
INTRODUCTION
Physician burnout is a professional syndrome which has 

been defined and widely studied [1-3]. Burnout syndrome 
is defined as a relationship between three measures: feelings 
of emotional exhaustion, increased cynicism related to one’s 
work or an overall dehumanized approach, and a decreas-
ing or negative self-worth [4]. Further research has addressed 
philosophical variance between individual and organization-
al approaches to address burnout, although little scientific 
study has been done to assess specific interventions and their 
results on physician well-being. Consensus among research-
ers is individual approaches to improving wellness and 
decreasing burnout are not sufficient without proper orga-
nizational support and endeavors [3-5]. Basic physical and 
mental health needs should be addressed first before high-
er-order organizational approaches [6]. There is also a burden 
of responsibility for individuals to implement personal factors 
to protect against burnout in ways which meet their unique 
needs. 

Forty-eight percent (48%) of physicians report coping with 
burnout most frequently using exercise. Eating junk food 
(35%), alcohol use (26%), and binge eating (21%) are also 
reported coping mechanisms, which accentuate the need for 
encouraging positive preventative wellness models to address 
burnout [7]. Emphasizing mindfulness, gratitude, and resilien-
cy can be positive preventative measures in reducing stressors 
during the Coronavirus pandemic [8]. These strategies may 
form the basis of preventative wellness for individuals who 
are not in an active state of depersonalization, cynicism, or 
low self-efficacy.  

While the benefits of comprehensive personal wellness are 
recognized, it cannot be inferred that the sole responsibility 
for physician wellness lies with the individual. In reality, orga-
nizational burden may be too cumbersome for any individual 
physician to overcome, and distress may become a significant 
inhibitor to solving issues [1]. Organizational support themes 
like flexibility, work-life integration, and self-care are impact-
ful if implemented and practiced in a top-down approach. 
Organizational strategies (including acknowledging the 
problem, developing appropriate and targeted interventions, 
cultivating community, strengthening workplace culture, and 
promoting flexibility, resiliency, and work-life integration) are 
essential for success [5,9]. Educating staff members to recog-
nize signs of distress such as anxiety, depression, substance 
abuse, and posttraumatic stress disorder can shift organiza-
tions to advocate for safety and accessibility for confidential 
resources [8]. Behind these strategies there needs to be visi-
bility, support, and advocacy at every level [5].

In the midst of assessing and developing a response to 
physician burnout, medical systems were further stressed 
by the Coronavirus pandemic. As the pandemic took shape 
across the country, physicians provided care for others while 
anticipating and managing unprecedented personal, physi-
cal, and psychological strain [10-14]. Challenges individuals 
may have faced before the Coronavirus pandemic, whether it 
be health-related, socioeconomic, or emotional, carry more 
weight in this uncertain time [7]. Together, these issues build 
a multi-dimensional problem. Burnout must continue to be 
assessed and interventions measured within the new paradigm 
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Abstract 
Introduction: Physician burnout and interventions to decrease physician burnout on organizational and individual levels 
have been theorized and implemented. The Coronavirus pandemic has increased the need to continue physician burn-
out assessment and increase wellness programming. Few studies have had the opportunity to address physician wellness 
amidst the Coronavirus pandemic using the strategy of multi-dimensional interventions. The purpose of this study is to 
document interventions to reduce burnout and stress among physicians during the Coronavirus pandemic while assess-
ing overall physician distress and well-being.

Methods: A cohort study of 304 pediatric physicians at a large healthcare organization in the United States was designed 
to measure distress in physicians using the Well-Being Index. Participation was voluntary. A third-party collected and 
disseminated de-identified aggregate data through a secure website portal. Organizational and individual wellness ini-
tiatives were introduced to the cohort population and voluntary participation tracked.

Results: 145 (48%) Well-Being Index assessments were completed between March 16 and September 30, 2020. Mean dis-
tress over the 6-month period was 1.22, with high distress indicated by a score greater than 3.0. Monthly averages show 
a 111.5% decrease in distress scores during the time period. Over 91% of respondents reported feeling “somewhat” or 
“very supported” by the organization, and these respondents had overall low mean distress scores.

Conclusion: Overall, the cohort population experienced decreased distress levels at program initiation and during the 
observation period compared to national physician distress data. Contributing factors may be participation in various 
organizational and individual interventions to target well-being, perceived support from the organization, or regional 
implications of the Coronavirus pandemic on population health.



of the Coronavirus pandemic [15,16]. Individual resources 
should be enhanced to provide physicians with proactive 
measures to reduce stress and build resiliency. Organization-
al issues, which are becoming increasingly difficult during the 
pandemic, must still be addressed and overcome. Integration 
of chief wellness officers or clinician well-being programs into 
Covid-19 command centers or other decision-making bodies 
to ensure clinician psychological safety is a top organization-
al recommendation. Continuation of wellness programming 
and its supplementation should be a focus as the Coronavirus 
pandemic continues [17]. Specific implications for physicians 
in terms of preventative care, stress and long-term mental 
health effects must continue to be monitored and assessed 
[16,18,19]. The purpose of this study is to document inter-
ventions to reduce burnout among physicians during the 
Coronavirus pandemic while assessing overall physician dis-
tress and well-being.

METHODS
Comprehensive Wellness Program

This study was completed at a general pediatric medical and 
surgical facility serving 10 counties spanning rural and subur-
ban areas. The target population for this intervention was the 
main campus medical staff members, specifically 304 full-time 
physicians. The Institutional Review Board (IRB) reviewed the 
proposed intervention (HSC2340) and concluded the study 
did not require IRB approval.

Before the Coronavirus pandemic restricted events and pro-
gramming, the medical staff wellness program was designed to 
introduce wellness concepts within six dimensions of health: 
occupational, intellectual, social, mental, spiritual, and physi-
cal. For each dimension, current organizational initiatives and 
activities were documented. Potential activities for each area 
were developed and presented to the Chief Medical Officer for 
approval prior to implementation. The program was facilitated 
for medical staff members by a Wellness Specialist in coordi-
nation with the Physician Leadership Consultant, Executive 
Director and the Vice President of Patient Safety, Quality and 
Medical Affairs. 

Post-March 2020, initiatives and events were re-organized 
to meet current social distancing and safety needs, as well as 
the increased need for stress management, physician resilien-
cy and improved wellness. The following interventions were 
introduced or modified: Physician Mentorship Program, Con-
tinuing Medical Education Activities including the Physician 
Wellness Series and organizational sessions, new physician 
welcome and follow-up sessions, Covid-19 resources, com-
munity service projects, an outpatient ambulatory clinic for 
staff and family members, an online wellness platform, and 
complimentary lunches. 

Physician Mentorship Program
The Physician Mentorship Program was introduced in 

August 2020. The program is structured using evidence-based 
practices to engage incoming physicians with a physician 
mentor. Mentees were approached before their organization 
start date to voluntarily participate in the program and com-
plete a questionnaire to initiate the match process. Mentors 
were solicited for participation in the program by word-
of-mouth, inter-organizational advertising, and referral. 
Mentors completed a questionnaire which would be shared 
with mentees to assist in the match process. Mentees reviewed 
questionnaires of 3-5 potential mentors and were asked to 
rank their top three choices for matches.  Mentor/mentees 
were purposefully matched outside of their specialty to foster 
inter-professional development across the organization. An 
introductory meeting occurred in August 2020 to introduce 
participants and review program expectations. Mentors and 
mentees are expected to meet monthly from September 2020 

to May 2021. Topics are pre-selected and sent to participants 
by the first of each month. 

Leadership Training
Leadership training was facilitated for physicians who 

volunteered as mentors within the Physician Mentorship Pro-
gram during the 2020-2021 mentorship series. Mentors were 
given the opportunity to attend three 45-minute virtual Con-
tinuing Medical Education sessions lead by the organization’s 
Physician Leadership Consultant. Content was developed as 
an Accredited Continuing Medical Education/California Med-
ical Association Recurring Scheduled Series and approved 
for credit of 0.75 hours per session. Topics included leader-
ship development, function, and role in the hierarchy of the 
workplace.

Mentee Development
Mentees within the Physician Mentorship Program volun-

tarily participated in three virtual 45-minute sessions about 
the shared mentee experience. The purpose of the mentee 
sessions was to increase engagement outside the provider’s 
specialty and encourage support for personal and professional 
obstacles. Topics included transition to the organization, cul-
tural beliefs, and work-life balance, among others. Mentees 
shared the long and short-term goals which they are work-
ing to develop with their mentors and discussed methods for 
continued success.

Physician Wellness Series 
The Physician Wellness Series was introduced in January 

2019 as part of the Accredited Continuing Medical Education/
California Medical Association to offer wellness strategies, evi-
dence-based practices for implementation, and improve the 
wellness culture. After March 2020, the series was revised to 
highlight specific wellness topics within the scope of the Coro-
navirus pandemic. 

Continuing Medical Education: Organizational
A variety of organizational Continuing Medical Education 

activities were scheduled to specifically address the Corona-
virus pandemic. The scope of these activities ranged from 
clinical perspectives, treatment options, Multi-system Inflam-
matory Syndrome in Children, mental health for providers, 
and physician wellness. Sessions were offered virtually and 
were typically one hour or less in length. 

New Physician Welcome and Follow-up Sessions
Prior to Coronavirus restrictions, the organization began 

a formal process to welcome new full-time physicians at the 
organization’s main campus in October 2019. Physicians were 
given a welcome gift and an informational packet including 
organizational resources and community information. Fol-
low-up interviews were scheduled at 30-days, 3-months, 
6-months, and 12-months with our Wellness specialist or 
Vice President of Patient Safety, Quality and Medical Affairs to 
review needs, concerns, positive and negative feedback about 
the organization, and answer relevant questions. Themes from 
these conversations were recorded, and issues were addressed. 

Covid-19 Resources
Covid-19 wellness resources were made available via the 

organization’s intranet to all employees and medical staff 
members in April 2020. The information was categorized as 
follows: emotional health and well-being, immediate crisis 
needs, self-care resources, mindfulness and relaxation, healthy 
eating, sleep, physical activity, support and encouragement, 
self-assessments, counseling and support services, and com-
munication. The material was sourced from national, state, 
and regional organizations and services. 
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Community Service Projects
To address spiritual health and the concept of giving back 

to our community during the Coronavirus pandemic, locally 
based medical staff and their family members age 5-65 years 
were able to voluntarily participate in an ongoing service proj-
ect at a local food bank. Volunteers donated four hours of time 
on recurring Saturday mornings to box food items for com-
munity distribution. Sessions occurred every other month. 

Ambulatory Clinic Response
An outpatient, ambulatory care center opened to provide 

primary and urgent care on-site to employees, physicians, and 
their families in April 2020. The clinic was recognized as an 
early need in the Coronavirus pandemic when many private 
practices were closed or had very limited appointments. Ser-
vices include well and sick visits, immunizations, Covid-19 
screening and testing, laboratory and imaging services, pre-
scription refills, telemedicine, and the availability of a licensed 
social worker. The clinic is staffed by two medical assistants, 
one Registered Nurse, and two physicians. The clinic is not 
meant to replace the patient’s primary care physician, but to 
offer a convenient option to receive care quickly [20].

Online Wellness and Fitness Programming
Three hundred four (304) physicians were given compli-

mentary access to online wellness and fitness programming 
beginning on August 1, 2020. The content was accessible as 
live or pre-recorded sessions via the internet or mobile app. 
Physicians could view and participate in over 40 categories of 
wellness content individually, using the group class format, or 
by employing short classes at the beginning or end of depart-
ment meetings. Classes range in length from one minute to 
over one hour. Each physician was eligible for four compli-
mentary accounts to gift to friends or family members to 
encourage engagement. Both live classes with full audio and 
visual feedback and pre-recorded classes are available.
 
Complimentary Lunches

Physicians and other clinicians credentialed by the medi-
cal staff at the main campus location were given access to a 
complimentary lunch twice weekly beginning in April 2020. 
Individual, pre-packaged lunches were available at a consistent 
time in a secured location for pick-up on a first-come, first-
served basis. Lunches were purchased from local restaurants 
to help provide support for businesses during the Coronavi-
rus pandemic.

Well-Being Index
Overall physician well-being was assessed using the 

Well-Being Index. The Well-Being Index purpose, function 
and design was introduced to physicians at the organization 
beginning March 1, 2020. The assessment tool was launched 
on March 16, 2020. An organizational link to register was sent 
to all physicians. The Well-Being Index is available through a 
secure internet site or via the mobile app download adminis-
tered through MedEd Solutions. Participation was voluntary 
and anonymous. MedEd Solutions collected and disseminat-
ed de-identified aggregate data to designated organizational 
administrators through a secure website portal. Demograph-
ic information was collected by MedEd Solutions and stored 
confidentially for the purpose of creating a user profile [21]. 
During the registration process to access the Well-Being 
Index, physicians identified the frequency at which they 
wanted to perform ongoing re-assessments. Choices includ-
ed one, three, and six month intervals. At the pre-selected 
interval, individuals were prompted to voluntarily re-assess 
using the email address provided during their initial registra-
tion. Re-assessment is promoted within the instrument due 
to results in previous studies linking physician use of the tool 

with positive behavioral intention to improve their personal 
well-being [21]. 

After registration, participants were asked a 9-question 
inventory to address specific dimensions of distress and 
well-being: likelihood of burnout, severe fatigue, suicidal ide-
ation, quality of life, meaning in work, work-life integration, 
medical error, and overall well-being [22]. The Well-Being 
Index has been independently validated in previous pub-
lished studies [23]. The survey and scoring scale are included 
in Appendix A. Items 1-7 are answered using a yes/no format 
with one point assigned for each “yes”. Items 8-9 are scored 
by two variables: meaning-in-work and work-life integration. 
Positive meaning-in-work and work-life integration decreas-
es the distress score by one point each. A neutral response 
for each is equal to zero points, and a reported low level of 
meaning-in-work and work-life integration equals an increase 
by one point each. The total score for the Well-Being Index 
ranges from -2.0 (lowest risk) to 9.0 (highest risk), with scores 
over 3.0 signifying distress. Two additional questions drafted 
by the organization were included with the Well-Being Index 
to assess perceived level of support during the Coronavirus 
pandemic and overall medical staff wellness support.  These 
questions were scored using descriptive statistics and do not 
contribute to the overall distress score.

RESULTS
Engagement

Physician engagement was measured for each wellness 
initiative or program offered between March and September 
2020. Participation in all programs were voluntary and were 
not incentivized. The number of possible participants varied 
due to physician population fluctuations as a result of new 
hires, intermittent leaves of absence, resignation, termina-
tion, or retirement. Engagement in each program is included 
in Table 1. 

Well-Being Index 
Assessment

Three-hundred four (304) physicians were invited to volun-
tarily participate in the Well-Being Index. Initial assessments 
and re-assessments varied by month and individual. In March 
2020, 81 physicians completed their initial Well-Being Index 
assessment. A total of 145 initial assessments were completed 
between March 16 and September 30, 2020; 91 re-assessments 
occurred during the same time period. Re-assessments were 
voluntary and were completed at the physician’s pre-selected 
time interval during initial registration. Re-assessment fre-
quency varied from physician to physician. Figure 1 (next 
page) shows monthly distribution of assessments and 
re-assessments. 

 
 
 

NNaammee  ooff  PPrrooggrraamm//SSeessssiioonn  nn  FFrreeqquueennccyy  

Physician Mentor Program  40 
Monthly  
(one-on-one meetings; 
quarterly group meetings) 

Continuing Medical Education   
(Physician Wellness Series) 67 2 sessions 

Continuing Medical Education  40 9 sessions 
New Physician Welcome and  
Follow-up Sessions 18 As needed 

Community Service Projects 14 Bi-monthly 
Ambulatory Clinic Response (telemedicine) 844 As needed 
Ambulatory Clinic Response (walk-in visits) 265 As needed 
Online Wellness and Fitness Programming 162 Voluntary/Independent 
Complimentary Healthy Lunches 150 Twice weekly 

 

Table 1: Program Engagement
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De-identified aggregate data was analyzed by overall dis-
tress score, and was further characterized by variables 
including gender, years since medical school graduation, and 
medical specialty. Any characterized score with a response 
rate less than 5 (n<5) was not shared in the aggregate data 
from MedEd Solutions with the designated organizational 
administrators.

Distress
Physician distress was measured by overall well-being 

scores. Scores above 3.0 indicate distress. The mean cumula-
tive physician distress score from the date of implementation 
through September 30, 2020 was 1.22 (n=145). Monthly mean 
distress scores for initial and re-assessments are shown in 
Figure 2. From March to September 2020, overall distress for 
all respondents decreased by 111.5%. 

 

The mean percentage of physicians experiencing high dis-
tress during the intervention period was 30.08% (n=44). Over 
the 6-month intervention period, the percent of physicians 
within the organization experiencing high levels of distress, 
as indicated by a Physician Well-Being Index score of 3.0 or 
above, gradually declined (see Figure 3). 

Gender
The distribution of respondents by gender is as follows: 72 

female respondents (49.7%), 69 male respondents (47.6%), 
and 4 respondents who did not identify gender (2.8%). Female 
physicians recorded higher Well-Being Index distress score 
means than their male counterparts. From March 16 through 
September 30, 2020, the mean cumulative female distress 
score was 1.39± SD 2.48 (n=72) and the mean cumulative 
male distress score was 1.09± SD 2.33 (n=69). Four partic-
ipants did not identify gender, and mean distress scores of 
that subset population were not shared by MedEd solutions 
to protect anonymity. 

Number of Years Since Medical School Graduation
Distress was analyzed by groupings of number of years 

since medical school graduation. Two (2) respondents were 
in the under 5-year category and their responses were not 
included by MedEd Solutions to protect anonymity. For each 
category, the percent of physicians in the organization with a 
Physician Well-Being Index score greater than 3.0 (indicating 
distress) was calculated. Mean distress scores, sample sizes, 
number, and percentages of physicians in each category with 
high distress scores are shown in Table 2. For each catego-
ry, organizational scores by years’ post-graduation were lower 
than the reported national physician distress scores by identi-
cal groupings of 14,900 US physicians [24].
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Figure 2: Monthly mean distress scores for initial and re-assessments 

Figure 3: Monthly mean distress scores for initial and re-assessments 
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##  YYeeaarrss  SSiinnccee  MMeeddiiccaall  
SScchhooooll  ggrraadduuaattiioonn  

SSaammppllee  
SSiizzee  ((nn))  

DDiissttrreessss  SSccoorree  
MMeeaann    

nn  PPhhyyssiicciiaannss  wwiitthh  aa  HHiigghh  
DDiissttrreessss  SSccoorree  ((>>33..00))  

%%  PPhhyyssiicciiaannss  wwiitthh  aa  HHiigghh  
DDiissttrreessss  SSccoorree  ((>>33..00))  

Under 5 2 NA NA NA 
5-14 years 61 1.31 17 28.09% 
15-24 years 34 1.74 14 40.58% 
Over 25 years 48 0.84 11 22.37% 

 

Table 2: Details of physicians in each category with high distress scores
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Medical Specialty
During registration, physicians self-selected their special-

ty based on a custom list of specialties currently represented 
within the organization. Classifications include 28 special-
ties available including “other”. Table 3 shows each specialty, 
number of respondents, and mean distress scores during the 
intervention period. The number of respondents of the fol-
lowing sub-specialties were less than 5 and were not shared 
by MedEd Solutions to protect anonymity: pediatric plas-
tic surgery, pediatric cardiothoracic surgery, pediatric child 
advocacy, pediatric nephrology, pediatric physical medicine 
and rehabilitation, pediatric pathology, pediatric intensivists, 
pediatric rheumatology, pediatric urology, pediatric infectious 
disease, pediatric neurology/neurosurgery, pediatric pulm-
onology, pediatric radiology, and pediatric otolaryngology. 

Coronavirus Response
On July 15th, two questions were added to the Well-Be-

ing Index assessment tool that were organization-specific and 
not part of the original assessment as developed by the Mayo 
Clinic. The first question was “How supported have you felt 
as a medical staff member during the Covid-19 pandemic?” 
Responses range from “not supported at all”, “less supported”, 
“neutral”, “somewhat supported”, and “very supported”. The 
second question asked, “Do you feel you have been provided 
meaningful wellness support/activities by [the organization]?” 
Available response choices were “yes”, “somewhat”, “no”, or “I 
don’t know”.

Analysis of the first question (Covid-19 response) includ-
ed number of respondents and their overall mean distress 
score if n>5. From July 15 to September 30, 2020, 30 respon-
dents (66.67%) felt “very supported”, 11 (24.4%) respondents 
felt “somewhat supported”, 1 (2.2%) respondent felt “neutral”, 
and 3 (6.67%) respondents felt “less supported”. No respon-
dents chose the option “not supported at all”. Mean distress 
scores for respondents who reported “very supported” and 
“somewhat supported” were 0.27± SD 2.19 and 0.64± SD 1.37 
respectively. Mean distress scores for categories with less than 
5 respondents were not reported.

Analysis of the second question, “[d]o you feel you have 
been provided meaningful wellness support/activities by [the 
organization]” had 45 responses from July 15 to September 
30, 2020. Twenty-seven (60%) respondents reported “yes”, 
12 (26.67%) reported “somewhat”, 4 (8.89%) reported “no”, 
and 2 (4.44%) reported “I don’t know”. Mean distress scores 
of the respondents reporting “yes” were 0.16± SD 2.06 and 
respondents reporting “somewhat” were 0.86± SD 1.88. Mean 
distress scores for categories with less than 5 respondents were 
not reported.

DISCUSSION
The overall decrease in the organization’s level of self-re-

ported physician distress by 111.5% from March to September 
2020 was remarkable in terms of the existing Coronavi-
rus pandemic. Slight increases of mean distress scores from 
March to April (1.57 to 1.93) and again from June to July (1.07 
to 1.52) occurred, but the overall decrease during a time of 
intense change, social, and professional burden is noteworthy. 
Increases coincide with regional imposed stay-at-home orders, 
school closures, and increases in Coronavirus cases. Addi-
tionally, the strain of implementing a new electronic medical 
record system on April 25, 2020 was an added organization-
al burden. Figure 4 illustrates how the monthly number of 
new Coronavirus cases in the county may have influenced the 
percentage of physicians experiencing high distress levels (as 
indicated by distress scores > 3.0). 

 
Although the number of new cases was relatively low in 

March and April, all physicians were placed under unprece-
dented stressors from the Coronavirus pandemic including 
workplace modifications, adequate PPE availability con-
cerns, risk of transmission, work-life integration, and societal 
impacts. Self-efficacy and increased organizational respons-
es to the pandemic may have influenced later increases in 
new case numbers in July and August paired with contrast-
ing decreasing percentages with physicians with high distress.
It is noteworthy to relate this data to US and international 
studies of burnout and distress both at pre-pandemic levels 
and during the Coronavirus pandemic. Data from a recent 
study comparing pre- and post-pandemic data reveal 79% of 
physicians who have experienced burnout report the burnout 
beginning before the pandemic while 21% attribute burnout 
to post-pandemic. Workplace happiness has shifted post-pan-
demic, with decreases in happiness and increases in distress 
reported since last year [7]. A study of US and international 
physicians during the Coronavirus pandemic stated 64% of US 
physicians report self-perceived increased levels of burnout 
[21]. Data from this study indicated 30.08% of physicians had 
a high distress score (>3.0) upon assessment over the 6-month 
period. Overall, in comparing reported distress data from the 
Well-Being Index as a single variant, this study’s cohort popu-
lation has shown a relatively low level of initial distress levels 
despite the onset of the Coronavirus pandemic.

The distress scores of the respondents by perceived level 
of organizational support during the Coronavirus pandemic 
was noteworthy. 66.7% of respondents felt “very supported” 
by the organization during the pandemic. The mean distress 
score for these respondents (n=30) was 0.27±SD 2.19. Dis-
tress scores of those who felt “somewhat supported” (24.4%) 
were slightly higher at 0.64±SD 1.37. The relationship between 

 
 

SSppeecciiaallttyy  SSccoorree  SSDD  SSaammppllee  
SSiizzee  

Pediatric Surgery 1.0 2.11 5 
Pediatric Gastroenterology -0.43 1.18 6 
Pediatric Hematology/Oncology 0 2.15 7 
Pediatric Primary Care 1.7 2.34 29 
Pediatric Endocrinology -1.25 1.09 5 
Pediatric Orthopaedics -0.29 1.28 5 
Pediatric Critical Care 3.08 2.81 8 
Pediatric Hospitalists 0.83 1.4 8 
Pediatric Maternal-Fetal 0.25 2.77 5 
Pediatric Anesthesiology 3.55 2.61 13 
Pediatric Neonatology 0.42 1.19 7 
Pediatric Cardiology 2.07 2.19 7 
Pediatric Emergency Medicine 1.25 1.85 6 
Other 0.58 1.93 10 

 

Table 3: Selected specialties by physicians
 
 

 

Figure 4: New coronavirus cases vs. high distress levels
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support and distress is something which should be explored 
in later studies. It cannot be assumed that a high perception 
of support correlates with lower distress scores. It would be 
of significance to determine if the physician’s perception of 
support from the organization impacted their level of dis-
tress, especially during the pandemic. Likewise, perception 
of self-efficacy in response to the pandemic would be a simi-
lar variable of interest which may influence distress perception 
and assessment scores.

Although a small number of wellness activities were devel-
oped and implemented in second half of 2019, the institutional 
focus on wellness increased significantly during the Corona-
virus pandemic. Pre-pandemic wellness activities were less 
frequent and varied in focus. Activities included social events 
for the medical staff and the introduction of weekly compli-
mentary breakfasts and lunches beginning in November 2019. 
However, during the 6-month intervention period, 60% of 
respondents indicated support for wellness by the organiza-
tion in contrast to 8.9% who indicated no wellness support. 
The “yes” group (n=27) had a mean distress score of 0.16±SD 
2.06. Even those responding to the level of support as “some-
what” (26.7%) had a low mean distress score of 0.86±SD 1.88. 
The data provokes the question of whether perceived support 
directly influences distress levels in physicians. 

LIMITATIONS
This study is hindered by several factors. Wellness offerings 

did not have a clear start or end date, and no baseline data 
on wellness perception was gathered. Distribution of initial 
Well-Being Index assessments occurred on March 16, 2020, 
but it was purely coincidental in its relation to the Corona-
virus pandemic and other wellness initiatives. However, the 
organizational wellness response increased due to the needs 
presented by the pandemic. Participation varied from person 
to person, as did the voluntary Well-Being Index assess-
ments. Some may have taken part in one or two initiatives, 
where others may have had close to full participation. One 
may argue that those with lower distress scores had increased 
participation in wellness initiatives to increase well-being, 
and vice versa. If wellness is a completely internally motivat-
ed concept, one may question whether initiatives can affect 
distress. However, as seen in previous burnout studies with 
physician populations, there are many variables which can 
affect burnout that are outside of the physician’s control. These 
organizational barriers to wellness cannot be overcome with 
self-assessments and a positive outlook alone [5]. Data from 
a 2021 report on physician wellness states 35% of respondents 
report their workplace offers a program to reduce stress and/
or burnout, yet 42% of respondents said they are “very unlike-
ly” to participate in this program [7]. Part of this discrepancy 
is the perception of individual versus organizational account-
ability to address burnout, which leaves physicians less likely 
to participate in these efforts. The high level of perceived 
support with this cohort population paired with overall low 
distress scores may indicate a blossoming culture of well-
ness and organizational change. Promotion of resilience and 
self-care is just one of many components of a strong organiza-
tional wellness program [5]. An argument for the preventative 
value in wellness initiatives is possible and deserves further 
exploration.

Perceptions of time, ability, and desire to participate in var-
ious initiatives will vary from physician to physician. There 
was no specified administrative time set aside for physicians 
to engage in wellness activities. Physicians in this organiza-
tion are members of one of seven different provider groups, 
and their time is not solely governed by medical staff demands 
and clinical care alone. Additionally, some may have felt great-
er hindrances resulting from impacts on their personal time 
which prohibited participation. Variables such as childcare 

and online school for children in the household, caring for 
sick or elderly family members, changes in schedules for 
other household members, and other societal changes could 
be significant. Traditionally, burdens of household responsi-
bilities fall to women, despite their work status. The variance 
in work schedules during the pandemic for some specialties 
or departments may have a range of effects. Nationally, some 
specialties experienced a surge of patients, while physicians 
in other departments were idle or asked to work in unfamiliar 
settings. Positive organizational impacts during the pandem-
ic at this organization included adequate PPE supplies and no 
change in their pre-Coronavirus pandemic salary and bene-
fit levels, alleviating additional stresses.

Control group comparison is not always practical in a 
real-life work environment. Denying resources to physicians 
during a public health crisis was also unethical. It is arguable 
that the other medical staff members or hospital employ-
ees who did not have access to all of the interventions may 
have served as a control group. However, this concept does 
not account for the professional differences which may exist 
as they relate specifically to physician burnout, especially 
during the Coronavirus pandemic. Differences exist between 
clinical professions and burnout rates. Additionally, some 
interventions were available to non-physicians. Outside of 
the spectrum of a control group are influences of wellness 
interventions which have been present for some time at this 
organization or by the provider groups, for example Employee 
Assistance Programs and Critical Incident Debriefing. These 
types of programs are common in many organizations and will 
positively influence the wellness culture of an organization.
The Well-Being Index assessment itself has limitations. 
Physicians have expressed the need to keep mental health 
information private. This may decrease the propensity to 
participate in a self-assessment of distress and well-being. 
Despite anonymity, some physicians have a general distrust 
of these types of assessments which lowers their engagement. 
A further area of study would be the propensity of distressed 
physicians to self-assess wellness and take corrective action. 
Furthermore, data analysis and inaccessibility of raw data was 
limited by MedEd Solutions to protect physician anonymity. 
Multi-variate analysis was not possible using this version of 
the Well-Being Index, nor is the ability to track individual dis-
tress data over time.

CONCLUSION
Overall, distress scores decreased during a time of medical, 

professional, and societal struggle in this organization. The 
Coronavirus pandemic, electronic medical record transition, 
and introductions to various wellness strategies all contributed 
to the lessons learned during this period. It will be valuable to 
continually evaluate distress data for physicians moving for-
ward. Due to the voluntary nature of the Well-Being Index 
assessments and wellness programming participation, a causal 
relationship between wellness interventions and distress scores 
is unknown. However, the types of interventions offered, par-
ticipation rates, and data reflecting organizational support are 
relevant information for others creating wellness programs in 
the future at similar organizations. The Coronavirus pandem-
ic will continue for months to years. The long-lasting effects 
of the pandemic on the workforce are yet to be discovered. 
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