt with ease during adversity, bending like bamboo
instead of breaking.”
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Strategies to Support Physician Well-Being
•

Education, awareness raising

•

Proactive engagement

•

Teaching an promoting resilience

•

Mindfulness sessions

•

Web based CBT

•

Cultivating community at work
Organizational approaches to well being are more effective than individual directed interventions
Panagioti et al, 2017
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Physician Well-Being
Approaches / considerations when engaging physicians:

Communicate early / engage early
Formal and informal gatherings
Peer led activities / support
Executive involvement and support

CAMH – Who We Are
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•

Largest Mental Health and
Addictions hospital in Canada

•

University of Toronto-affiliated
teaching hospital

•

3 main sites with 30+ locations

•

90 distinct services between an
emergency department, inpatient,
outpatient, day treatment and
partial hospitalization models

•

HIMSS Stage 7
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CAMH Physician Wellness and Engagement Framework
Prevention

Promotion

Personal Views

Job Design

Resolution
Leadership Behaviors

Organizational Attitudes

Engagement

Protection of Physical Safety

Clear Leadership and Expectations

Psychological and Social Support

Balance

Psychological Protection

Growth and Development

Organizational Culture

Preferences

Psychological Demands

Recognition and Reward

Civility and Respect

Incentives

Involvement & Influence

Commitment to the Initiative

Objectives

Workload Management

Individual Strategies
MD Onboarding (including wellness strategies) and Role
Expectations
• Factoring clinical, admin (committee)
MD Annual Performance Review & Feedback
Annual Talent Management
Growth and Development
Recognition of Personal Milestones

Team Strategies

Organizational Strategies

Peer Mentorship (junior, senior peer groups)

Clear Leadership Roles and Reporting

Divisional Meetings

Physical spaces (maintenance, plants, art, ergonomic
chairs)

• Awareness Raising (burn out, wellness resources)
Social Events (connect with other activities)
Crisis and peer resources
Peer supervision (buddy system)

MD Compass (physician and organizational expectations
& agreement)?
Safe & Well CAMH initiatives
• MD Wellness Resource Package
• Wellness Centre / Outlet Activities
Rewards and Recognition
Leadership Development
• Individual and Team Based Learning Resources

Getting Started- Physician Survey
Participants

108
Response Rate
46%
of Staff Physicians

Burn-out

21.4%
Experience burn-out a few
times a week

In the past 12 months, have you been negatively impacted by emotionally stressful
events at work?

19%
22%

59%

50%
Experience burn-out a few
times a month

Yes, more than once

Yes, once

No, I haven't

Summary of Support Needs
If you have been negatively impacted by emotionally stressful events, who has supported you?
80%
60%
40%
20%
0%

74%

62%
40%

CAMH
physician
colleague

Family member CAMH nonphysician
colleague

27%

Non-CAMH
colleague

17%

17%

12%

11%

Medical head
of service

Therapist

Other

Chief of
division

1%
No one
supported me

Receiving Support
Strongest preference is to receive support from a CAMH physician colleague following an emotionally
stressful event

31.1%
Immediately
following the event

22.2%
Within 1 day
of the event

27.8%
Within 1 week
of the event

June 2018; Page 2 of 3

Emerging Themes
• Developing a culture of safety and wellbeing
• Emphasizing teamwork, embracing complexity, avoiding blame
• Leadership Accountability
• Communicating effectively, supporting both excellence and wellbeing of staff
and physicians
• Formal processes and supports to support wellbeing
• Putting centralized structures and supports in place, communicating regularly
on available resources

Organizational responses
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Appreciative Inquiry
• Not focusing on getting rid of physician burnout, but rather supporting
physician wellness and system transformation
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Physician Wellness
Addressing
contributors to
physician burnout
Promote
engagement and
professional success
Focus on the joy of
medicine
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Physician Engagement, Wellness and Excellence
Initiatives
Peer support program
Promoting professionalism
Mentorship opportunities
Communities of practice
Training to enhance professional advancement
Promoting the use of health information technologies to enhance efficiency of practice.
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Overview of Peer Support for Physicians
Colleagues, Division
Chiefs, Wellness
Liaisons
Managers,
SCORE
Reports, QCC

SelfReferral
Intake /
Peer
Matching

Peer supporter invites physician to schedule a conversation

Peer Support Conversation:
Active listening/support/validation/normalization,
Suggest referrals, if appropriate (e.g. Physician Health Program with OMA)

Follow up: if needed
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Promoting Professionalism
Establish a welcoming
culture that promotes
openness, transparency and
teamwork

Enhanced focus on early
conversations to provide
feedback

Organizational focus on the
physician onboarding
process
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Mentoring Program
Facilitate “pairings”, usually between junior and
more senior colleagues
•
•
•
•
•

Encouragement and support
Sponsorship
Information sharing/systems navigation
Constructive feedback
Role modelling

Embed the discussion within
each reappointment meeting
between chiefs and physicians

Mentorship Lead physician will
pro-actively liaise with each new
physician during the onboarding process at CAMH

Physician Wellness Office will
serve as a resource for any
physician to access mentorship
services of their own accord

To mobilize our physicians to request mentorship, we
have created several pathways:
Copyright © 2017, CAMH
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Communities of Practice

• Junior Faculty Club (Early Career Physicians)
• Late Career Physicians
• Women in Psychiatry
• Queer in Psychiatry (QuIP)
• International Medical Graduates
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Advancement and Training

Online and in-person
courses available for
emerging leaders
Development of a
curriculum for Medical
Heads based on LEADs
framework
Group educational initiatives
for leaders
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Initiatives
Peer support program
Promoting professionalism
Mentorship opportunities
Communities of practice
Training to enhance professional advancement
Promoting the use of health information technologies to enhance efficiency of practice.
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The role of EHRs

31

What is the Role of EHR?
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EHRs
Plan:
Provide fast access to patient information
Support clinical decision making
Support patient journey through transitions of care
Improve patient safety and quality of care

Current Status:
Administrative burden 11
Desk top Medicine 2,3
Data entry clerks ( digital storage) 1,8
Burnout ( joy of medicine) 1,8.9,11

http://fortune.com/longform/medical-records/
Copyright © 2017, CAMH
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Drawbacks of HIT
How does technology contribute to cognitive burden?
Explosion of clinical data
Information complexity

Working memory

Increased errors, adverse events, burnout and higher turnover
Causes of cognitive burden

Symptoms of cognitive
overload

Alerts
Click burden

Alert fatigue

Documentation requirements

Decreased ability to multitask

Retrieving information

Reluctance to adopt new technologies

Communication with circle of care

Potential Solutions
Intelligent workflows
User-friendly interfaces
Interoperability
Analytics
Artificial Intelligence

Copyright © 2017, CAMH
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Top Three Strategies
Increase
Efficiency

•
•
•
•
•

Personalization (workflows and order sets) 10
Speech recognition strategies 9
Mobile solutions10
Get rid of “pebbles in your shoes” 12
Evaluate and monitor data / Identify “super-users”

Increase
Proficiency

•
•
•
•

Provide ongoing flexible training 7
Promote documentation best-practices (note bloat) 1
Reduce after hours ( Pajama time) 5,6
SWAT teams 4

Communication
Strategy

• Monthly Newsletters ( email fatigue)
• Physician think tanks

Data Rich = Data Driven
Better physician experience = Better patient outcomes

Copyright © 2017, CAMH
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Physician Suicide
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Physician suicide: What can be done?

• What do we know about the risk for suicide in
physicians?
• How can we understand the root causes and risk factors
for suicide in physicians?
• What can we do to help?
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What do we know about the risk for suicide in
physicians?
• 300-400 physicians die by suicide each
year in the United States – approximately
one physician per day1
•

The rate is 1.41 times higher for males and
2.27 times higher for females than the
general population1

• Paradox of physician suicide:
Although physicians tend to have
healthier lifestyles than those of the
general public and thus to live
longer, suicide rates among doctors
are higher than those in the general
population.6

• Increasing suicidal ideation begins in
medical school, and persists through
residency training and beyond2,3,4
•

Recent meta-analysis shows prevalence of
suicidal ideation among medical students
was 11.1% (7.4% in the past two weeks;
24.2% within the past year).3,4

•

In one meta-analysis, nearly 1 in 3 resident
physicians met criteria for major depressive
disorder.5
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How can we understand the root causes and risks for
suicide in physicians?
In general,
•

Death by suicide is a tragedy not only affecting those who die, but their families, friends,
and communities

•

Suicide is a complex outcome, with biological, social, psychological, and cultural
underpinnings

•

Experiencing suicidal thoughts or engaging in suicidal behaviour not only increases
someone’s risk for suicide, but are distressing and debilitating on their own.

For physicians specifically,
•

Risk factors for suicidal behaviour or death by suicide are similar to those in the general
population – for example, previous history of suicidal behaviour, family history of suicide,
depressive symptoms, substance use

•

However, there are also factors specific to physicians which may explain the higher rates of
suicidal ideation and behaviour in this population.
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How can we understand the root causes and risks for
suicide in physicians?

The complexity of physician suicide
August 31, 2018

Michael Myers is professor of clinical
psychiatry at SUNY Downstate Medical
Center in Brooklyn, New York. He is a
specialist in physician health.

“Physicians take their own lives when many diverse and
overwhelming forces come together all at once—a perfect storm
of biopsychosocial factors. There is no one reason why a
physician might die by suicide and many factors can be at play. It
is important that we are aware of these factors and understand
them, so that we can try and support our colleagues.”
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How can we understand the root causes and risks for
suicide in physicians?
Biological Factors
• Physicians may have a higher prevalence of depression than non-physicians 6;
• Twenty-eight percent of residents experience a major depressive episode during
training versus 7–8 percent of similarly aged individuals in the U.S. general population.8

• Higher frequency of alcoholism in female physicians than women in the
general population 6
• Higher rates of substance use in certain specialities (exposure or
temperament driven) 6
• Sleep disturbance8
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How can we understand the root causes and risks for
suicide in physicians?
Psychological Factors
From NEJM 2005:
• “It has also been noted that physicians tend to neglect their own need for
psychiatric, emotional, or medical help and are more critical than most people
of both others and themselves. They are more likely to blame themselves for
their own illnesses. And they are apparently more susceptible to depression
caused by adverse life events, such as the death of a relative, divorce, or the
loss of a job.”6
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How can we understand the root causes and risks for
suicide in physicians?
Social/Cultural Factors
• Social isolation and disturbances of social networks related to scheduling,
professional identity.6
• Experiences of trauma, bullying, gendered harassment, burnout.6
• Regulatory complaints are associated with increased rates of suicidal ideation.3
• In a survey study from the UK, those with a past or current regulatory
complaint were more likely to report suicidal ideation (9.3-13.4%, compared
to 2.5% without a complaint)
• Access to and choice of lethal means for suicide1,3,6
• Physicians who took their lives were less likely to be receiving mental health
treatment compared with nonphysicians who took their lives even though
depression was found to be a significant risk factor at approximately the same rate
in both groups.7
“Suicidal physicians encounter additional barriers to care, compared with the general population.
Whereas both groups face concerns about stigma, lack of time and lack of access to care, physicians have
the added burden of concerns regarding confidentiality, and fear of discrimination in licensing and
applications for hospital privileges.”3 CMAJ, 2019

• Some specialties have higher risk than others (psychiatry, anaesthesiology)6
44

What can we do to help?
In general
• Developing evidence-based strategies for suicide prevention is challenging because suicide is a rare,
multi-factorial outcome rather than simply a consequence of mental illness
Best Evidence:
• Restricting access to lethal means can clearly prevent suicide
• Significant results of school-based awareness programs in reducing suicide attempts and
ideation
• Anti-suicidal effects of clozapine (schizophrenia) and lithium (all affective disorders)
• Pharmacological and psychological treatments of depression, BPD
• Physician education in primary care
Promising Evidence (requires further study)
• Gatekeeper training
• Media regulation
• Internet-based intervention and helplines
• Screening in primary care
• Ketamine

45 review.
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What can we do to help?
For physicians specifically,
There is a lack of evidence specific to physicians, but we
can look at the literature on suicide prevention and
physician mental health to guide us in an approach
1. Raising awareness and addressing stigma
2. Supporting access to high-quality mental health
care while addressing fear of consequences
3. Structural / systemic approaches – identification
and support for those at risk, humane training and
working conditions, support through college and
legal issues
Source: The Curbsiders Podcast: 29 Depression and Suicide: Occupational
Hazards of Practicing Medicine
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Suggested Reading / Listening
Rebecca Black: Preventing suicides among doctors:
https://blogs.bmj.com/bmj/2019/03/25/rebecca-black-preventing-suicides-among-doctors/
“I have been a widow for ten months now. My husband Tom Black, a GP, died by suicide
on the 14 May last year. I am also a GP and am keen to talk about it to help open up our
conversations about mental illness and suicide in doctors.”
Sickboy Podcast: The sad doctor featuring Dr. Michelle Marlborough:
http://sickboypodcast.com/blog/2018/4/23/the-sad-doctor-depression
“Dr. Pamela Wible is an American physician who devotes herself to the prevention
physician suicide. She has said one of my favourite things about the issue of physician illness and the
driving systemic factors: “Nobody says to them, ‘You’re working inhumane hours’ or ‘This sleep
deprivation you’ve been dealing with for seven years is dangerous.’ Nobody says that. It’s not going
to be meditation or yoga that solves this. If you’re in the coal mine and your canary dies, you don’t
take deep breaths and do resiliency modules online. You get out of the coal mine.”
We need to look after each other. We need to speak up. We need to address what
maintains Illness and what may prevent our peers from seeking help.”
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Thank You
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Questions
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How did we do?
Please fill out the survey
that opens after you leave
the webinar

Copyright © 2017, CAMH

Copyright © 2017, CAMH

52

