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   Executive Summary

Burnout among physicians has been described 
as an “epidemic”1 and a “public health crisis.”2 
It is a work-related syndrome characterized 
by emotional exhaustion, depersonalization or 
feelings of detachment and cynicism toward 
people and work, and a reduced sense of 
personal accomplishment.1,3 At the individual 
level, burnout is associated with increased 
symptoms of fatigue and depression, suicidal 
ideation, substance use, and motor vehicle 
crashes.1 Terms other than “burnout” have been 
suggested such as workplace exhaustion, 
physician burden, moral injury, or (to adopt 
a more positive focus) promoting physician 
wellness or resilience. This paper will use the 
term burnout, given its general usage and 
recognition within the physician community. 

In 2019, the Ontario Medical Association (OMA) 
established a Burnout Task Force. Beyond 
documenting the rates of burnout, a key 
objective of the task force was to determine 
the causes of, and potential for, solutions 
for physician burnout. In March 2020 and 
March 2021, the task force surveyed Ontario 
physicians, residents and medical students 
about their levels of burnout and ranked 
the most significant contributors as well as 
the highest-priority solutions to address it. 
According to the surveys, just prior to the 
pandemic, 29 per cent of Ontario physicians 
had high levels of burnout with two-thirds 
experiencing some level of burnout. By March 
2021, these rates had increased, with 34.6 per 
cent of Ontario physicians reporting high levels 

of burnout and almost three-quarters reporting 
some level of burnout. 

Burnout occurs at the interface of the 
individual and system levels. While its impact 
is experienced at the level of the individual 
health-care professional - and physicians are 
well-trained to manage high variability and 
stress – the system itself causes most of the 
issues. No single intervention can fully address 
the problem. Solutions must be found to 
address the many complex and multi-faceted 
system-level issues. Priority action is required 
on the five evidence-based solutions ranked 
highest in our member surveys. To implement 
each solution, we present evidence-based 
recommendations that build on the fourth 
objective of the Quadruple Aim:i improving 
providers’ work lives.  

Beyond the longstanding burnout experiences 
of many Ontario physicians, the COVID-19 
pandemic has also exacerbated burnout for 
many. As we begin to focus on post-pandemic 
recovery as a system, we need to prevent 
further burnout of our physicians and health 
care workers. This is important not only for their 
personal health and well-being, but to ensure 
there are sufficient health human resources 
available to address the system issues that 
the pandemic has created and compounded, 
including the backlog of surgical/procedural 
and diagnostic services, the preventive care 
and screening backlog, and the exacerbation 
of existing and new conditions, such as mental 

i The Quadruple Aim is a framework to guide the development of an effective and sustainable health care system, 
focused on: “Improving the patient and caregiver experience; improving the health of populations; reducing the per 
capita cost of health care; and, improving the work life of providers”. (Premier’s Council on Improving Healthcare and 
Ending Hallway Medicine, “A Healthy Ontario: Building a Sustainable Health Care System”, 2019, https://www.ontario.ca/
document/healthy-ontario-building-sustainable-health-care-system/chapter-2-vision-health-care-ontario) 

https://www.ontario.ca/document/healthy-ontario-building-sustainable-health-care-system/chapter-2-vision-health-care-ontario
https://www.ontario.ca/document/healthy-ontario-building-sustainable-health-care-system/chapter-2-vision-health-care-ontario


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 5

health and addiction conditions. From a health 
workforce perspective, failure to address 
burnout will push an already stressed system 
into crisis. Physicians retiring prematurely, 
reducing their workloads, changing their 
scope of practice, or leaving medicine entirely 
in response to burnout will exacerbate the 
situation for remaining physicians, resulting in 
a potential domino effect. Therefore, this paper 
speaks to needed long-term structural shifts that 
can begin as the system changes in the post-
pandemic era and also discusses shorter-term 
actions that can help to address urgent needs. 

To accomplish these solutions as a system, 
key stakeholders - including government, 
medical regulatory bodies, medical schools 
and residency training programs, health care 
organizations, digital health partners, and 
physicians, residents, and medical students 
themselves – must partner and co-ordinate. The 
OMA also recognizes that it has an important 
role to play, including engaging in meaningful 
collaboration with system partners. 

Further, burnout in the health-care system 
is not exclusive to physicians. By working 
toward system-level change to improve 
burnout, our aim is for these impacts to 
benefit health-care workers throughout the 
system, recognizing different workers’ unique 
experiences. Five solutions to burnout and 
specific recommendations to achieve them are 
presented in the infographic on the next page.
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• �Assess laws, regulations, policies, standards and documentation requirements collaboratively, regularly and 
systematically to evaluate the burden, complexity, redundancy and value to patient care of administrative 
requirements.

• �Use medical scribes, particularly in relation to electronic documentation requirements.
• �Explore technological innovations to reduce and simplify administrative demands, including billing 

administration.

• �Fairly compensate documentation and administrative work where it cannot be streamlined and reduced.
• �Make remuneration equitable, particularly in light of the identified gender pay gap in medicine in Ontario.

• �Normalize flexible work arrangements for physicians who seek them, including options for part-time work, 
job-sharing, float pools and modified schedules. 

• �Enhance supports for medical student and resident work-life balance. 
• �Explore innovative strategies to enable work-life balance, such as time banking.

• Support and promote a workplace culture that prioritizes and promotes physician wellness.
• �Regularly evaluate levels of physician burnout within organizations using validated tools to understand 

burnout levels and implement necessary changes.
• Co-ordinate and implement proven individual-level interventions for physicians.

• �Implement interoperability standards so physicians can access patient records seamlessly and share patient 
health information among care providers.

• �Involve physicians as key partners from the start in the procurement, design, implementation and ongoing 
optimization of digital health tools to ensure usability.

• �Provide physicians with comprehensive and ongoing training on using digital health tools, beginning in 
medical school.

• Provide physicians with easily accessible and ongoing technical support. 

OMA Burnout Task Force Top 5 System-Level Solutions to Physician Burnout

Streamline and reduce required documentation and administrative work.

Increase work-life balance by making organizational policy changes.

Provide institutional supports for physician wellness.

Promote the seamless integration of digital health tools into physicians’ 
workflows.

Ensure fair and equitable compensation for all work done.
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   Introduction 

Burnout is a major system-level issue that was 
affecting physicians, residents and medical 
studentsii even before the onset of the COVID-19 
pandemic. In the 2018 National Physician Health 
Survey conducted by the Canadian Medical 
Association, nearly one-third of physicians and 
residents reported high levels of burnout.4 The 
2021 Medscape National Physician Burnout & 
Suicide Report found that for 79 per cent of U.S. 
physician respondents, burnout began before 
the start of the COVID-19 pandemic.5 There 
has been a dearth of Ontario-specific data on 
physician burnout; however, specialty-specific 
research has demonstrated high levels of 
burnout amongst physicians.6,7 This is reflected 
in the personal experiences shared by the 
Ontario Medical Association (OMA) membership 
over the years.

Burnout is primarily defined as a work-related 
syndrome characterized by three dimensions: 
emotional exhaustion; depersonalization, or 
feelings of detachment and cynicism toward 
people and work; and a reduced sense of 
personal accomplishment.1,3 It has been 
conceptualized as a “continuous variable,” 
with different individuals experiencing varying 
degrees of burnout severity in the three 
dimensions.8 The World Health Organization 
(WHO) has added burnout to the 11th Revision 
of the International Classification of Diseases 
(ICD-11) as an occupational phenomenon. The 
WHO definition specifically states that burnout 
results from “chronic workplace stress that 
has not been successfully managed” and 
emphasizes that “burnout refers specifically to 
phenomena in the occupational context and 

should not be applied to describe experiences 
in other areas of life.”9 This definition highlights 
that burnout is caused primarily by workplaces, 
and not individuals. Workplace stressors include 
inefficient work processes and environments, 
clerical burden, excessive workloads, work-
home conflicts, lack of control, lack of autonomy, 
lack of meaning at work, poor organizational 
support structures, and leadership culture.1  

Burnout has been referred to as both an 
“epidemic”1 and a “public health crisis.”10 
The magnitude of burnout as a problem is 
evident in its impact on physicians, patients, 
and the health-care system. At the personal 
level, physician burnout has been associated 
with increased depression, suicidal ideation, 
substance use and motor vehicle crashes.1 At 
the patient level, it has been associated with 
poor patient outcomes, including lower quality 
of care and increased medical errors.1 However, 
researchers have stated that “these associations 
do not prove that burnout affects patient care”1 
and that further prospective studies are needed 
to determine if there is causality.11 At the health-
care system level, burnout has been associated 
with reduced physician productivity, increased 
physician turnover (and potentially diminished 
patient access to care as a result) and increased 
costs for the system.1,12 As one seminal paper 
on physician burnout states: “one can’t have a 
high performing health-care system if physicians 
working within it are not well.”10

In recent years, there has been increasing 
recognition that the root causes of burnout 
extend beyond deficits in individual resilience to 

ii From here on, this paper refers to “physician burnout” and “Ontario’s doctors” for ease of reference. These terms 
encompass residents and medical students for the purposes of this paper, unless otherwise specified. However, it is 
acknowledged that medical students may not identify themselves with the term “physician”. 
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include system-level problems. This recognition 
has brought a shift in potential solutions. The 
system-level refers to factors and influences 
at the health-care system level. In the context 
of burnout this includes - but is not limited to - 
legislative and regulatory requirements, policies 
and processes, culture, education and training 
programs, practice environments, clinical 
workflows, and the various actors that comprise 
the system, such as government, accrediting 
and regulatory/licensing bodies, healthcare 
institutions and organizations, medical schools 
and residency training programs, organizational 
leadership, technology vendors, health-care 
professionals and teams, and patients. 

While some burnout literature refers to the 
dichotomy between individual-level and 
organizational-level interventions, for the 
purpose of this paper, the system-level 
encompasses the organizational-level as well. 
Calls to action have recommended that the 
system “need[s] to stop blaming individuals 
and treat physician burnout as a system 
issue.”13 There has been further recognition that 
“burnout is a system issue” and there is a “need 
for a system-level strategy.”14 While it has been 
suggested that both individual- and system-
level solutions are needed to combat burnout 
– “a shared responsibility of both health-care 
systems and individual physicians”1 – the 
root causes of burnout have been identified 
at the system-level.10,15 Organizational-level 
interventions have been found to be more 
effective at reducing burnout than individual-
level approaches,15 a finding that supports the 
premise that burnout is a system-level problem. 
As such, while individual-level solutions may 
help alleviate certain symptoms of burnout, 
meaningful, long-term change has to occur at 
the system-level. 

In 2019, in an effort to address the growing 
prevalence of physician burnout, the OMA 
identified it is a top priority for the profession 
and struck a Burnout Task Force. The task force 

is composed of five physicians with expertise 
and interest in physician burnout and well-being 
along with representatives from the OMA’s 
Physician Health Program and OntarioMD. Its 
mandate was to make recommendations that 
would inform systemic changes to help prevent 
burnout, and encourage the development of 
a system to promote physician wellness. To 
help inform its system-level recommendations, 
the Burnout Task Force issued two identical 
surveys to the OMA membership: one in March 
2020—just before the COVID-19 pandemic was 
declared in Ontario--and another in March 2021.

This paper presents the results of those surveys. 
It also makes recommendations related to 
the top five solutions to burnout based on the 
literature and identified by Ontario physicians 
through the surveys. These solutions are:

1. �Streamline and reduce required 
documentation and administrative work. 

2. �Ensure fair and equitable compensation for 
all work done.

3. �Increase work-life balance by making 
organizational policy changes.

4. �Promote the seamless integration of digital 
health tools into physicians’ workflows.

5. �Provide institutional supports for physician 
wellness.

This paper has three key goals:

1. �Make recommendations related to the 
top five priorities identified by Ontario 
physicians where the system needs to start 
to address burnout.

It is time to move beyond measuring and 
documenting burnout rates to addressing and 
preventing burnout. System-level solutions will 
take time to implement, but the system must 
begin to make meaningful the changes that 
are needed to prevent burnout and uphold 
the fourth objective of the Quadruple Aim: to 
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improve health-care providers’ work lives. In 
the aftermath of the pandemic, the system is 
being overhauled. Therefore, now is the time to 
think about how we can improve our health-care 
system and not go back to the pre-pandemic 
ways that contributed to burnout. This paper 
serves as that starting point.

2. �Contribute Ontario-specific data and 
research on physician burnout.

As a member-facing organization, the OMA 
represents medical students, residents, 
practising physicians and retired physicians 
across Ontario and is in a unique position to 
contribute data on burnout in the medical 
profession and to amplify the experiences of 
members facing burnout within the system.

3. �Recognize burnout as a system-level 
problem in Ontario that requires system-
level co-ordination among key health 
stakeholders to implement solutions. 

Although this paper focuses on burnout in 
the context of physicians, we recognize that 
burnout is not unique to physicians: it affects all 
health-care workers. The solutions in this paper 
represent larger system changes that could 
address and prevent burnout for other health-
care workers too, recognizing their unique 
circumstances.   

Our survey findings revealed that the COVID-19 
pandemic has exacerbated burnout for many 
physicians. As we begin to focus on post-
pandemic recovery as a system, we need 
to prevent further burnout of our physicians 
and health-care workers, not only to preserve 
health-care workers’ personal health and well-
being, but to ensure there are sufficient health 
human resources available to address the 
system issues that have been compounded by 
the pandemic. These issues include backlogs 
in surgical/procedural and diagnostic services, 
backlogs in preventive care and screening, and 
the exacerbation of existing and new conditions, 

such as mental health and addiction conditions. 
From a health workforce perspective, failure 
to address burnout will push an already 
stressed system into crisis. Physicians retiring 
prematurely, reducing their workloads, changing 
their scope of practice, or leaving medicine 
entirely in response to burnout will exacerbate 
the situation for remaining physicians, resulting 
in a potential domino effect. Therefore, this 
paper speaks to needed long-term structural 
shifts that can begin as the system changes 
in the post-pandemic era and also suggests 
shorter-term actions that can help to address 
urgent needs.
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   OMA Burnout Task Force Survey 

Survey Design and Methodology 
On behalf of its Burnout Task Force, the OMA 
launched its first burnout survey in March 2020 
and sent it out again in March 2021. The OMA 
sent these surveys to its entire membership – 
including medical students, residents, practising 
physicians and retired physicians – by email. 
It was received by 37,335 members in March 
2020 and by 40,052 members in March 2021, 
representing the total number of members who 
had not opted out of receiving the standard 
communication.

Because the same survey was sent out in both 
March 2020 and March 2021, the task force was 
able to compare data on the impact of burnout 
from pre-pandemic to pandemic. 

The purpose of the survey was to hear directly 
from Ontario physicians about the factors they 
believe contribute most to physician burnout 
and potential solutions, in order to inform 
system-level recommendations. The survey 
asked respondents to: 

1) �Rate their level of burnout, using a single-
item, non-proprietary, self-defined burnout 
measure.16

2) �Rank a provided list of the top 10 contributors 
to burnout from 1 (those they believe 
contribute most to physician burnout) to 
10 (those they believe contribute least to 
physician burnout). 

3) �Rank a provided list of the top 10 solutions 
to burnout from 1 (those they would most like 
to see implemented) to 10 (those they would 
least like to see implemented).

4) �Answer an open-ended question about other 
contributors or solutions to physician burnout 
that, in their opinion, the previous questions 
did not capture. 

The top 10 contributors and solutions to 
burnout provided in the survey were based 
on those most commonly suggested and cited 
in the literature. Examples were provided for 
each (for illustrative purposes). The solutions 
complemented the contributors and were 
framed to ensure they could be implementable 
actions as informed by the research.

These four questions were followed by 
demographic questions about gender, age, 
years of practice, career stage, primary practice 
setting and location, and degree of rurality. 

Results and analysis from both surveys are 
highlighted below. 
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Survey Results and Analysis
Survey response

In total, 1,407 members (3.8 per cent) responded 
to the March 2020 survey, and 2,649 members 
(6.6 per cent) responded to the March 2021 
survey. The timing of the March 2020 survey 
launch (March 9 to 22, 2020) coincided with 
the declaration of the COVID-19 pandemic; 
survey participation was lower than anticipated, 
likely due to the events unfolding at that time. 
However, a large number of respondents still 
participated. 

Overall level of burnout 

As shown in Figure 1, the proportion of 
respondents who reported either persistent 
burnout symptoms or feeling completely burned 
out (i.e., levels 4 or 5) increased to 34.6 per cent 
in 2021 from 29 per cent in 2020. This range 
aligns with the Canadian Medical Association 
National Physician Health Survey (2018), that 
found 30 per cent of respondents reported high 
levels of overall burnout.4 The proportion of 
respondents experiencing at least some level of 
burnout (i.e., levels 3, 4 and 5) increased to 72.9 
per cent in 2021 from 66 per cent in 2020. We 
can conclude that physicians faced significant 
burnout issues pre-pandemic, and that the 
pandemic exacerbated them.  

Burnout Level
March 2020 

Response Rate 
(%)

March 2021 
Response Rate 

(%) 

1. I enjoy my work. I have no symptoms of burnout. 4.6 5.0

2. Occasionally I am under stress, and I don’t always have 
as much energy as I once did, but I don’t feel burned out. 29.4 22.0

3. I am definitely burning out and have one or more 
symptoms of burnout, such as physical and emotional 
exhaustion.

37.0 38.0

4. The symptoms of burnout that I’m experiencing won’t 
go away. I think about frustration at work a lot. 18.4 21.0

5.  I feel completely burned out and often wonder if I can 
go on. I am at the point where I may need some changes 
or may need to seek some sort of help.

10.6 14.0

Figure 1: Overall levels of burnout reported by survey participants.
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A demographic analysis of the responses 
pointed to some important differences in how 
physicians experience burnout. As illustrated 
in Figure 2, certain physician groups such as 
female physicians reported experiencing a 
higher level of burnout on average in both 
2020 and 2021. Many of these findings are 
consistent with other studies that have found 
that physicians who are female, younger, and 
work in private practice are at increased risk of 
burnout.8 However, it is worth noting however 
that results on the impact of demographic 
factors, such as gender and age have been 
inconsistent. There is a need to clarify “the 
roles these variables play in physician burnout 
and response to interventions.”1

As further discussed in this paper, the 
differing experience of burnout amongst 
physicians underscores the need to assess 
the effectiveness of interventions for different 
physician groups. A “one-size-fits-all” approach 
may not succeed at combating burnout if 
certain groups are at heightened risk.

Demographic 
Measure

Mean Results – March 2020
(Reported higher level of burnout 
on average)

Mean Results – March 2021
(Reported higher level of burnout on 
average)

Gender Female Female

Age 45 to 54 years of age 35 to 44 years of age 

Years of Practice 11 to 19 years of experience 6 to 10 years of experience

Career Stage Established physician
Resident/fellow 
(Note: this could have resulted from a smaller 
number of resident/fellow respondents)

Specialty
Resident/fellow 
(Note: this could have resulted from 
a smaller number of resident/fellow 
respondents)

Fairly uniform across all specialties, 
with marginally higher result for 
general practice

Primary Practice 
Setting

Community-based 
interprofessional practice and 
community-based solo practice 
primary practice settings

Community-based group practice and 
academic hospital 

Primary Practice 
Location Northern Ontario Northern Ontario and Greater Toronto 

Area

Degree of Rurality Semi-rural areas Suburban areas

Figure 2: Demographic analysis of higher average burnout levels.  
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Top 10 ranked burnout contributors   
Figure 3 presents the research-based 
contributors to burnout as ranked from 1 
(contributes most) to 10 (contributes least) by 
respondents in March 2020. The rankings of 
burnout factors remained almost exactly the 
same in 2021; the only difference is that the 
rankings for “practice environment for practising 
physicians” and “health system sustainability” 
were reversed in 2021 versus 2020. 

The high ranking of reporting and administrative 
obligations in this survey is consistent with the 
findings of other surveys that have reported on 
the top contributors to burnout. For example, 
both the 2020 and 2021 Medscape National 
Physician Burnout & Suicide Reports found that 
physician respondents consistently reported 
“too many bureaucratic tasks” as contributing 
most to their burnout.5,17 

Rank
March 
2020

Contributor

1 Patient expectations/patient accountability, including managing patient expectations, 
patients wishing for flexible modern solutions, threat of patient complaints or litigation, etc.

2 Reporting and administrative obligations, including documentation, charting, forms, etc.

3

Health-system sustainability, including increased clinical complexities, high patient 
loads, managing ‘more with less’, dealing with an aging population, compassion fatigue, 
and “moral injury” (i.e. feeling in a double-bind of wanting to put patient needs first, 
yet being unable to provide patients the care they need due to other constraints and 
demands beyond your control, etc.)

4

Practice environment for practising physicians, including work environment/conditions, 
programs/services/policies regarding physician health available in the workplace, 
psychological safety, lack of organizational support, civility, and small business 
management requirements (such as office space, staff hiring/training, supplies) etc.

5
Culture of medicine, including lack of leadership; stigma or discrimination regarding 
physician health, help-seeking and failure; lack of civility (i.e. physician-to-physician 
conflict and interprofessional conflict), etc.

6 Compensation and financial pressures, including current income, medical school/
residency debt, etc.

7 Regulatory requirements, including College of Physicians and Surgeons of Ontario 
policies and processes, licensing requirements etc.

8 Technology, including electronic medical records/electronic health record and digital 
health tools, etc.

9
Lack of supports to promote wellbeing, including management of long work hours 
with family/leisure time; inadequate sleep, exercise and nutrition; time for self-care and 
attending to personal medical needs; lack of benefits and paid sick/vacation time, etc.

10
Practice and training environment for students/residents, including work environment/
conditions, medical school education and training, residency training programs, 
psychological safety, civility, etc.

Figure 3: Top 10 ranked contributors to burnout as reported by participants.
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Top 10 ranked solutions to burnout  
Figure 4 presents the research-based solutions 
to burnout from 1 (would most like to see 
implemented) to 10 (would least like to see 
implemented) as ranked by respondents in 
March 2020. The rankings of burnout solutions 
remained almost exactly the same in 2021 as in 
2020; the only difference is that the rankings for 
“institutional supports” and “public awareness 
campaign” were reversed in 2021 versus 2020. 
However, this difference was inconsequential. 
This suggests that the COVID-19 pandemic 
has not affected the solutions members would 
like to see implemented to address the long-
standing issue of burnout. 

The high ranking of compensation and 
increased work-life balance aligns with the 
findings of other surveys that have reported on 
prioritized solutions to burnout. For example, in 
the 2021 Medscape National Physician Burnout 
& Suicide Report, physician respondents also 
reported that “increased compensation to avoid 
financial stress” and a “more manageable work 
and schedule” would most help reduce their 
burnout.5 The top-ranked solution was also 
consistent across all genders, years in practice 
(other than those in training), primary practice 
setting and location, and degree of rurality. 
The top five solutions and recommendations to 
implement them are explored in detail through 
the paper below.

Rank
March 
2020

Solution

1

Streamline and reduce required documentation and administrative work. This would 
include, but not limited to, regularly reviewing required documentation and forms with 
the goal of streamlining/minimizing them where possible, and researching the effect of 
administrative tasks on our health-care system in terms of quality, time, and cost.

2

Ensure fair and equitable compensation for all work done. This would include, but not 
limited to, benchmarking compensation methods against similar successful organizations 
to ensure they are fair and competitive, and ensuring reasonable compensation for 
leadership roles and time spent on administrative duties, such as forms and paperwork.

3
Increase work-life balance by making organizational policy changes. This would 
include, but not limited to, on-call policies, protected time to pursue personally 
meaningful aspects of work, benefits and paid vacation/sick days, locum support, etc.

4

Promote the seamless integration of digital health tools into physicians’ workflows. 
This would include, but not limited to, interoperability between different systems, change 
management supports for physicians, and physician representation and/or involvement in 
digital health advancements and design.

5
Provide institutional supports for physician wellness. This would include, but not 
limited to, promoting compassionate leadership, instituting executive wellness officers, 
and promoting civility in the workplace.

6

Launch a public awareness campaign around the role of physicians to help manage 
patient expectations. This would include, but not limited to, highlighting the role 
the patient plays in managing their own care, and creating a set of principles and 
expectations for the physician/patient relationship.
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Rank
March 
2020

Solution

7

Position the profession to implement new regulatory processes and policies. This 
would include, but not limited to, disseminating easily consumable, physician-friendly 
information on new processes and policies, consulting physicians on new processes 
and policies before implementation, and evaluating new processes and policies after 
implementation to ensure they are working in practice.

8
Develop and promote resources for members on burnout prevention strategies. This 
would include, but not limited to, training programs such as stress management training 
and communication skills training, and developing a toolkit for members with resources. 

9
Promote more dialogue and discussion within the workplace on burnout and 
physician wellness. This would include, but not limited to, promoting the Quadruple 
Aim, normalizing help-seeking behaviour and promoting psychological safety.

10
Reform medical school training. This would include, but not limited to, promoting 
wellbeing, offering wellness and mental health supports, and more hands-on training 
earlier to help transition with expectations of being a practising physician.

Figure 4: Top 10 ranked solutions to burnout as reported by participants.

Differences between top ranked contributors 
and solutions  
A comparison of the results in figures 3 and 4 
highlights an interesting difference between 
the top contributors and solutions as ranked by 
physicians: the top 10 rankings do not align. In 
other words, there is a difference between what 
physicians say is causing their burnout and the 
solutions they most want implemented. 

Some notable differences include:

• �Physicians ranked patient expectations/
accountability as the number 1 contributor to 
burnout, but they ranked the corresponding 
solution (launching a public awareness 
campaign around the role of physicians to 
help manage patient expectations) as number 
6. They ranked streamlining and reducing 
documentation and administrative work as the 
top solution.

• �Respondents also ranked compensation, 
technology and lack of supports to promote 
well-being lower as contributors to burnout, 
but higher as solutions to it. 

That said, there were also a few notable 
similarities:

• �Respondents ranked administrative burden 
high as both a contributor (number 2) and a 
solution (number 1).

• �They ranked regulatory requirements as 
number 7 for both contributor and solution. 

• �They ranked training environments for 
students and residents ranked as both the 
lowest contributor and least important solution. 

A comparison of the findings reported in 
the Medscape National Physician Burnout & 
Suicide Report 2021 also showed differences: 
respondents said that “too many bureaucratic 
tasks” contributed most to their burnout, 
but that “increased compensation to avoid 
financial stress” would most help reduce it.5 
This suggests that the observed discrepancy 
between what physicians say is causing 
their burnout and the solutions they want 
implemented is not unique to our survey, and 
warrants further exploration.
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Other themes
A thematic analysis of the open-text responses 
further illuminated many of the contributors 
and solutions captured in the survey questions. 
Common themes discussed in the open-text 
responses of both surveys related to:

• �Physicians’ expectations, including 
expectations around increased working hours 
and types of services provided; patients’ 
expectations that their physician be more 
available, and government’s expectations of 
physicians to treat more complex patients with 
fewer resources. 

• �Workplace environment and general 
conditions of work, such as hours of work and 
call, inability to take holidays or breaks, issues 
with referrals, incivility of colleagues, failings 
of models of care, and general workplace 
culture, especially with respect to hospital 
administration and expectations.

• �Compensation, including pension, sick leave 
payments, maternity leave payments, and 
compensation for non-billable work. 

• �Physician reputation and role, including 
negative portrayal of physicians by 
government and media, physician rating tools, 
and role confusion stemming from increased 
use of non-physicians for medical advice (e.g., 
“Dr. Google”). 

Several themes emerged as contributors to 
burnout that were not captured in the survey 
questions, including:

• �The challenges involved in rural medicine, 
including social isolation, difficulty finding 
replacement physicians (and subsequent 
overwork), lack of support and increased 
workload. 

• �Gender disparity, including work-life balance, 
family planning challenges, and compensation. 

• �The emotional impact of work, including long-
term difficulty coping with emotionally draining 
work.

• �The pressures and impacts of living and 
working through the pandemic.

Overall, the findings of the surveys contribute 
to the current dearth of Ontario-specific data 
on physician burnout. While other Ontario-
based studies have largely focused on burnout 
within a specialty subset, these surveys provide 
representative data from the OMA membership 
across the province. 
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   Top 5 Solutions to Physician Burnout 

Solutions
The realities of burnout for physicians have 
been well-studied and -described in the 
literature. This paper builds on that literature 
and the experiences of Ontario physicians and 
focuses forward on system-level solutions. We 
present the following five solutions:

1. �Streamline and reduce required 
documentation and administrative work. 

2. �Ensure fair and equitable compensation for 
all work done.

3. �Increase work-life balance by making 
organizational policy changes.

4. �Promote the seamless integration of digital 
health tools into physicians’ workflows.

5. �Provide institutional supports for physician 
wellness.

We focus on these five solutions because they 
stem from the evidence base on burnout and 
because Ontario’s doctors identified them as the 
highest priority solutions in the March 2020 and 
March 2021 burnout surveys. 

However, some survey respondents prioritized 
a number of other important potential solutions 
that have also been identified in the literature. 
Their exclusion from this paper does not 
mean that they would not be meaningful for 
Ontario physicians. Rather, burnout is such 
a complex and multi-faceted issue that as a 
system, it can be difficult to begin this needed 
work when faced with so many starting points 
and necessary changes. We propose priority 
action on the top five solutions that our 
member surveys identified because the results 
demonstrate that this is where Ontario’s doctors 
need the system-level work to begin. However, 
this does not preclude the important work 
needed on other system actions.

Given the complexity of burnout as a system-
level problem, we need to take a multi-faceted 
approach (as outlined below). While each 
solution may contribute to alleviating and 
preventing burnout, none should be viewed as 
standalone.5

Accountable System Stakeholders 
Similarly, there is no standalone actor to solve 
physician burnout. As a system-level issue, 
burnout necessitates a system-wide response 
that includes government, accrediting and 
regulatory/licensing bodies, health-care 
institutions and organizations, medical schools 
and residency training programs, organizational 
leadership, digital health partners, health-care 
professionals and teams, and patients. Certain 
solutions may require work from a specific 
actor, but many require collaboration among 
multiple stakeholders across the system, 
including work from the OMA. At a minimum, 
the Ministry of Health and/or Ontario Health 
must lead task forces with key stakeholders to 
implement system-level changes to address 
provider well-being as the fourth pillar of the 
Quadruple Aim. Below, we outline the specific 
system stakeholders responsible for solution 
implementation where applicable.

Implementing Solutions
We have developed specific recommendations 
for each solution based on available research. 
While the solutions are listed in priority 
order (based on the burnout survey results), 
the recommendations are not presented 
in any particular order. As well, given the 
interconnectedness of the system, many 
recommendations exist at the intersections of 
overarching solutions, both those identified in 
the top five and others. However, there is limited 
robust research on – or evaluations of – burnout 
interventions, particularly the effectiveness 
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of specific organizational interventions, 
longitudinal research on the impact of 
interventions, the interventions that are most 
effective in different groups of physicians, and 
the combination of individual and organizational 
interventions.1,18,19 Our recommendations 
represent the interventions identified in the 
existing literature, but may not be exhaustive. 
Although the magnitude of the impact of any 
individual recommendation is uncertain, every 
recommendation would have some impact. 
There can be no further delay in addressing 
burnout.

As well, certain recommendations may require 
significant long-term effort to effectively reduce 
and prevent physician burnout. Therefore, 
we have included both recommendations to 
address the root systemic issues as well as 
necessary supports for the short-term so that 
physicians do not need to continue experiencing 
the same levels of burnout while long-term 
changes are implemented. This underscores 
the importance of a multi-faceted approach to 
adopting solutions and recommendations. Long-
term changes should not be avoided because 
they require investments of time and resources, 
nor should short-term supports be discounted, 
given the help they can provide in the interim. 

Some recommendations will be most readily 
implemented at the level of institutions that staff 
physicians; however, many physicians work in 
their own practices or in group practices. The 
size of an organization will influence what can 
be achieved internally. These recommendations 
are not intended to exclude such physicians 
or to impose the burden of implementation 
on them. For smaller groups or solo practices, 
collaborative system supports (for example, 
supports from professional organizations) 
should make it easier to benefit from these 
or adapted recommendations. Further, as 
Ontario Health Teams continue to develop, they 
should prioritize such physician supports while 
they build partnerships to support their work 

toward the Quadruple Aim. At a minimum, they 
should be measuring levels of burnout in their 
workforce before any major changes to the 
system and at regular intervals thereafter.

Equitable Implementation & Evaluation
In implementing the recommendations, it 
will be paramount to evaluate their impacts 
to understand their effectiveness, and 
particularly if it varies among different groups 
of physicians. Physicians’ experiences with 
burnout can vary: they are informed by 
professional differences, such as specialty 
and practice type, as well as by factors like 
racialization, ethnicity, religion, gender identity 
and expression, sexual orientation, ability and 
the intersection of those identities. A “one-
size-fits-all” approach will not succeed at 
combating burnout if certain physician groups 
are at heightened risk and if interventions do 
not address the various and specific sources 
of burnout. In particular, discrimination in 
the workplace can affect physician wellness 
and lead to burnout,20–22 so it is important 
that initiatives to address burnout do not, 
in themselves, contribute to discriminatory 
experiences and further exacerbate burnout. 
Therefore, it will be important to evaluate the 
impact of recommendations while remaining 
mindful that they may be differentially effective. 
The implementation should be iterative to 
ensure recommendations reach all physicians, 
especially those most at risk.

Fostering the Quadruple Aim
All of our recommendations are underscored 
by the fourth objective of the Quadruple Aim: 
improving providers’ work lives. We centre 
our recommendations around this aim not 
only because physicians’ work lives must be 
improved by protecting against burnout, but also 
to acknowledge that, as stated in the literature, 
“[m]aintaining the critical importance of patient 
safety and optimizing patient outcomes, whilst 
protecting the most meaningful work roles 
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for physicians, must become complementary 
goals.”1 The Quadruple Aim serves as a 
reminder that supports for physicians need not 
be seen as being at odds with improvements 
in other components of the health-care system, 
like reducing the cost of care, improving the 
health of populations, and improving the patient 
and caregiver experience (i.e., the remaining 
three aims). Rather, all of these elements 
are complementary to moving the health-
care system forward, and must be viewed 
as enabling each other. As such, improving 
physicians’ work lives by implementing these 
recommendations will ultimately benefit the 
health-care system at large. 
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Streamline and reduce required documentation and 
administrative work.

In our surveys, Ontario’s doctors identified 
streamlining and reducing required 
documentation and administrative work as the 
top solution to burnout, and they identified 
the related burden of administrative work as 
the second highest contributor. The literature 
also consistently identifies administrative 
burden as a key facet of physician burnout in 
other jurisdictions. This burden includes work 
related to items like medical forms, doctors’ 
notes, business operations, billing, licensing, 
privileging and documenting in point-of-care 
systems, such as electronic medical records and 
hospital information systems.23

A 2020 survey of Nova Scotia physicians found 
that, on average, physicians spend 10.6 hours 
per week on administrative tasks.23 This survey 
also found that physicians believed that 38 per 
cent of this time was spent on unnecessary 
administrative tasks, 24 per cent was spent on 
work that did not need to be completed by a 
physician, and 14 per cent was spent on work 
that could be eliminated.23 It is imperative to 
improve this significant contributor to burnout 
first and foremost by reducing the amount of 
unnecessary required work, and then simplifying 
and providing supports for the remaining work.

Recommendation: Assess laws, 
regulations, policies, standards 
and documentation requirements 
collaboratively, regularly and 
systematically to evaluate the burden, 
complexity, redundancy and value 
to patient care of administrative 
requirements.

A key barrier to reducing and streamlining 
physicians’ administrative burden is the 
multitude of health-system actors that contribute 
to it. These include government departments 
and agencies, medical regulatory bodies, 
organizations that staff physicians, and actors 
outside of the health system (e.g., employers 
and schools requiring doctors’ notes). There 
are also numerous laws, regulations, policies, 
standards and organizational processes that 
require documentation and administrative 
work. These all result in requirements for 
administrative work that is not always helpful 
or valuable to patient care, is unnecessarily 
complex, does not need to be completed by a 
physician, and/or overlaps other requirements. 

Therefore, all requirements should be 
systematically assessed to determine which 
ones actually have value for patients and 
physicians, and which can be streamlined, 
better aligned with other related requirements, 
or eliminated altogether.8 Because of the multi-
stakeholder source of these requirements, this 
assessment must be undertaken collaboratively 
across system actors – including the Ministry of 
Health, provincial health agencies, organizations 
that staff physicians, and medical regulatory 
bodies – and should involve physicians so 
they can provide their first-hand experiences 
with the requirements and their utility. These 
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stakeholders should undertake this assessment 
regularly, to ensure that new requirements do 
not undermine positive changes. Any changes 
made should be evaluated to understand their 
effectiveness and identify any further needed 
changes.

The U.S. National Academy of Sciences 
recommends that existing and potential future 
requirements be assessed according to 
“human-centred design and human factors and 
systems engineering approaches”8 to ensure 
these complex processes take into account the 
individuals who must actually carry them out and 
centre both the value to patients and the burden 
to physicians. 

This work is complex and long-term. As a 
result there is a lack of literature evaluating the 
impacts of such systematic projects. However, 
implementation of this recommendation should 
leverage and build on the on-going work and 
successes of the OMA Forms Committee 
and the Joint OMA/Ministry of Health Forms 
Committee. The OMA Forms Committee reviews 
forms that must be filled out by physicians 
with the aim of encouraging fewer and simpler 
forms to reduce physicians’ administrative 
burden.24 The experiences of these committees 
should inform a systematic assessment of other 
elements of administrative burden.

As detailed below, Nova Scotia provides an 
additional example of implementation, given that 
the province recently began a pilot systematic 
review of administrative requirements.

Recommendation in practice: In January 
2020, the Nova Scotia government, 
through its Office of Regulatory Affairs 
(ORA) and Department of Health and 
Wellness, established a partnership with 
Doctors Nova Scotia to review Nova 
Scotia physicians’ administrative work 
requirements and identify changes 
that could be made to reduce their 

administrative burden by the end of 
the year.25 (The Nova Scotia ORA had 
previously reduced administrative burden 
for businesses, resulting in cumulative 
savings of $34 million annually.) While 
the review was delayed by the onset of 
the COVID-19 pandemic, as of November 
2020, Doctors Nova Scotia and the ORA 
had surveyed physicians to explore 
the issue and identify requirements 
that should be changed or removed,23 
and had begun working with relevant 
stakeholders to address the issues.23 To 
date, completed items include banning 
employers from requesting doctors’ 
notes and privileging relevant physicians 
in all regions of the province to lessen 
administrative approvals requirements. 
Other actions are now underway, 
including improving and reducing the 
forms required by government programs 
(e.g., to prove a patient’s need for income 
assistance or accessible transportation 
assistance). The ORA plans to evaluate 
the impacts of these changes to 
understand their effectiveness. The 
Ontario system should look to these 
evaluations (once available) to identify 
beneficial actions to adopt in Ontario.

Recommendation: Use medical scribes, 
particularly in relation to electronic 
documentation requirements. 

A specific component of administrative work 
physicians across specialties cite consistently 
as contributing to administrative burden and 
burnout is electronic documentation in point-
of-care systems, such as electronic medical 
records (EMRs) and hospital information systems 
(HISs). Studies that have aimed to quantify this 
burden have found that overall, physicians 
spend two hours on electronic documentation 
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for every one hour of direct patient interaction,26 
with one to two hours spent in the evenings 
catching up on point-of-care documentation.26–28 
Primary care physicians have been estimated 
to spend approximately six hours each day 
specifically using their point-of-care systems, 
both during and after clinic hours.27

It is essential for the previous recommendation 
to be undertaken to identify and remove 
the documentation requirements, including 
those within point-of-care systems that are 
not valuable to patients and physicians and 
reduce the burden of documentation as much 
as possible. However, for the required point-
of-care documentation that remains, clerical 
support staff in the form of medical scribes 
have been employed, evaluated in multiple 
settings and consistently recommended within 
the literature. Scribes are defined as “non-
licensed team members trained to document 
patient encounters in real time under the direct 
supervision of a physician.”26

In systematic reviews of burnout interventions, 
introducing scribes has been found to improve 
efficiency, reduce administrative burden, and 
improve burnout.29,30 In fact, this practice was 
among the most effective interventions for 
burnout identified within the reviews.29,30 Scribes 
can increase productivity and efficiency,30 
decrease time spent on documentation 
during and after hours,30 complete patient 
encounters many days sooner (8.9 days on 
average),31 reduce documentation time by 50 
per cent, and free up more time for patient 
interactions.30 The use of scribes has been 
studied for specific specialties and found to be 
effective for physicians in internal medicine,32 
family medicine,26 emergency medicine,33,34 
urology,31 and dermatology.35 It should be 
explored and evaluated for other specialties and 
practice settings as well, given their evidence 
of significant benefit where studied so far.31 As 
well, in terms of patient satisfaction, studies that 
have examined the impact of scribes to date 

have found either no impact (i.e. scribes did not 
negatively affect patients’ visit experiences with 
their provider)26,31 or a positive impact.33

One key consideration for this very promising 
intervention is the cost of scribes and who 
should bear it. As indicated throughout 
this paper, individual physicians should not 
bear the burden of addressing burnout. For 
organizations where physicians work, if utilized 
the cost should be covered by the organization; 
however, physicians who do not work within 
institutions should also have access to the 
benefit of this intervention. Evaluations of the 
use of medical scribes and their impact on 
revenue have found that, due to their significant 
benefits for productivity and efficiency, 
scribes actually had a net positive financial 
impact despite their upfront cost.31 However, 
these financial benefits were identified in two 
American study settings; the financial impact 
requires further study in the Ontario context to 
determine how to help physicians make use of 
medical scribes in all practice settings and with 
all payment models. We recognize that, while 
cost-effective, the introduction of scribes would 
require a substantial investment. Therefore, we 
propose some alternative approaches (below) to 
reduce administrative burden.

Digital health tools also require important 
modifications to improve their impact on 
physician burnout. These are discussed in 
Solution 4: Promote the seamless integration of 
digital health tools into physicians’ workflows. 

Recommendation: Explore technological 
innovations for their potential to reduce 
and simplify administrative demands, 
including billing administration.

In addition to health human resource supports 
to ease physicians’ administrative burden, 
innovative technological supports are becoming 
available. As with in-person medical scribes 
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described above, these supports must not 
be seen as solutions in and of themselves; 
administrative requirements must still be 
streamlined and reduced, but these supports 
can provide support in the interim and for those 
administrative tasks that remain.

The first of these is a technological expansion 
of the previous recommendation: the use 
of “virtual scribes” who listen to a patient 
encounter virtually. These can give patients 
a greater sense of privacy without another 
individual in the room, and are accessible to 
physicians who are located where there may 
not be many or any available to hire locally.36 
Virtual scribes also proved to be a valuable 
and necessary transition from in-person scribes 
for some physicians during the pandemic.37 
However, there are additional privacy and 
security considerations when the technology 
is used in the context of a virtual encounter.36 
Given that the task being undertaken is similar 
to what in-person scribes do, one would 
expect similarly positive impacts for reducing 
administrative burden and burnout. However, 
the use of virtual scribes has not been studied 
to the same extent.

A second emerging technology involves 
artificial intelligence scribes. These document 
patient encounters automatically in place 
of an individual scribe or the physician.28,38 
These technologies are not widely available 
yet, but merit further exploration as they 
continue to develop. Their potential impact on 
administrative burden and burnout should be 
evaluated as they are implemented.

Beyond scribes, voice dictation technological 
supports (which involve the physician entering 
information into point-of-care systems by 
speaking rather than typing) are available.39 
Such tools have demonstrated mixed results, 
primarily due to the time required to correct 
errors.39–44 However, the technology continues 
to evolve, so dictation programs should 
continue to be explored and evaluated as they 

become more accurate, particularly in terms of 
their overall impact on administrative burden.

Finally, technology solutions as simple as 
streamlined log-in software can potentially 
reduce the burden of needing to log in to 
various required systems to complete required 
documentation.45 For example, the Yale 
School of Medicine implemented a new log-in 
system in which physicians tap a badge or key 
card to log in and out of systems. This saves 
physicians 20 to 140 logins (six to 20 minutes) 
per day.46,47 Integrating standalone digital health 
tools with existing systems can further reduce 
administrative burden as discussed in Solution 4.

As with the previous recommendation, while 
these interventions can benefit individual 
physicians, the burden to procure and pay for 
them should not be on individual physicians, 
particularly given that the work they are 
facilitating is required by the health system, 
not by physicians. Organizations that employ 
physicians should explore these interventions, 
and system stakeholders should determine how 
they can be made available to physicians in solo 
or group practices.
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Ensure fair and equitable compensation for  
all work done.

This solution is focused on the goal to 
compensate physicians fairly and equitably 
for all work that they do, including all required 
administrative work. It is not focused on 
higher pay as a standalone concept; that is 
not supported by the literature for its impacts 
on burnout,48 nor was it identified within the 
OMA’s burnout survey results. However, we 
recognize that, as described in the literature, 
when discussing issues of pay for physicians 
in relation to their well-being, “discussions of 
compensation can carry even more of a stigma 
because of the inherent tension between the 
altruistic associations of patient care and the 
financial realities of medical practice.”49 As with 
any profession, work that is done in service 
of that profession should be compensated, 
and compensated fairly among all those 
doing it. This is especially true given that 
physicians have repeatedly stated in surveys 
in Ontario and elsewhere that they believe 
these changes would be beneficial for their 
experiences of burnout. Accordingly, our specific 
recommendations for this solution are: 1) where 
documentation and administrative work cannot 
be streamlined and reduced, it should be fairly 
compensated; and 2) remuneration should 
be made equitable, particularly in light of the 
identified gender pay gap in medicine in Ontario.

As noted in the preamble above, no 
recommendations herein should be pursued 
in isolation. This solution is important for 
addressing the role that compensation 
issues play in physicians’ burnout, but the 
other solutions must also be pursued to 
ameliorate the other contributors – in particular, 
administrative work should not simply be 
compensated without also being reduced 
and streamlined, where possible. It should be 

noted that outside the scope of this solution, 
and beyond fairly compensating all physicians 
equitably for all work that they are required to 
perform, compensation models themselves 
are a related theme in the burnout literature. 
Based on this literature, further research 
exploring compensation models that do not 
focus compensation on piece-work – and the 
relationship between piece-work and burnout – 
may be valuable.

Recommendation: Fairly compensate 
documentation and administrative work 
where it cannot be streamlined and 
reduced.

As described in the previous section, physicians’ 
administrative burden should be streamlined 
and reduced. However, a certain amount 
of administrative work will remain – and 
this necessary and valuable work must be 
appropriately compensated. 

While we stated earlier that there is limited 
research on how to reduce burnout and on 
how effective certain strategies are in doing 
so, this is particularly the case when it comes 
to solutions to compensation-related impacts 
on burnout. This may be a result of differing 
compensation models in different areas (and 
even within areas, as in Ontario), and/or the 
result of the initial work needed to streamline 
administrative tasks to determine those 
that need to remain (and consequently be 
compensated); and/or it may be a result of the 
concern that this real recommendation becomes 
conflated with and oversimplified as a request 
for higher pay. This latter consideration ignores 
the research that not being fairly remunerated 
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for all work done can affect feelings of value 
and accomplishment in the workplace, given 
that compensation is a primary mechanism to 
indicate that one’s work has value.50,51

The high ranking of compensation for all work 
done for physicians as a solution for burnout 
is not specific to Ontario. In British Columbia, 
Doctors of BC has similarly found this in its 
exploration of what it terms “physician burden,” 
with its physicians asking for solutions to  
“[a]ddress the volume of tasks that are unpaid, 
inefficient or repetitive.”52 Accordingly, Doctors 
of BC is recommending action to, “[a]ddress 
compensation structures to ensure that where 
demands are necessary and contribute to 
quality health care, physicians are compensated 
appropriately.”53 Likewise, Doctors Nova Scotia 
has identified this as an impact on the stability of 
the physician workforce in its province – related 
to its previously described work to reduce 
administrative burden – and that physicians 
must be “paid for the work that they do” where 
administrative burden cannot be removed.54,55 
The Medscape National Physician Burnout & 
Suicide Report 2021 identified compensation 
as the second-highest workplace issue that 
concerned its U.S. respondents, and was also 
the strategy that respondents ranked highest to 
help reduce burnout.56

Unpaid work can take the form of leadership 
roles that entail additional work without 
compensation; services with assigned fee 
codes that do not match the demands of the 
administrative work entailed, including required 
reporting through multiple channels; and a 
high volume of administrative tasks that are 
often completed after-hours (for physicians that 
receive compensation according to established 

hours of work). For example, in a 2020 member 
survey, Doctors Nova Scotia found that  
“[o]ver the past 12-24 months the majority of 
physicians felt that their overall time spent on 
administrative tasks had increased,” but that 
“most physicians are not compensated for this 
administrative work that is often completed 
outside of clinic hours – during evenings or 
weekends.”23 Unpaid work also required work 
with no remuneration through the Ontario 
Health Insurance Plan (OHIP) and offers no 
option to bill patients, such as the forms that 
concern accessible parking permits, transit 
applications, and the Children’s Aid Society, 
as well as Ministry of Health forms, such as 
Request for an Unlisted Drug Product forms and 
Assistive Devices Program forms.

Reducing physicians’ administrative burden will 
also reduce potentially uncompensated tasks 
and/or the volume of work, such that fewer 
tasks need be uncompensated due to their 
completion after-hours (for relevant physicians). 
Further, by carrying out the recommendation to 
assess the value of administrative tasks, those 
tasks deemed necessary must also be assessed 
to determine which, if any, physicians are being 
compensated for, whether that compensation 
matches the demands of the work, and how 
to rectify any lack of payment specific to each 
relevant payment model.

Recommendation: Make remuneration 
equitable, particularly in light of the 
identified gender pay gap in medicine in 
Ontario.

The gender pay gap has been explored in 
many industries,57 identified in medicine in 
Canada,58 and found by the OMA to exist among 

iii Note that these results were compared between physicians identified as male or female; data are not currently 
available on the difference for those physicians who may identify as a different gender identity. However, it is important 
to understand pay differences for these populations as well.
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Ontario physicians.59 In July 2020, the OMA 
released analysis of Ontario billings data that 
yielded a significant unexplainable difference 
between male and female physicians in the daily 
amounts billed.1, 59 Female physicians would 
have to increase their billings by 15.6 per cent, 
on average, in order to match the average 
daily billings of male physicians. While no 
literature has yet explored the specific impact 
of the gender pay gap on burnout, research 
has found that it contributes directly to higher 
rates of depression and anxiety in women,60,61 
“particularly if women are internalizing 
discriminatory acts as a reflection of their low 
worth rather than that of biased institutional 
practices.”61 The open text responses to the 
OMA burnout surveys also yielded a theme of 
gender disparity as a contributor to burnout, 
and this finding aligns with developing research 
demonstrating that discrimination can affect 
physician wellness and burnout.20–22 

The OMA’s work on the gender pay gap has 
identified key actions to reduce the gender pay 
gap and gender-based disparities in medicine in 
Ontario.59 These include the need to reform the 
Schedule of Benefits to better reflect the work 
required to perform each service; expanded 
leadership and mentorship opportunities 
for female physicians and medical students, 
including within the OMA itself; addressing 
relativity issues to ensure that differences in 
income per specialty only reflect differences in 
workload, training, skill required, and practice 
overhead costs; ensuring that medical teaching 
does not inadvertently contain a hidden 
curriculum of inherent bias that has been 
suggested to contribute to the current situation 
of disproportionately more men in higher-paying 
specialties;58 conducting research to understand 
the impact of physician gender on referrals 
made to specialists; and improving parental 
leave benefits for all physicians, particularly 
given that research has found parental status 
to be the most important factor in explaining 
observed differences in time worked.62     

Issues of inequitable pay should also be 
explored intersectionally to include racialized 
physicians, especially given the proven 
existence of a racial wage gap in Canada.63 
Data on the prevalence of such a wage gap 
among Ontario physicians should be sought to 
illuminate the extent of this issue for physicians 
of all genders and identify similar first steps to 
ameliorate this issue. 
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Increase work-life balance by making organizational 
policy changes. 

The impact of work hours on burnout has 
been well-documented in the literature, with 
an increase in time spent working found to 
independently increase the risk of burnout. In 
particular, the risk of burnout has been found to 
increase by 3 per cent for each additional hour 
physicians spend working per week, by 3-9 
per cent for each additional night or weekend 
physicians spend on call, and by 2 per cent 
for each additional hour per week physicians 
spend working at home.1 Work-home conflicts 
have been found to more than double the risk of 
burnout,1 and are more likely to be experienced 
by women and early career physicians8 – the 
groups who are generally at heightened risk of 
burnout.

Organizational policy changes can enable 
better work-life balance. These changes 
include normalizing flexible work arrangements, 
enhancing supports for resident work-life 
balance, and exploring innovative strategies, 
such as time banking.

Recommendation: Normalize flexible 
work arrangements for physicians who 
seek them, including options for part-
time work, job-sharing, float pools and 
modified schedules. 

Providing flexible work arrangements to 
improve work-life balance can reduce the risk 
of burnout.14,18,64 To achieve this, organizations 
can provide options for part-time work,1,64 job-
sharing (i.e. two part-time physicians sharing a 
full-time position),64–66 “float pools” (coverage 
for life events),64,65 and modified schedules (i.e. 
non-traditional work hours and/or variation of 
hours per day).14,65 A reduction in work hours 

due to part-time work or job-sharing can mean a 
decrease in income. However, this option should 
be provided for physicians who seek it, and - as 
previously discussed - the work done should be 
fairly and equitably compensated. 

These flexible work arrangements can foster 
control and autonomy for physicians1,65 and 
give them time to pursue meaningful aspects of 
work,66 the lack of which has been associated 
with burnout.1 Making these flexible options 
available can further reduce other associated 
consequences of burnout, including early 
retirement and physician turnover.14,64

As previously discussed, female physicians 
have been found to be at increased risk of 
burnout. Options for flexible work arrangements 
can help improve their work-life balance and 
reduce gender differences in burnout, such 
as by allowing time for personal needs (e.g. 
pregnancy and maternity leave).18,64 

Normalizing these options can also help to shift 
the culture of medicine from one where working 
long hours is the expected and idealized norm, 
to one where work-life balance is appreciated.

Recommendation: Enhance supports for 
medical student and resident work-life 
balance.

The rigorous pressures faced by medical 
students and residents have been widely 
reported. From the start of their career, students 
and residents face a multitude of stressors - 
including long hours without adequate rest 
breaks, competing time demands, financial 
stress, exam pressures, career uncertainty, 
personal issues, and lack of time or incentive 
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to care for their own health and well-being 
- that ultimately contribute to burnout.67,68 
While this recommendation focuses largely 
on what organizations can do to support 
resident and student work-life balance, other 
system stakeholders also have a role to play in 
preventing burnout in students and residents. A 
few examples are highlighted below. 

Resident work-life often involves working 
maximum 26-hour continuous shifts without 
adequate rest breaks. While establishing 
system-wide maximum resident duty hour 
restrictions is largely within the purview 
of accrediting bodies, there is still much 
that organizations can do to support work-
life balance for residents. For example, 
organizations can set duty-hour maximums 
that are lower than the regulated duty 
hour maximum, explore new scheduling 
arrangements (such as having more residents 
on-call during overnight shifts to ensure 
protected sleep periods during these shifts),69 
schedule residents on shorter shifts, and 
provide more exposure to the administrative 
burden involved before residents choose 
a specialty. We recognize that changes to 
resident duty-hours and scheduling within 
an organization may require trade-offs with 
other important considerations such as the 
availability of health human resources and 
resident education. However, it is important to 
balance this trade-off with residents’ well-being. 
As previously mentioned, any interventions 
implemented should be evaluated for impact, 
and in this case, closely monitored for their 
potential impacts on residents’ well-being and 
education as well as on patient care. 

Further, every year, a number of medical 
students go unmatched in the Canadian 
Residency Matching Service. These 
unmatched students report experiencing 
isolation, stigma, grief, and uncertainty.70 
Addressing the implications for unmatched 
students and providing them with support will 

require the collective efforts of government 
and organizations such as the Association 
of Faculties of Medicine of Canada, the 
Canadian Federation of Medical Students, 
and the Ontario Medical Students Association. 
This includes making efforts to reduce the 
number of unmatched students every year,71 
providing supports for students to navigate the 
unmatched process, and offering mental health 
support.70 Reducing the stigma associated with 
being unmatched will also require a culture shift 
led by learners, educators, and administrators 
to normalize the process via “education, 
role modeling, and healthy conversations.”70 
Preventing burnout in trainees from the outset 
of their careers will ultimately help support their 
growth as healthy future physicians.

Finally, organizations should provide students 
and residents access to institutional wellness 
supports as detailed in Solution 5 of this paper.

Recommendation: Explore innovative 
strategies to enable work-life balance, 
such as time banking.

In addition to normalizing flexible work 
arrangements and enhancing supports for 
resident work-life balance, organizations should 
explore innovative strategies to enable work-life 
balance, such as time banking. An evaluation 
of the time banking intervention at Stanford 
University School of Medicine detailed below 
found an increase in job satisfaction amongst 
faculty participants, including increased 
perceptions of a culture of flexibility, wellness, 
and institutional satisfaction.72

Recommendation in practice: In the 
Stanford University School of Medicine 
time banking pilot program, faculty 
participants were given credits for time 
they spent on unpaid or underrecognized 
responsibilities - such as providing 
clinical coverage on short notice, 
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mentoring, or serving on a committee - 
and could redeem for support services at 
home or work, including housecleaning, 
meal delivery, grant writing, and lab 
management services.72 The ability to 
buy back time spent allowed faculty to 
dedicate more time to their individual 
work and life priorities. The program 
was customizable within individual 
teams, which determined the activities 
that would earn credits, and individual 
participants were able to choose when 
and how they redeemed their credits. 
The customizable nature of this program 
makes it easily adaptable to other 
medical workplaces.
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Promote the seamless integration of digital health 
tools into physicians’ workflows. 

The use of technology in health care has 
been associated with both contributing to 
and reducing burnout. On the one hand, 
as discussed in Solution 1 of this paper, 
technological supports can be implemented 
to reduce some administrative demands and 
associated burnout. On the other hand, stress 
induced from the use of technology – coined 
“technostress” – has also been associated 
with burnout.73 This is not only due to the 
documentation burdens imposed by point-
of-care systems (as detailed in Solution 1), 
but to technology being not usable or poorly 
integrated with clinical workflow.8,30 The 
seamless integration of digital health tools into 
physicians’ workflows is essential to reduce 
burnout associated with technostress. Digital 
health tools are a core part of physicians’ 
workflows, including the use of virtual care 
platforms and point-of-care systems (such as 
EMRs and HISs). As health care continues to 
be digitized, seamless integration will become 
increasingly important. 

Digital health tools can be seamlessly 
integrated into physician workflows by 
implementing interoperability standards, 
involving physicians as key partners in tool 
development and decision-making, equipping 
them with comprehensive and ongoing training 
beginning in medical school, and providing 
easily accessible and ongoing technical support. 
While the research on technology and burnout 
has been largely focused on physicians’ use of 
point-of-care systems, the recommendations 
below can be extended to apply to other digital 
health tools.

Recommendation: Implement 
interoperability standards to ensure 
physicians can seamlessly access 
patient records and share patient health 
information among care providers.

A lack of interoperability is one of the most 
common digital health factors associated with 
burnout.8 Providers who use different point-
of-care systems that are not interoperable 
cannot seamlessly access integrated patient 
records and exchange patient information with 
each other. This increases their administrative 
burden and it is worth noting that siloed health 
information can affect patient care.8,30 As such, 
there is a need to implement interoperability 
standards for digital health tools. A seamless 
flow and exchange of information across the 
continuum of patient care will reduce the 
administrative burden on providers in obtaining 
patient information, and in turn, reduce 
burnout. Interoperability standards can further 
ensure that physicians can continue using the 
digital health systems that work best for their 
workflows,30 and not require multiple providers 
to switch to a single system.  

Further, as our health-care system becomes 
increasingly digitized, new technologies and 
tools will continue to emerge. When physicians 
must use multiple standalone digital health 
tools requiring multiple logins and clicks to 
access information throughout the day, it can 
greatly disrupt their workflow, increasing their 
administrative burden and associated burnout, 
as discussed in Solution 1. As such, as new 
technologies emerge (such as virtual care 
platforms or provincial digital health tools), they 
should be meaningfully integrated with existing 
point-of-care system functions and workflows. 
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We recognize that the provincial government 
has taken steps to advance interoperability in 
the system by mandating health information 
custodians to comply with applicable 
interoperability specifications to be established 
by Ontario Health74 and developing verification 
standards for virtual visit solutions.75 However, 
successful implementation will be key to 
achieving interoperability in our health-care 
system, and will require co-ordinated efforts 
between government, implementation partners 
such as OntarioMD and Ontario Health, 
technology vendors, health-care organizations, 
and providers. Any interoperability policy 
should be designed to support and achieve 
the objectives of the Quadruple Aim and 
“there should be a balancing of responsibility 
among the involved stakeholders so that 
clinicians do not bear the burden of being 
solely responsible for any adverse outcomes 
or other unanticipated negative consequences 
associated with the use of technology.”8 
Imposing additional burdens on physicians 
who lack control over the technology will only 
exacerbate their burnout. A key component 
of effective implementation will be equipping 
physicians with change management 
supports to incorporate new technologies 
into their workflow and ensuring the available 
technologies meet the needs of their practices. 
Government and policy-makers should also 
consider how to enforce vendor compliance 
with the need to implement necessary changes 
to tools to achieve interoperability. In addition, 
as discussed in the next recommendation, 
involving physicians as key partners in decision-
making processes around digital health is 
critical. 

Recommendation: Involve physicians 
as key partners from the start in the 
procurement, design, implementation, 
and ongoing optimization of digital 
health tools to ensure usability.

Poor usability is another of the most common 
digital health factors associated with burnout.8,30 
For digital health tools to be seamlessly 
integrated into physician workflows, they have 
to be usable. Issues with usability often occur 
when organizations procure and implement new 
point-of-care systems without physician input, 
particularly one-size-fits-all systems that are 
not tailored to unique clinical workflows.8 This 
can result in physicians having to make extra 
clicks and spend more time working through the 
system.8 

To ensure successful usability, organizations 
need to involve physicians who are key end 
users from the start in the procurement, design, 
implementation, and ongoing optimization 
(i.e., refinement and improvement) of digital 
health tools.10, 76 Successful usability means 
the technology meets physicians’ needs and 
desired workflows.76 Any new technology 
should also support the fourth objective of 
the Quadruple Aim (improving the work lives 
of providers); involving physicians in key 
decision-making processes from the outset 
can help. Organizations can involve physicians 
throughout the process by including them 
on multidisciplinary clinical teams so they 
can provide feedback during purchasing 
and implementation decisions as well as 
ongoing input on system optimization.8, 10, 76 
Physicians can provide input on the minimum 
requirements that are common to most users. 
This can ensure the core product remains 
usable, without becoming overly-complex. In 
addition, organizations should give physicians 
options to customize user interfaces according 
to their specific clinical workflows, including 
streamlining access to the most relevant data.77 
This can reduce the number of clicks/keystrokes 
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per day and, by extension, the amount of time 
physicians spend on the system.30, 77 Such 
interventions to optimize technology have been 
found to be effective at reducing burnout.30 

For ongoing optimization, organizations should 
evaluate any new technology after extensive 
pilot testing with many users in clinical practice 
to ensure it is as usable as initial testing 
suggested.

Physicians also need effective change 
management support to optimize the usability of 
digital health tools. This includes organizations 
publishing workflow improvements and 
suggestions when the technology is released 
so physicians can incorporate them into their 
workflows and mitigate potential stress points 
from the outset.

Feedback from physicians is also essential to 
ensure the safety of new technologies8,76 given 
that input “on specific design-related safety 
issues can also prevent adverse patient safety 
events from occurring at other organizations.”78 
An example is incorrect default settings 
that increase the risk of ordering the wrong 
medication or dosage.8

Ensuring the usability of digital health 
tools ultimately requires collaboration from 
technology vendors to implement the desired 
measures.10 Organizations should relay the 
feedback they receive from providers to 
vendors so they can improve their systems. 
They should also consider opportunities 
for vendors to directly observe the clinical 
workflows and use of technology by staff78 to 
inform the development of the most usable 
systems. As previously mentioned, government 
and policy-makers should also consider how 
to enforce vendor compliance with the need 
to implement necessary changes to tools. 
Without a legislative or regulatory framework 
for vendors, additional obligations are often 
transferred to health-care providers, who end up 
bearing the associated burden and cost which 
exacerbates their burnout.

Recommendation in practice: In 2017, 
Hawaii Pacific Health launched a 
program called “Getting Rid of Stupid 
Stuff” that involved asking their staff, 
including physicians and nurses, to 
“nominate anything in the EHR [electronic 
health record] that they thought was 
poorly designed, unnecessary, or just 
plain stupid.”79 While the program 
was originally meant to reduce the 
unintended documentation requirements 
imposed by the organization’s EHR, 
engaging clinicians through this program 
led to additional changes that optimized 
the EHR, including removing 10 out of 
12 of the most frequent alerts physicians 
receive, reviewing and removing order 
sets that were unused, and identifying 
the need to better educate staff on the 
documentation tools that were available 
to them. Although the impact of the 
program on physician burnout was not 
specifically measured, the changes 
highlight the potential role of such a 
program in enabling solutions to burnout.

Recommendation: Equip physicians with 
comprehensive and ongoing training on 
digital health tools, beginning in medical 
school.

Providing physicians with comprehensive 
training can increase their comfort and 
satisfaction with digital health tools and, in turn, 
reduce their technostress and “offset anxiety 
that exacerbates burnout.”30 For physicians 
who work in organizations, the organizations 
can facilitate training; for those in community-
based practices, training and mentorship 
can be provided by, for example, OntarioMD 
Peer Leaders and OntarioMD staff across the 
province. Training should be provided on an 
ongoing basis, not limited to onboarding, to 
maintain and improve competency.76,80
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Training should also begin in medical school. 
With the shift to competency-based medical 
education, sufficient training for medical 
students and residents on digital health 
system competencies during formal education 
should be provided. Researchers have noted 
that critical gaps in training still exist because 
“learners receive limited exposure to EHR 
training during their formal education.”81  

In 2018, the American Medical Association 
(AMA) adopted a policy to promote training for 
medical students on using EHRs, so they could 
learn and gain experience “well before they 
enter practice.”82 The AMA’s policy “encourages 
medical schools and residency programs to 
design clinical documentation and EHR training 
that provides evaluative feedback regarding the 
value and effectiveness of the training, and that 
can be evaluated and demonstrated as useful in 
clinical practice.”82 

Medical schools in Ontario should ensure that 
sufficient training on point-of-care systems 
(EMRs/HISs) and other digital health tools is 
incorporated into both undergraduate and 
postgraduate medical education. Training 
medical students and residents early on 
can provide them with a more seamless 
experience in using digital health tools as future 
physicians,77 and ultimately reduce their risk of 
burnout from technostress. 

Technology training should be provided on an 
ongoing basis throughout physicians’ careers, 
particularly as technology evolves and new 
standards of practice regarding the use of digital 
health tools emerge. This can be achieved 
by incorporating digital health training into all 
continuing medical education conferences to 
some extent.

Recommendation: Provide physicians 
with easily accessible and ongoing 
technical support. 

To support usability of digital health tools, 
physicians should be provided with easily 
accessible and ongoing technical support76,83 
that responds to the needs of their practice. 
The availability of technical support for point-of-
care systems can improve physicians’ attitudes 
toward the use of the technology and free 
up time for more meaningful tasks, such as 
providing direct patient care.83 As previously 
discussed, poor usability of technology and 
a lack of meaning in work have each been 
associated with increased risk of burnout. In 
turn, the availability of technical support can 
help mitigate against these risks of burnout, 
and continue to foster the seamless integration 
of digital health tools into physician workflow 
by resolving technical issues as they arise. 
For physicians working in large organizations, 
technical support can most likely be provided 
on-site; for those in community-based practices, 
vendors or OntarioMD technical advisors can 
provide support.
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Institutional supports for physician wellness.

Finally, given that burnout is by definition a 
workplace issue, an important solution to 
it is making positive workplace changes to 
supports for physician wellness. While such 
supports are accessible to physicians who work 
within institutions, those who do not should 
nonetheless have access to co-ordinated and 
resourced supports, as previously outlined.

Many of these supports and tools are described 
in more detail in the OMA’s Burnout Toolkit for 
physicians and physician leaders.

Institutional supports can begin with 
organizations explicitly establishing a positive 
workplace culture that prioritizes wellness, and 
can be aided by regular but non-burdening 
assessments of burnout and organizational-led 
interventions for physicians.

Recommendation: Encourage and 
support a workplace culture that 
prioritizes and promotes physician 
wellness. 

Organizational culture is defined as “a summary 
of the shared values, beliefs, or perceptions 
held by employees within an organization or 
organizational unit, and it can influence the 
attitudes and behavior of the staff.”84 It has been 
shown to influence levels of burnout,84,85 with a 
need to foster a culture of wellness to ensure 
this influence improves burnout rather than 
contributing to it. Culture can seem a nebulous 
and intangible factor to try to understand and 
influence, but there are concrete actions that 
can be (and have been) taken to contribute to a 
culture of wellness in health-care organizations. 

Wellness principles
To begin with, organizations should signal the 
importance of wellness to their physicians, 
establish parameters for accountability, and 
guide the implementation of further initiatives 
by adopting explicit principles for a workplace 
culture that prioritizes and promotes wellness. 
More research is required to evaluate the 
impact of wellness principles on physician 
burnout; however it is recommended that 
alignment with such principles would bolster 
and maintain proven initiatives as described in 
the subsequent recommendations.

Recommendation in practice: Toronto’s 
University Health Network (UHN) has 
established Wellness Guiding Principles 
as part of its UHN Wellness mission 
“to promote, enhance and support 
behavioural changes in UHN staff to 
improve health and well-being at both 
an individual and at an organizational 
level.”86 

Wellness guiding principles
• �Leadership for wellness exists at all 

levels of the organization
• �People are our most important resource 

at UHN
• �Wellness is a common goal, but 

individual approaches vary
• �Wellness at work interacts with wellness 

at home
• �We are all responsible for our own 

health and well-being
• �Wellness@UHN is about continuous 

improvement
• UHN supports healthy living strategies
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A key component of a culture of wellness that 
can help to protect against burnout is a sense of 
psychological safety – that is, “the absence of 
harm and/or threat of harm to mental well-being 
that a worker might experience.”8,87 As with an 
overall culture of wellness, psychological safety 
can be achieved by beginning with established 
principles to guide cultural changes and provide 
a source of accountability.

Recommendation in practice: The 
Mental Health Commission of Canada, 
HealthCareCAN and the By Health for 
Health Collaborative of Canada have 
jointly established a Declaration of 
Commitment to Psychological Health 
and Safety in Healthcare.88,89 This 
declaration commits its signatories to 
“advancing the protection and promotion 
of mental health in the workplace and 
in alignment with the principles of the 
National Standard for Psychological 
Health and Safety in the Workplace,” 
which is “a set of voluntary guidelines, 
tools and resources intended to guide 
organizations in promoting mental health 
and preventing psychological harm at 
work.”88 

Numerous health-care organizations 
across Canada have signed on to the 
commitment, including the London 
Health Sciences Centre, Michael Garron 
Hospital, Ontario Shores Centre for 
Mental Health Sciences, Peterborough 
Regional Health Centre, Ross Memorial 
Hospital, Sinai Health System, St. 
Joseph’s Health Care London and the 
Hospital for Sick Children.88

Finally, in encouraging and supporting a culture 
of wellness, it is essential to recognize and 
account for diverse identities and experiences 
among physicians as well as the impacts that 
workplace discrimination can have on wellness 
and burnout.20–22 A culture of wellness should 

prioritize principles of cultural safety and cultural 
competence such that all physicians feel safe 
and supported. 

Leadership
In each of these sets of principles, leadership is 
included as a key component because leaders 
heavily influence the experiences of those they 
lead.90 This influence, unsurprisingly, extends 
to burnout. A study conducted by the Mayo 
Clinic demonstrated this, finding that a one-
point increase in a leader’s “score” (based on 
12 components of leadership) was associated 
with a 3.3 per cent decrease in the likelihood of 
those they lead experiencing burnout.91 A recent 
study conducted at the Stanford University 
School of Medicine further found that leadership 
scores were associated with leaders’ own 
levels of burnout.92 Leaders also model and 
normalize behaviours within their workplaces, 
including those related to well-being. This 
same study found that “each one-point 
increase in leaders’ sleep-related impairment 
was associated with a 0.15-point increment in 
sleep-related impairment among those they 
supervised.”92 The study authors noted the 
consistency of this finding with research outside 
of medicine that has found a negative impact 
on team members’ sleep “when leaders publicly 
devalue sleep (such as boasting that they are 
productive because of how little they sleep).”92 
Therefore, it is important for organizations to 
support physician and non-physician leaders 
for the sake of those they lead as well as their 
own wellness. This can be done by fostering 
compassionate leadership and creating 
psychological safety in the workplace at all 
levels (organization, institution, department, 
unit).90 Leaders can contribute to psychological 
safety by:

•� �Recognizing their responsibility to contribute to 
and encourage a positive culture of wellness.

• �Making space for those they lead to 
experience and share vulnerabilities, and 
sharing vulnerabilities themselves.
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• Modelling and encouraging safe-care.

• �Admitting they do not have all the answers and 
enabling safe idea-sharing.

• �Identifying and advocating for needed 
supports.

• �Supporting leadership development and 
opportunities for those they lead.93

Chief wellness officer
Leadership that fosters a culture of wellness 
should extend to the executive level, and can 
be enabled by establishing of a chief wellness 
officer. The U.S. National Academy of Sciences 
recommends that at the executive level, there 
should be “a leadership role and function 
responsible for improving and sustaining 
professional well-being across the organization. 
This leader and [their] team should strengthen 
co-ordination across all organizational programs, 
especially those that deal with patient care 
quality and safety and with occupational safety.”8

A chief wellness officer should be trained, 
compensated as a full-time role (i.e., the 
role should not be an additional duty for an 
existing full-time staff member, executive or 
physician), involved in leadership meetings, and 
accountable for improvements in wellness within 
the organization as measured using validated 
tools (per the following recommendation).

Physical workspace
Finally, culture can even be influenced by the 
physical workspace, for example by creating 
social spaces for physicians.

Recommendation in practice: The 
University of California at San Francisco 
found a decrease in burnout rates after 
it established a doctors’ lounge and 
stocked it regularly with small amenities 
such as electronic chargers and food 
items. This space enabled physicians 
to organically share professional and 

personal experiences and initiate 
informal instances of peer support and 
mentorship.94

The design of the physical workspace can also 
be engineered to improve burnout. For example,  
access to views of nature, other exterior 
views, and daylight, indoor plants and other 
internal design aspects that link to nature have 
demonstrated positive impacts on physicians’ 
feelings of stress.95

The following recommendations can further 
contribute to a culture of wellness, by 
measuring physician burnout (to understand the 
experiences of those within organizations), and 
implementing initiatives within organizations to 
directly target burnout.

Recommendation: Regularly evaluate 
levels of physician burnout within 
organizations using validated tools 
to understand burnout levels and 
implement necessary changes. 

While much research has indicated high levels 
of burnout among physicians – including in 
Canada and now through our surveys in Ontario 
– it has also indicated different experiences 
of burnout among different physicians, such 
as across specialties, practice settings, and 
demographics. Therefore, it is essential that 
organizations working to address burnout begin 
by evaluating burnout levels specifically within 
their institution and by collecting qualitative 
information related to the specific factors in 
their workplace that could contribute to or could 
ameliorate burnout.

Organizations should utilize validated tools, 
such as the Maslach Burnout Inventory, to 
collect high quality data and data that can 
be compared across different settings.8,94,96 

Research suggests that even one- and two-
item questionnaires can provide reasonable 
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estimates of the prevalence of burnout.16,97–99 
Other valuable tools include the Copenhagen 
Assessment Tool, the Stanford Professional 
Fulfillment Index, the Mayo Well Being Index and 
the Warwick-Edinburgh Mental Wellbeing Scales. 
The literature suggests that organizations 
should make the anonymous aggregate results 
of these tools available transparently to provide 
a shared understanding of the state of burnout, 
to contribute to accountability by leadership 
and give physicians confidence that their voices 
are being heard.8,90 Literature also suggests 
that these results be made available publicly 
for those looking for employment within the 
institution to further encourage accountability. 
These results should also be shared “so that 
[physicians] might acknowledge feelings that 
have been suppressed due to cultural norms”100 
that may imply to some that they are alone in 
their experiences and/or that they should not 
have feelings of burnout. Organizations should 
also use these tools regularly (at least annually)8 
to understand changes in collective burnout 
levels, both positive and negative.8,94 A regular 
commitment to measuring burnout within the 
institution could be set out in principles adopted 
to inform the workplace wellness culture.

Beyond the quantitative measure of burnout, 
institutions should also regularly engage 
physicians to determine what specifically within 
their organization is contributing to burnout 
and what needs there are from physicians to 
address it.8,90 As described above, wellness 
principles should include a commitment to 
a culture that welcomes such feedback and 
allows physicians to feel safe and comfortable 
providing it.90

Recommendation in practice: The Mayo 
Clinic in Rochester, Minnesota uses 
a model called “Listen-Act-Develop.” 
The first element, “listen,” is meant 
to encourage physicians to provide 
feedback. It strives to create a “safe 

haven” “for physicians to be able to voice 
their concerns” and “allows physicians to 
feel valued.”94

By understanding how much and why their 
physicians experience burnout, organizations 
can understand their needs and work toward 
relevant solutions. However, in so doing, “it 
is essential to identify data capture strategies 
that minimize burden and protect clinicians’ 
privacy and address any stigma or pressure that 
clinicians may perceive related to measurement 
or reporting.”8

Recommendation: Organizations 
should coordinate and implement 
proven individual-level interventions for 
physicians.

As we have mentioned consistently throughout 
this paper, as a system-level issue, burnout 
is the responsibility of system actors to 
address; it is not up to individual physicians to 
solve burnout brought on by issues beyond 
their control. However, that is not to say that 
initiatives targeting physicians at the individual 
level cannot still contribute to improvements 
in burnout and broader well-being. The key 
is that these initiatives should be designed, 
organized and resourced by the organization so 
that their benefits are available for physicians 
without the physicians having to put in more 
work to identify, learn and/or organize initiatives 
for themselves. Indeed, research indicates 
that “lack of time” is a significant barrier for 
physicians who are in need of emotional 
support.101 Further, research has found that 
initiatives organized by an institution are more 
effective than those that individual physicians 
must undertake on their own, and requiring 
physicians to enact such initiatives themselves 
can even be harmful: “Physicians who were 
expected to deal with their burnout individually 
and remotely from their institution felt less 
‘resilient’ and took more personal ownership of 
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the fact that they were burned out, as opposed 
to those physicians who received support from 
their institution to cope with it.”18

There is significant research on the benefits 
of individual-level interventions (e.g., the 
effectiveness of practicing mindfulness). 
However, given that the key here is the 
application of interventions for physicians 
as organized and resourced by institutions, 
we have included only evidence related 
to individual-level interventions that are 
implemented and organized for physicians.

Initiatives
Organizations can implement numerous 
individual-level interventions for physicians. 
Examples include mindfulness initiatives, stress 
reduction programs, facilitated discussion 
groups, peer support programs and Balint 
groups.

Mindfulness initiatives have demonstrated 
success in improving indicators of burnout 
among physicians in multiple studies. These 
studied initiatives vary in structure, but can 
include multi-week mindfulness training 
courses,18 short-term mindfulness training102 and 
mindful communication programs.103 A resiliency 
program that included mindfulness meditation 
along with access to exercise equipment and 
nutritious foods was also found to be effective 
among family medicine residents (the trial 
population).104

Further, small group discussions (both 
facilitated and unfacilitated) have led to 
demonstrated improvements in burnout 
symptoms. Facilitated small discussion groups 
that include elements such as mindfulness, 
shared experiences and reflection have proven 
effective,105 as have unfacilitated discussion 
groups that simply provide protected time 
and a venue for physicians to congregate 
and share experiences.85 However, facilitated 
discussion groups specifically for residents 
may require facilitation by someone viewed 

as a peer rather than by a professional or a 
practising physician.106 Balint groups are a 
type of facilitated discussion group focused 
on “enhancing communication skills among 
physicians, but also putting emphasis on the 
doctor–patient relationship.”107 They have 
been found to be effective at improving factors 
related to burnout,107,108 including specifically for 
residents.109,110 

Professional coaching has also been 
demonstrated to relieve emotional exhaustion 
and burnout symptoms overall,111 and can 
“support clinicians in managing stress and 
adapting to change”.8 

Finally, peer support programs are commonly 
discussed as a means to help address physician 
burnout.101,112 However, they are not yet well-
studied in the literature for their impacts on 
burnout. Early research does indicate that 
peer support programs may be promising for 
residents113 and should be further explored for 
their potential benefit. Any implementation 
should include evaluation to understand if 
they do indeed help physicians experiencing 
burnout. 

Implementation considerations
In implementing such interventions, 
organizations should consider certain factors. 
First, a study of the implementation of a 
corporate wellness initiative that had proven 
successful with other health-care workers 
showed no success for emergency medicine 
residents (and led to a worsening of burnout 
for some).114 This finding demonstrates 
the importance of tailoring even proven 
interventions for physicians and their 
experiences. 

Second, when implementing interventions, 
it is important to evaluate their impacts to 
understand if they are helpful and should be 
continued and/or expanded, or if, as above, 
they may even cause harm. However, as noted 
in the previous recommendation, evaluations 
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and assessments of burnout level should 
not contribute to burnout themselves by 
imposing arduous requirements (such as a 
lengthy survey) on physicians to be able to 
participate in potentially helpful initiatives.8 In 
particular, evaluations of programs should look 
at professional and demographic information 
to determine if program impacts are varied or 
isolated to certain sub-groups of physicians, for 
example in terms of specialty, payment model, 
gender identity and expression, or racialization.

Third, it is important for organizationally-led 
interventions to be provided during paid 
time for physicians30 given that, as previously 
stated, physicians should not bear burdens 
to participate in programs that aim to address 
burnout that has largely been brought on by the 
health system including physicians’ workplaces.

Finally and importantly, evidence from the 
above-cited mindful communication program 
for primary care physicians found that, while the 
intervention succeeded, “participants struggled 
to give themselves permission to attend to 
their own personal growth.”103 This finding 
illustrates how important it is for organizations 
to implement these recommendations in 
tandem with facilitating a culture of wellness 
that encourages and empowers physicians 
to “attend to their own personal growth”103 so 
they can derive maximum benefits from such 
interventions.
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   Next Steps

These five solutions are a starting point for 
addressing the complex, multi-faceted problem 
of physician burnout in Ontario, based on 
priorities identified by Ontario’s doctors and 
evidence-based recommendations. Addressing 
burnout is a long-term, system-wide endeavour, 
but it is crucial that the Ontario health-care 
system begin making meaningful changes to 
support the physicians who are vital within it.

Beyond this work, the OMA and its Burnout 
Task Force will continue on-going initiatives to 
study, mitigate and prevent physician burnout. 
The task force has launched a Burnout Toolkit 
containing resources that individual physicians 
and physician leaders can use or implement in 
their organizations. The OMA will also continue 
to monitor and explore burnout in the context of 
the pandemic.  

To accomplish the solutions proposed in 
this paper, as a system we need to establish 
meaningful partnerships and coordination 
among key stakeholders so we can further 
explore and implement recommendations to 
address and prevent burnout. Through these 
partnerships, solutions can also be adapted and 
implemented for other health-care workers to 
contribute to greater health-care worker well-
being and the sustainability of Ontario’s health-
care system.

Given the dearth of comprehensive literature 
evaluating system-level solutions to physician 
burnout, particularly in Ontario, any solutions 
that are implemented should be evaluated 
to understand their benefits, adapt them 
as needed and contribute to the evidence 
base. Future research should focus on gaps 
identified in this paper, including the impacts 
of burnout interventions on different groups 
of physicians, particularly in terms of gender 
identity and racialization, recognizing that 

different physicians experience burnout 
differently, certain physicians are at heightened 
risk of burnout, and some experience unique 
contributors to burnout, such as discrimination, 
that universally-focused interventions may not 
ameliorate. 

Further, many physicians do not work within 
institutions that can implement certain initiatives 
to address burnout; therefore, future research 
should explore how to support physicians who 
work outside of institutions. As well, given that 
compensation models are a common theme 
in the burnout literature, further research 
exploring the potential relationships between 
Ontario’s compensation models and burnout 
may be valuable. Finally, future research would 
be useful to explain the described discrepancy 
between the top contributors and top solutions 
to burnout identified in the OMA surveys, 
particularly to better understand if work should 
prioritize themes within the top contributors or 
those within the top solutions. 

In the meantime, work must begin on these 
recommendations across the system to 
improve the dire situation that has long affected 
Ontario’s doctors. We must commit to building a 
sustainable and healthy health-care system.



OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 41

   References

1. West CP, Dyrbye LN, Shanafelt TD. Physician 
burnout: contributors, consequences and 
solutions. J Intern Med. 2018;283(6):516–529. 

2. A Crisis in Health Care: A Call to Action on 
Physician Burnout [Internet]. 2018. Available 
from: http://www.massmed.org/news-and-
publications/mms-news-releases/physician-
burnout-report-2018/

3. Ruzycki SM, Lemaire JB. Physician burnout. 
CMAJ. 2018;190(2):53. 

4. CMA National Physician Survey: A National 
Snapshot [Internet]. Canadian Medical 
Association; 2018. Available from: https://www.
cma.ca/sites/default/files/2018-11/nph-survey-e.
pdf

5. “Death by 1000 Cuts”: Medscape National 
Physician Burnout & Suicide Report 2021 
[Internet]. 2021. Available from: https://www.
medscape.com/slideshow/2021-lifestyle-
burnout-6013456#15

6. Rubin B, Goldfarb R, Satele D, Graham L. 
Burnout and distress among physicians in a 
cardiovascular centre of a quaternary hospital 
network: a cross-sectional survey. CMAJ Open. 
2021;9(1):10– 18. 

7. Singh S, Farrelly AC, Chan C, Nazeri-Rad N, 
Nicholls B, Bauman G, et al. Assessing burnout 
among oncologists in Ontario, Canada. J Clin 
Oncol. 2020;38(29):41–41. 

8. Committee on Systems Approaches to 
Improve Patient Care by Supporting Clinician 
Well-Being, & National Academy of Medicine 
[Internet]. National Academies Press; 2019. 
Available from: https://doi.org/10.17226/25521

9. Burn-out an “occupational phenomenon”: 
International Classification of Diseases. World 
Health Organization; 2019. 

10. Massachusetts Medical Society. A Crisis 
in Health Care: A Call to Action on Physician 
Burnout [Internet]. 2018. Available from: http://
www.massmed.org/Publications/Research,-
Studies,-and-Reports/Physician-Burnout-
Report-2018/

11. Hall LH, Johnson J, Watt I, Tsipa A, O’Connor 
DB. Healthcare staff wellbeing, burnout, and 
patient safety: a systematic review. PLoS ONE. 
2016;11:0159015. 

12. Dewa CS, Jacobs P, Thanh NX, Loong D. 
An estimate of the cost of burnout on early 
retirement and reduction in clinical hours of 
practicing physicians in Canada. BMC Health 
Serv Res. 2014 Jun 13;14(1):254. 

13. Physician Burnout: The Root of the Problem 
and the Path to Solutions. NEJM Catalyst 
[Internet]. 2017 Jun; Available from: https://moqc.
org/wp-content/uploads/2017/06/Physician-
Burnout.pdf

14. Shanafelt TD, Noseworthy JH. Executive 
Leadership and Physician Well-being: 
Nine Organizational Strategies to Promote 
Engagement and Reduce Burnout. Mayo Clin 
Proc. 2017;92(1):129–146. 

15. Panagioti M, Panagopoulou E, Bower P, 
Lewith G, Kontopantelis E, Chew-Graham C, et 
al. Controlled Interventions to Reduce Burnout 
in Physicians A Systematic Review and Meta-
analysis. JAMA Intern Med. 2017;177(2):195–205. 

16. Dolan ED, Mohr D, Lempa M, Joos S, Fihn SD, 
Nelson KM, et al. Using a single item to measure 
burnout in primary care staff: a psychometric 
evaluation. J Gen Intern Med. 2015;30(5):582–
587. 

http://www.massmed.org/news-and-publications/mms-news-releases/physician-burnout-report-2018/
http://www.massmed.org/news-and-publications/mms-news-releases/physician-burnout-report-2018/
http://www.massmed.org/news-and-publications/mms-news-releases/physician-burnout-report-2018/
https://www.cma.ca/sites/default/files/2018-11/nph-survey-e.pdf
https://www.cma.ca/sites/default/files/2018-11/nph-survey-e.pdf
https://www.cma.ca/sites/default/files/2018-11/nph-survey-e.pdf
https://www.medscape.com/slideshow/2021-lifestyle-burnout-6013456#15
https://www.medscape.com/slideshow/2021-lifestyle-burnout-6013456#15
https://www.medscape.com/slideshow/2021-lifestyle-burnout-6013456#15
https://doi.org/10.17226/25521
http://www.massmed.org/Publications/Research,-Studies,-and-Reports/Physician-Burnout-Report-2018/
http://www.massmed.org/Publications/Research,-Studies,-and-Reports/Physician-Burnout-Report-2018/
http://www.massmed.org/Publications/Research,-Studies,-and-Reports/Physician-Burnout-Report-2018/
http://www.massmed.org/Publications/Research,-Studies,-and-Reports/Physician-Burnout-Report-2018/
https://moqc.org/wp-content/uploads/2017/06/Physician-Burnout.pdf
https://moqc.org/wp-content/uploads/2017/06/Physician-Burnout.pdf
https://moqc.org/wp-content/uploads/2017/06/Physician-Burnout.pdf


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 42

17. Medscape National Physician Burnout & 
Suicide Report 2020: The Generational Divide 
[Internet]. 2020. Available from: https://www.
medscape.com/slideshow/2020-lifestyle-
burnout-6012460?faf=1#5

18. Klevos GA, Ezuddin NS. In Search of the 
Most Effective Interventions for Physician 
Burnout [Internet]. American Association for 
Physician Leadership; 2018. Available from: 
https://www.physicianleaders.org/news/
discussion-burning-brightly-burning-out

19. West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. 
Interventions to prevent and reduce physician 
burnout: a systematic review and meta-analysis. 
Lancet Lond Engl. 2016 Nov 5;388(10057):2272–
81. 

20. Hategan A, Saperson K, Harms S, Waters H, 
editors. Humanism and Resilience in Residency 
Training: A Guide to Physician Wellness 
[Internet]. Springer International Publishing; 
2020 [cited 2021 Jul 30]. Available from: https://
www.springer.com/gp/book/9783030456269

21. Ehie O, Muse I, Hill L, Bastien A. 
Professionalism: microaggression in the 
healthcare setting. Curr Opin Anaesthesiol. 2021 
Apr;34(2):131–6. 

22. Hu Y-Y, Ellis RJ, Hewitt DB, Yang AD, Cheung 
EO, Moskowitz JT, et al. Discrimination, Abuse, 
Harassment, and Burnout in Surgical Residency 
Training. N Engl J Med. 2019 Oct 31;381(18):1741–
52. 

23. Office of Regulatory Affairs and Service 
Effectiveness. Physician Administrative Burden 
Survey – Final Report [Internet]. Doctors Nova 
Scotia; 2020 Sep. Available from: https://
doctorsns.com/sites/default/files/2020-11/admin-
burden-survey-results.pdf

24. OMA Forms Committee. The Forms 
Committee is Listening. Ont Med Rev [Internet]. 
2020 Nov 10;(September/October 2020). 

Available from: https://www.oma.org/newsroom/
ontario-medical-review/87-4/the-forms-
committee-is-listening/

25. Nova Scotia Health and Wellness, 
Nova Scotia Regulatory Affairs and Service 
Effectiveness. Province Working with Doctors 
to Reduce Administrative Burden, Red Tape 
[Internet]. Nova Scotia. 2020 [cited 2021 Aug 
2]. Available from: https://novascotia.ca/news/
release/?id=20200123003

26. Gidwani R, Nguyen C, Kofoed A, Carragee 
C, Rydel T, Nelligan I, et al. Impact of Scribes on 
Physician Satisfaction, Patient Satisfaction, and 
Charting Efficiency: A Randomized Controlled 
Trial. Ann Fam Med. 2017 Sep 1;15(5):427–33. 

27. Arndt BG, Beasley JW, Watkinson MD, 
Temte JL, Tuan W-J, Sinsky CA, et al. Tethered 
to the EHR: Primary Care Physician Workload 
Assessment Using EHR Event Log Data and 
Time-Motion Observations. Ann Fam Med. 2017 
Sep;15(5):419–26. 

28. Finley G, Edwards E, Robinson A, 
Brenndoerfer M, Sadoughi N, Fone J, et al. An 
automated medical scribe for documenting 
clinical encounters. In: Proceedings of the 2018 
Conference of the North American Chapter of 
the Association for Computational Linguistics: 
Demonstrations [Internet]. New Orleans, 
Louisiana: Association for Computational 
Linguistics; 2018 [cited 2021 Aug 2]. p. 11–15. 
Available from: https://aclanthology.org/N18-
5003

29. DeChant PF, Acs A, Rhee KB, Boulanger 
TS, Snowdon JL, Tutty MA, et al. Effect of 
Organization-Directed Workplace Interventions 
on Physician Burnout: A Systematic Review. 
Mayo Clin Proc Innov Qual Outcomes. 2019 Dec 
1;3(4):384–408. 

https://www.medscape.com/slideshow/2020-lifestyle-burnout-6012460?faf=1#5
https://www.medscape.com/slideshow/2020-lifestyle-burnout-6012460?faf=1#5
https://www.medscape.com/slideshow/2020-lifestyle-burnout-6012460?faf=1#5
https://www.physicianleaders.org/news/discussion-burning-brightly-burning-out
https://www.physicianleaders.org/news/discussion-burning-brightly-burning-out
https://www.springer.com/gp/book/9783030456269
https://www.springer.com/gp/book/9783030456269
https://doctorsns.com/sites/default/files/2020-11/admin-burden-survey-results.pdf
https://doctorsns.com/sites/default/files/2020-11/admin-burden-survey-results.pdf
https://doctorsns.com/sites/default/files/2020-11/admin-burden-survey-results.pdf
https://www.oma.org/newsroom/ontario-medical-review/87-4/the-forms-committee-is-listening/
https://www.oma.org/newsroom/ontario-medical-review/87-4/the-forms-committee-is-listening/
https://www.oma.org/newsroom/ontario-medical-review/87-4/the-forms-committee-is-listening/
https://novascotia.ca/news/release/?id=20200123003
https://novascotia.ca/news/release/?id=20200123003
https://aclanthology.org/N18-5003
https://aclanthology.org/N18-5003


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 43

30. Craig KJT, Willis VC, Gruen D, Rhee 
K, Jackson GP. The burden of the digital 
environment: a systematic review on 
organization-directed workplace interventions 
to mitigate physician burnout. J Am Med Inform 
Assoc [Internet]. 2021;ocaa301. Available from: 
https://doi.org/10.1093/jamia/ocaa301

31. McCormick BJ, Deal A, Borawski KM, 
Raynor MC, Viprakasit D, Wallen EM, et al. 
Implementation of medical scribes in an 
academic urology practice: an analysis of 
productivity, revenue, and satisfaction. World J 
Urol. 2018 Oct 1;36(10):1691–7. 

32. Contratto E, Romp K, Estrada CA, Agne A, 
Willett LL. Physician Order Entry Clerical Support 
Improves Physician Satisfaction and Productivity. 
South Med J. 2017 May;110(5):363–8. 

33. Bastani A, Shaqiri B, Palomba K, Bananno 
D, Anderson W. An ED scribe program is 
able to improve throughput time and patient 
satisfaction. Am J Emerg Med. 2014 May 
1;32(5):399–402. 

34. Allen B, Banapoor B, Weeks EC, Payton 
T. An Assessment of Emergency Department 
Throughput and Provider Satisfaction after the 
Implementation of a Scribe Program. Adv Emerg 
Med. 2014 Sep 3;2014:e517319. 

35. Nambudiri VE, Watson AJ, Buzney EA, 
Kupper TS, Rubenstein MH, Yang F-SC. Medical 
Scribes in an Academic Dermatology Practice. 
JAMA Dermatol. 2018 Jan 1;154(1):101–3. 

36. DeepScribe. Virtual Medical Scribes: 
the Good, the Bad, and the Ugly [Internet]. 
DeepScribe. [cited 2021 Aug 2]. Available from: 
https://www.deepscribe.ai/resources/virtual-
medical-scribes-the-good-the-bad-and-the-ugly

37. Noordzij R, Plocienniczak MJ, Brook C. 
Virtual scribing within otolaryngology during 
the COVID-19 pandemic and beyond. Am J 
Otolaryngol. 2020;41(5):102611. 

38. Crampton NH. Ambient virtual scribes: 
Mutuo Health’s AutoScribe as a case study of 
artificial intelligence-based technology. Healthc 
Manage Forum. 2020 Jan 1;33(1):34–8. 

39. Kumah-Crystal YA, Pirtle CJ, Whyte HM, 
Goode ES, Anders SH, Lehmann CU. Electronic 
Health Record Interactions through Voice: A 
Review. Appl Clin Inform. 2018 Jul;9(3):541–52. 

40. Issenman RM, Jaffer IH. Use of Voice 
Recognition Software in an Outpatient Pediatric 
Specialty Practice. Pediatrics. 2004 Sep 
1;114(3):e290–3. 

41. Viitanen J. Redesigning digital dictation for 
physicians: A user-centred approach. Health 
Informatics J. 2009 Sep 1;15(3):179–90. 

42. dela Cruz JE, Shabosky JC, Albrecht M, 
Clark TR, Milbrandt JC, Markwell SJ, et al. Typed 
Versus Voice Recognition for Data Entry in 
Electronic Health Records: Emergency Physician 
Time Use and Interruptions. West J Emerg Med. 
2014 Jul;15(4):541–7. 

43. Zhou L, Blackley SV, Kowalski L, Doan R, 
Acker WW, Landman AB, et al. Analysis of Errors 
in Dictated Clinical Documents Assisted by 
Speech Recognition Software and Professional 
Transcriptionists. JAMA Netw Open. 2018 Jul 
6;1(3):e180530–e180530. 

44. Payne TH, Alonso WD, Markiel JA, Lybarger 
K, Lordon R, Yetisgen M, et al. Using voice to 
create inpatient progress notes: effects on note 
timeliness, quality, and physician satisfaction. 
JAMIA Open. 2018 Oct 1;1(2):218–26. 

45. AAAAI. Practice Management [Internet]. 
American Academy of Allergy, Asthma & 
Immunology. [cited 2021 Aug 2]. Available from: 
https://www.aaaai.org/Practice-Management

46. Collier R. Rethinking EHR interfaces to 
reduce click fatigue and physician burnout. 
CMAJ. 2018 Aug 20;190(33):E994–5. 

https://doi.org/10.1093/jamia/ocaa301
https://www.deepscribe.ai/resources/virtual-medical-scribes-the-good-the-bad-and-the-ugly
https://www.deepscribe.ai/resources/virtual-medical-scribes-the-good-the-bad-and-the-ugly
https://www.aaaai.org/Practice-Management


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 44

47. Berg S. Simpler logins, voice recognition 
ease click fatigue at Yale [Internet]. American 
Medical Association. 2018 [cited 2021 Aug 
2]. Available from: https://www.ama-assn.org/
practice-management/digital/simpler-logins-
voice-recognition-ease-click-fatigue-yale

48. Collins TR. Battling hospitalist burnout 
[Internet]. The Hospitalist. 2019 [cited 2021 Aug 
2]. Available from: https://www.the-hospitalist.
org/hospitalist/article/207706/mixed-topics/
battling-hospitalist-burnout

49. Mantri S, Spector A, El Husseini N. How 
compensation can affect physician burnout 
[Internet]. MedPage Today’s KevinMD. 2019 
[cited 2021 Aug 2]. Available from: https://www.
kevinmd.com/blog/2019/11/how-compensation-
can-affect-physician-burnout.html

50. Bloom M. The Ethics of Compensation 
Systems. J Bus Ethics. 2004 Jun 1;52(2):149–52. 

51. Candradewi I, Dewi I. Effect of compensation 
on employee performance towards motivation 
as mediation variable. Int Res J Manag IT Soc 
Sci. 2019 Aug 26;6(5):134–43. 

52. Doctors of BC. Physician Burdens [Internet]. 
Doctors of BC; [cited 2021 Jul 30]. Available 
from: https://haveyoursaydoctorsofbc.ca/8475/
widgets/32709/documents/18255

53. Doctors of BC. Policy Statement: Physician 
Burdens [Internet]. Doctors of BC; 2020 [cited 
2020 Jul 30]. Available from: https://www.
doctorsofbc.ca/sites/default/files/physician_
burdens_policy_statement.pdf

54. Office of Regulatory Affairs and Service 
Effectiveness. Project Status Report: Reducing 
Physician Administrative Burden [Internet]. 
Doctors Nova Scotia; 2020. Available 
from: https://doctorsns.com/sites/default/
files/2020-11/admin-burden-workplan.pdf?_
ga=2.244500741.1485362319.1616771078-
1122881658.1616771078

55. Doctors Nova Scotia. Road Map to a Stable 
Physician Workforce [Internet]. Doctors Nova 
Scotia; 2018 [cited 2021 Jul 30]. Available 
from: https://doctorsns.com/sites/default/
files/2018-09/next-steps/Road-Map-to-a-Stable-
Physician-Workforce_0.pdf

56. Medscape. 2021 Physician Burnout & 
Suicide Report [Internet]. Medscape; 2021 
[cited 2021 Jul 30]. Available from: https://
www.medscape.com/slideshow/2021-lifestyle-
burnout-6013456#12

57. Moyser M. Measuring and Analyzing 
the Gender Pay Gap: A Conceptual and 
Methodological Overview [Internet]. Statistics 
Canada. 2019 [cited 2021 Aug 2]. Available from: 
https://www150.statcan.gc.ca/n1/pub/45-20-
0002/452000022019001-eng.htm

58. Cohen M, Kiran T. Closing the gender pay 
gap in Canadian medicine. CMAJ. 2020 Aug 
31;192(35):E1011–7. 

59. OMA Physician Human Resources 
Committee. Report to Council: Understanding 
Gender Pay Gaps Among Ontario Physicians. 
July 2020.

60. Platt J, Prins S, Bates L, Keyes K. Unequal 
depression for equal work? How the wage 
gap explains gendered disparities in mood 
disorders. Soc Sci Med 1982. 2016 Jan;149:1–8. 

61. Kuhl EA. Gender Pay Gap Contributes to 
Increased Rates of Depression and Anxiety 
Among Women [Internet]. American Psychiatric 
Association Foundation Centre for Workplace 
Mental Health; [cited 2021 Jul 30]. Available 
from: https://www.workplacementalhealth.org/
mental-health-topics/depression/gender-pay-
gap-contributes-to-increased-rates-of-d

62. Wang C, Sweetman A. Gender, family status 
and physician labour supply. Soc Sci Med. 2013 
Oct 1;94:17–25. 

63. The Conference Board of Canada. Racial 

https://www.ama-assn.org/practice-management/digital/simpler-logins-voice-recognition-ease-click-fatigue-yale
https://www.ama-assn.org/practice-management/digital/simpler-logins-voice-recognition-ease-click-fatigue-yale
https://www.ama-assn.org/practice-management/digital/simpler-logins-voice-recognition-ease-click-fatigue-yale
https://www.the-hospitalist.org/hospitalist/article/207706/mixed-topics/battling-hospitalist-burnout
https://www.the-hospitalist.org/hospitalist/article/207706/mixed-topics/battling-hospitalist-burnout
https://www.the-hospitalist.org/hospitalist/article/207706/mixed-topics/battling-hospitalist-burnout
https://www.kevinmd.com/blog/2019/11/how-compensation-can-affect-physician-burnout.html
https://www.kevinmd.com/blog/2019/11/how-compensation-can-affect-physician-burnout.html
https://www.kevinmd.com/blog/2019/11/how-compensation-can-affect-physician-burnout.html
https://haveyoursaydoctorsofbc.ca/8475/widgets/32709/documents/18255
https://haveyoursaydoctorsofbc.ca/8475/widgets/32709/documents/18255
https://www.doctorsofbc.ca/sites/default/files/physician_burdens_policy_statement.pdf
https://www.doctorsofbc.ca/sites/default/files/physician_burdens_policy_statement.pdf
https://www.doctorsofbc.ca/sites/default/files/physician_burdens_policy_statement.pdf
https://doctorsns.com/sites/default/files/2020-11/admin-burden-workplan.pdf?_ga=2.244500741.1485362319.1616771078-1122881658.1616771078
https://doctorsns.com/sites/default/files/2020-11/admin-burden-workplan.pdf?_ga=2.244500741.1485362319.1616771078-1122881658.1616771078
https://doctorsns.com/sites/default/files/2020-11/admin-burden-workplan.pdf?_ga=2.244500741.1485362319.1616771078-1122881658.1616771078
https://doctorsns.com/sites/default/files/2020-11/admin-burden-workplan.pdf?_ga=2.244500741.1485362319.1616771078-1122881658.1616771078
https://doctorsns.com/sites/default/files/2018-09/next-steps/Road-Map-to-a-Stable-Physician-Workforce_0.pdf
https://doctorsns.com/sites/default/files/2018-09/next-steps/Road-Map-to-a-Stable-Physician-Workforce_0.pdf
https://doctorsns.com/sites/default/files/2018-09/next-steps/Road-Map-to-a-Stable-Physician-Workforce_0.pdf
https://www.medscape.com/slideshow/2021-lifestyle-burnout-6013456#12
https://www.medscape.com/slideshow/2021-lifestyle-burnout-6013456#12
https://www.medscape.com/slideshow/2021-lifestyle-burnout-6013456#12
https://www150.statcan.gc.ca/n1/pub/45-20-0002/452000022019001-eng.htm
https://www150.statcan.gc.ca/n1/pub/45-20-0002/452000022019001-eng.htm
https://www.workplacementalhealth.org/mental-health-topics/depression/gender-pay-gap-contributes-to-increased-rates-of-d
https://www.workplacementalhealth.org/mental-health-topics/depression/gender-pay-gap-contributes-to-increased-rates-of-d
https://www.workplacementalhealth.org/mental-health-topics/depression/gender-pay-gap-contributes-to-increased-rates-of-d


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 45

Wage Gap [Internet]. The Conference Board of 
Canada. 2017 [cited 2021 Aug 2]. Available from: 
https://www.conferenceboard.ca/hcp/provincial/
society/racial-gap.aspx

64. Linzer M, Levine R, Meltzer D, Poplau S, 
Warde C, West CP. 10 Bold Steps to Prevent 
Burnout in General Internal Medicine. J Gen 
Intern Med. 2014;29(1):18–20. 

65. Tothy AS. More control over work 
environment can improve physician wellness. 
AAP News. 2021 Jan 29

66. McCabe J, Zaltzman A. Collegial 
Collaboration: Job sharing as an innovative 
approach to physician well-being and burnout 
prevention. Can Fam Physician [Internet]. 
2021; Available from: https://www.cfp.ca/
news/2021/02/17/02-17

67. Glauser W. Medical schools addressing 
student anxiety, burnout and depression. CMAJ. 
2017 Dec 18;189(50):E1569–70. 

68. The Well-Being Index. Medical Student 
Burnout [Internet]. The Well-Being Index. [cited 
2021 Aug 2]. Available from: https://www.
mywellbeingindex.org/medical-student-burnout

69. Pattani R, Wu PE, Dhalla IA. Resident duty 
hours in Canada: past, present and future. 
CMAJ. 2014;186(10):761–765. 

70. Okoniewska B, Ladha MA, Ma IWY. Journey 
of candidates who were unmatched in the 
Canadian Residency Matching Service (CaRMS): 
A phenomenological study. Can Med Educ J. 
2020 Jul 15;11(3):e82–91. 

71. Persad ARL. Unmatched medical students: a 
missed opportunity for the Canadian physician 
workforce. CMAJ. 2020 Nov 9;192(45):E1413–
E1413. 

72. Fassiotto M, Simard C, Sandborg C, 
Valantine H, Raymond J. An Integrated Career 
Coaching and Time Banking System Promoting 
Flexibility, Wellness, and Success: A Pilot 

Program at Stanford University School of 
Medicine. Acad Med. 2018;93(6):881–887. 

73. Dragano N, Lunau. Thorsten Technostress at 
work and mental health: concepts and research 
results. Curr Opin Psychiatry July 2020. 33(ue 
4):407–413. 

74. Personal Health Information Protection Act. 
General. 329(04):30. 

75. Ontario Telemedicine Network. Verified 
Virtual Visit Solutions for Providers [Internet]. 
Ontario Telemedicine Network; [cited 2021 Jul 
30]. Available from: https://otn.ca/providers/
verified-solutions/

76. US Department of Health and Human 
Services. Strategy on Reducing Burden Relating 
to the Use of Health IT and EHRs. HealthITGov 
[Internet]. 2020; Available from: https://www.
healthit.gov/topic/usability-and-provider-burden/
strategy-reducing-burden-relating-use-health-it-
and-ehrs

77. Usability EHR. Workflow Strategies for 
Reducing Physician Burnout [Internet]. 2018. 
Available from: https://ehrintelligence.com/
features/ehr-usability-workflow-strategies-for-
reducing-physician-burnout

78. Advisory Board. How to Reduce Physician 
Burnout During EHR Optimization: Steps 
provider organizations can take today [Internet]. 
2018. Available from: https://preview.new.
advisory.com/-/media/project/advisoryboard/
shared/research/itsc/resources/2018/hcita-ehr-
usabilitypdf?rev=0e51097d54b5422ca554e7dcf
e1ee993&hash=83454F8C5D028E598D1551AC
4A81031C

79. Ashton M. Getting rid of stupid stuff. N Engl J 
Med. 2018;379(19):1789–1791. 

80. Ommaya AK, Cipriano PF, Hoyt DB, Horvath 
KA, Tang P, Paz HL, et al. Care-Centered Clinical 
Documentation in the Digital Environment: 
Solutions to Alleviate Burnout [Internet]. NAM 
Perspectives; 2018. Available from: https://doi.

https://www.conferenceboard.ca/hcp/provincial/society/racial-gap.aspx
https://www.conferenceboard.ca/hcp/provincial/society/racial-gap.aspx
https://www.cfp.ca/news/2021/02/17/02-17
https://www.cfp.ca/news/2021/02/17/02-17
https://www.mywellbeingindex.org/medical-student-burnout
https://www.mywellbeingindex.org/medical-student-burnout
https://otn.ca/providers/verified-solutions/
https://otn.ca/providers/verified-solutions/
https://www.healthit.gov/topic/usability-and-provider-burden/strategy-reducing-burden-relating-use-health-it-and-ehrs
https://www.healthit.gov/topic/usability-and-provider-burden/strategy-reducing-burden-relating-use-health-it-and-ehrs
https://www.healthit.gov/topic/usability-and-provider-burden/strategy-reducing-burden-relating-use-health-it-and-ehrs
https://www.healthit.gov/topic/usability-and-provider-burden/strategy-reducing-burden-relating-use-health-it-and-ehrs
https://ehrintelligence.com/features/ehr-usability-workflow-strategies-for-reducing-physician-burnout
https://ehrintelligence.com/features/ehr-usability-workflow-strategies-for-reducing-physician-burnout
https://ehrintelligence.com/features/ehr-usability-workflow-strategies-for-reducing-physician-burnout
https://preview.new.advisory.com/-/media/project/advisoryboard/shared/research/itsc/resources/2018/hcita-ehr-usability.pdf?rev=0e51097d54b5422ca554e7dcfe1ee993&hash=83454F8C5D028E598D1551AC4A81031C
https://preview.new.advisory.com/-/media/project/advisoryboard/shared/research/itsc/resources/2018/hcita-ehr-usability.pdf?rev=0e51097d54b5422ca554e7dcfe1ee993&hash=83454F8C5D028E598D1551AC4A81031C
https://preview.new.advisory.com/-/media/project/advisoryboard/shared/research/itsc/resources/2018/hcita-ehr-usability.pdf?rev=0e51097d54b5422ca554e7dcfe1ee993&hash=83454F8C5D028E598D1551AC4A81031C
https://preview.new.advisory.com/-/media/project/advisoryboard/shared/research/itsc/resources/2018/hcita-ehr-usability.pdf?rev=0e51097d54b5422ca554e7dcfe1ee993&hash=83454F8C5D028E598D1551AC4A81031C
https://preview.new.advisory.com/-/media/project/advisoryboard/shared/research/itsc/resources/2018/hcita-ehr-usability.pdf?rev=0e51097d54b5422ca554e7dcfe1ee993&hash=83454F8C5D028E598D1551AC4A81031C
https://preview.new.advisory.com/-/media/project/advisoryboard/shared/research/itsc/resources/2018/hcita-ehr-usability.pdf?rev=0e51097d54b5422ca554e7dcfe1ee993&hash=83454F8C5D028E598D1551AC4A81031C
https://doi.org/10.31478/201801c


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 46

org/10.31478/201801c

81. Rajaram A, Hickey Z, Patel N, Newbigging 
J, Wolfrom B. Training medical students and 
residents in the use of electronic health records: 
a systematic review of the literature. J Am Med 
Inf Assoc. 2020 Jan 1

82. American Medical Association. New policy 
encourages EHR training in med schools, 
residency programs. 2018. Available from: 
https://www.ama-assn.org/press-center/press-
releases/new-policy-encourages-ehr-training-
med-schools-residency-programs

83. Nguyen OT, Jenkins NJ, Khanna N, Shah 
S, Gartland AJ, Turner K, et al. A systematic 
review of contributing factors of and solutions 
to electronic health record–related impacts on 
physician well-being. J Am Med Inform Assoc. 
2021;ocaa339. 

84. Mijakoski D, Karadzinska-Bislimovska J, 
Basarovska V, Montgomery A, Panagopoulou 
E, Stoleski S, et al. Burnout, Engagement, and 
Organizational Culture: Differences between 
Physicians and Nurses. Open Access Maced J 
Med Sci. 2015 Sep 15;3(3):506–13. 

85. Tawfik DS, Profit J, Webber S, Shanafelt 
TD. Organizational Factors Affecting Physician 
Well-Being. Curr Treat Options Pediatr. 2019 Mar 
1;5(1):11–25. 

86. About UHN Wellness [Internet]. UHN; [cited 
2021 Jul 30]. Available from: https://www.uhn.ca/
corporate/For_Staff/Wellness

87. Canadian Standards Association, Bureau 
de normalisation du Quebec. Psychological 
health and safety in the workplace — 
Prevention, promotion, and guidance to 
staged implementation [Internet]. Mental 
Health Commission of Canada, Standards 
Council of Canada; 2018. (CAN/CSA-Z1003-13/
BNQ 9700-803/2013 National Standard of 
Canada). Available from: https://www.csagroup.
org/store-resources/documents/codes-and-

standards/2421865.pdf

88. Mental Health Commission of Canada. 
Declaration of Commitment to Psychological 
Health and Safety in Healthcare [Internet]. 
Mental Health Commission of Canada. [cited 
2021 Aug 3]. Available from: https://www.
mentalhealthcommission.ca/English/workplace-
healthcare-declaration

89. Caring for Healthcare [Internet]. Mental 
Health Commission of Canada, HealthCareCAN; 
2018 [cited 2021 Jul 30]. Available from: https://
www.mentalhealthcommission.ca/sites/default/
files/2019-04/Caring%20for%20Healthcare%20
Toolkit.pdf

90. Flynn A, Dickey CC. In Their Own Words: 
What Do Healthcare Workers Want from Their 
Organization during the COVID-19 Pandemic? 
Healthc Q Tor Ont. 2021 Apr;24(1):44–9. 

91. Shanafelt TD, Gorringe G, Menaker R, Storz 
KA, Reeves D, Buskirk SJ, et al. Impact of 
Organizational Leadership on Physician Burnout 
and Satisfaction. Mayo Clin Proc. 2015 Apr 
1;90(4):432–40. 

92. Shanafelt TD, Makowski MS, Wang H, 
Bohman B, Leonard M, Harrington RA, et al. 
Association of Burnout, Professional Fulfillment, 
and Self-care Practices of Physician Leaders 
With Their Independently Rated Leadership 
Effectiveness. JAMA Netw Open. 2020 Jun 
16;3(6):e207961–e207961. 

93. Park B, Steckler N, Ey S, Wiser AL, DeVoe JE. 
Co-Creating a Thriving Human-Centered Health 
System in the Post-Covid-19 Era. NEJM Catal 
Innov Care Deliv [Internet]. 2020 Jun 23 [cited 
2021 Aug 4]; Available from: https://catalyst.
nejm.org/doi/full/10.1056/CAT.20.0247

94. Klevos GA, Ezuddin NS. Burning Brightly, Not 
Burning Out. Physician Leadersh J. 2018 May 
1;5(3):45–52. 

https://doi.org/10.31478/201801c
https://www.ama-assn.org/press-center/press-releases/new-policy-encourages-ehr-training-med-schools-residency-programs
https://www.ama-assn.org/press-center/press-releases/new-policy-encourages-ehr-training-med-schools-residency-programs
https://www.ama-assn.org/press-center/press-releases/new-policy-encourages-ehr-training-med-schools-residency-programs
https://www.uhn.ca/corporate/For_Staff/Wellness
https://www.uhn.ca/corporate/For_Staff/Wellness
https://www.csagroup.org/store-resources/documents/codes-and-standards/2421865.pdf
https://www.csagroup.org/store-resources/documents/codes-and-standards/2421865.pdf
https://www.csagroup.org/store-resources/documents/codes-and-standards/2421865.pdf
https://www.mentalhealthcommission.ca/English/workplace-healthcare-declaration
https://www.mentalhealthcommission.ca/English/workplace-healthcare-declaration
https://www.mentalhealthcommission.ca/English/workplace-healthcare-declaration
https://www.mentalhealthcommission.ca/sites/default/files/2019-04/Caring%20for%20Healthcare%20Toolkit.pdf
https://www.mentalhealthcommission.ca/sites/default/files/2019-04/Caring%20for%20Healthcare%20Toolkit.pdf
https://www.mentalhealthcommission.ca/sites/default/files/2019-04/Caring%20for%20Healthcare%20Toolkit.pdf
https://www.mentalhealthcommission.ca/sites/default/files/2019-04/Caring%20for%20Healthcare%20Toolkit.pdf
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0247
https://catalyst.nejm.org/doi/full/10.1056/CAT.20.0247


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 47

95. Mihandoust S. The Impact of the 
Environment on Clinician Burnout [Internet]. 
Clemson Blogs; 2021 [cited 2021 Jul 30]. 
Available from: https://blogs.clemson.edu/
architecture/2021/01/14/the-impact-of-the-
environment-on-clinician-burnout/

96. Rafferty JP, Lemkau JP, Purdy RR, Rudisill 
JR. Validity of the Maslach Burnout Inventory for 
family practice physicians. J Clin Psychol. 1986 
May;42(3):488–92. 

97. West CP, Dyrbye LN, Sloan JA, Shanafelt TD. 
Single Item Measures of Emotional Exhaustion 
and Depersonalization Are Useful for Assessing 
Burnout in Medical Professionals. J Gen Intern 
Med. 2009 Dec;24(12):1318–21. 

98. McMurray JE, Linzer M, Konrad TR, 
Douglas J, Shugerman R, Nelson K. The Work 
Lives of Women Physicians Results from the 
Physician Work Life Study. J Gen Intern Med. 
2000;15:372–380. 

99. M RB, R KG, E RJ. Validation of a single-
item measure of burnout against the Maslach 
Burnout Inventory among Physicians. Stress 
Health. 2004;20:75–9. 

100. Gottfried S. Physician Burnout: Exploring 
the Causes [Internet]. Metagenics Institute; 
Available from: https://www.metagenicsinstitute.
com/blogs/physician-burnout-causes/

101. Hu Y-Y, Fix ML, Hevelone ND, Lipsitz SR, 
Greenberg CC, Weissman JS, et al. Physicians’ 
Needs in Coping With Emotional Stressors: The 
Case for Peer Support. Arch Surg. 2012 Mar 
1;147(3):212–7. 

102. Fortney L, Luchterhand C, Zakletskaia L, 
Zgierska A, Rakel D. Abbreviated Mindfulness 
Intervention for Job Satisfaction, Quality of Life, 
and Compassion in Primary Care Clinicians: A 
Pilot Study. Ann Fam Med. 2013 Sep 1;11(5):412–
20. 

103. Beckman HB, Wendland M, Mooney C, 
Krasner MS, Quill TE, Suchman AL, et al. The 
Impact of a Program in Mindful Communication 
on Primary Care Physicians. Acad Med. 2012 
Jun;87(6):815–819. 

104. Brennan J, McGrady A. Designing and 
implementing a resiliency program for family 
medicine residents. Int J Psychiatry Med. 2015 
Jul 1;50(1):104–14. 

105. West CP, Dyrbye LN, Rabatin JT, Call TG, 
Davidson JH, Multari A, et al. Intervention to 
Promote Physician Well-being, Job Satisfaction, 
and Professionalism: A Randomized Clinical 
Trial. JAMA Intern Med. 2014 Apr 1;174(4):527–
33. 

106. Abrams M, Cromer S, Faye A, Cogan J, 
Brown T, Chong D, et al. Novel peer-facilitated 
method to decrease burnout and enhance 
professional development: the READ-SG 
prospective cohort study. Postgrad Med J. 2020 
Jun 1;96(1136):361–4. 

107. Stojanovic-Tasic M, Latas M, Milosevic N, 
Pribakovic JA, Ljusic D, Sapic R, et al. Is Balint 
training associated with the reduced burnout 
among primary health care doctors? Libyan 
J Med [Internet]. 2018 Apr 19 [cited 2021 Aug 
4];13(1). Available from: https://www.ajol.info/
index.php/ljm/article/view/169970

108. Kjeldmand D, Holmström I. Balint Groups 
as a Means to Increase Job Satisfaction and 
Prevent Burnout Among General Practitioners. 
Ann Fam Med. 2008 Mar 1;6(2):138–45. 

109. Huang L, Harsh J, Cui H, Wu J, Thai J, 
Zhang X, et al. A Randomized Controlled Trial 
of Balint Groups to Prevent Burnout Among 
Residents in China. Front Psychiatry [Internet]. 
2020 [cited 2021 Aug 4];0. Available from: 
https://www.frontiersin.org/articles/10.3389/
fpsyt.2019.00957/full

https://blogs.clemson.edu/architecture/2021/01/14/the-impact-of-the-environment-on-clinician-burnout/
https://blogs.clemson.edu/architecture/2021/01/14/the-impact-of-the-environment-on-clinician-burnout/
https://blogs.clemson.edu/architecture/2021/01/14/the-impact-of-the-environment-on-clinician-burnout/
https://www.metagenicsinstitute.com/blogs/physician-burnout-causes/
https://www.metagenicsinstitute.com/blogs/physician-burnout-causes/
https://www.ajol.info/index.php/ljm/article/view/169970
https://www.ajol.info/index.php/ljm/article/view/169970
https://www.frontiersin.org/articles/10.3389/fpsyt.2019.00957/full
https://www.frontiersin.org/articles/10.3389/fpsyt.2019.00957/full


OMA Ontario Medical Association  |  Healing the Healers: System-Level Solutions to Physician Burnout 48

110. Bar-Sela G, Lulav-Grinwald D, Mitnik I. “Balint 
Group” Meetings for Oncology Residents as a 
Tool to Improve Therapeutic Communication 
Skills and Reduce Burnout Level. J Cancer Educ. 
2012 Dec 1;27(4):786–9. 

111. Dyrbye LN, Shanafelt TD, Gill PR, Satele 
DV, West CP. Effect of a Professional Coaching 
Intervention on the Well-being and Distress of 
Physicians: A Pilot Randomized Clinical Trial. 
JAMA Intern Med. 2019 Oct 1;179(10):1406–14. 

112. Keyser EA, Weir LF, Valdez MM, Aden 
JK, Matos RI. Extending Peer Support Across 
the Military Health System to Decrease 
Clinician Burnout. Mil Med. 2021 Jan 
1;186(Supplement_1):153–9. 

113. Abrams MP. Improving Resident Well-Being 
and Burnout: The Role of Peer Support. J Grad 
Med Educ. 2017 Apr 1;9(2):264–264. 

114. Hart D, Paetow G, Zarzar R. Does 
Implementation of a Corporate Wellness 
Initiative Improve Burnout? West J Emerg Med 
Integrating Emerg Care Popul Health [Internet]. 
2019 [cited 2021 Aug 4];20(1). Available from: 
https://escholarship.org/uc/item/2b73g19h

https://escholarship.org/uc/item/2b73g19h

	Executive Summary
	Introduction
	OMA Burnout Task Force Survey 
	Survey Design and Methodology 
	Survey Results and Analysis
	Top 5 Solutions to Physician Burnout 
	Solutions
	Accountable System Stakeholders 
	Implementing Solutions
	Equitable Implementation & Evaluation
	Fostering the Quadruple Aim
	Streamline and reduce required documentation and administrative work.
	Ensure fair and equitable compensation for  all work done.
	Increase work-life balance by making organizational policy changes. 
	Promote the seamless integration of digital health tools into physicians’ workflows. 
	Institutional supports for physician wellness.
	Next Steps
	References

