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ABSTRACT
The COVID-19 pandemic has brought unprecedented 
challenges to the medical workforce. This has put them at 
increased risk of burnout at a time when levels are already 
worryingly high in the profession, with recent studies 
consistently showing that around half of doctors meet the 
validated criteria for burnout.
Objectives To understand the wider factors influencing 
and impacting upon hospital doctors’ well- being during the 
COVID-19 pandemic in England.
Design Cross- sectional survey and mixed quantitative–
qualitative analysis.
Setting Acute National Health Service (NHS) Foundation 
Trust in England.
Participants An online survey was circulated in early 
June 2020 to all 449 doctors employed by the Trust. 242 
doctors completed the survey (54% response rate).
Primary outcome measures Questions assessed 
occupational details, self- reported changes in physical and 
mental health, satisfaction with working hours and patterns, 
availability of personal protective equipment (PPE), medication 
and facilities, communication and sought to identify areas 
seen as having a significant effect on doctors’ well- being.
Results 96% of respondents requiring PPE were able to 
access it. Nearly half of the respondents felt that their mental 
health had deteriorated since the start of the pandemic. 
Over a third stated that their physical health had also 
declined. Issues identified as having a negative impact on 
doctors included increased workload, redeployment, loss of 
autonomy, personal issues affecting family members, anxiety 
around recovery plans, inadequate access to changing 
and storage facilities and to rest areas that allow for social 
distancing. Doctors appreciated access to ‘calm rooms’ that 
were made available for staff, access to clinical psychology 
support, free drinks and free car parking on site.
Conclusion The emerging themes are suggestive of 
increased burnout risk among doctors during the COVID-19 
pandemic and encompass factors well beyond shortage of 
PPE. Small organisational initiatives and the implementation 
of changes suggested by survey respondents can have a 
positive impact on doctors’ well- being.

INTRODUCTION
Levels of burnout—characterised by 
emotional exhaustion, reduced personal 

accomplishment and depersonalisation due 
to stressors in the workplace1—were already 
worryingly high among doctors prior to 
COVID-19, with studies reporting rates of 
30%–80%.2–12 Burnout levels were previously 
assessed at a local Acute NHS Foundation 
Trust using the validated Maslach Burnout 
Inventory,1 where 49% of the senior doctors 
and 67% of the junior doctors met the criteria 
for burnout (unpublished data). Recently, 
the importance of doctors’ well- being has 
been increasingly recognised by official 
bodies in the UK including the General 
Medical Council,13 the British Medical Associ-
ation (BMA)14–17 among others.18–21 Burnout 
affects the individual doctor, risking mental 
and physical ill- health,22 reduces the quality 
of patient care23 and leads to maladaptive 
coping strategies that impair relationships 
with both patients and colleagues.24 There is 
growing evidence that organisational strate-
gies that improve the working environment 
have significantly greater impact on the 

Strengths and limitations of this study

 ► This study provides a comprehensive qualitative 
narrative of doctors’ well- being during the COVID-19 
pandemic.

 ► The topic of doctors’ well- being urgently needs 
further addressing during the ongoing and evolving 
pandemic.

 ► The response rate of the survey was good at 54% 
and appropriately represented doctors from all 
grades and specialties.

 ► The survey was conducted at a single Acute NHS 
Foundation Trust in the UK, limiting its external va-
lidity and generalisability.

 ► The cross- sectional design does not consistently 
allow causality to be inferred from any quantitative 
associations observed.
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well- being of physicians than strategies targeting the indi-
vidual and their resilience alone.3 25 26

Almost a year into the COVID-19 pandemic, the unprec-
edented impact on healthcare services has become clear 
across the globe. The increased demand on services, 
restructuring of resources, cessation of elective activity, 
requirement for personal protective equipment (PPE), 
command and control structure and risk of infection of 
staff have all challenged doctors’ well- being.21 27 Reports 
from countries severely affected early in the pandemic 
suggested that 15%–90% of doctors were at risk of 
burnout.28–33 Recognising the additional impact of 
COVID-19 on already high burnout rates, the BMA has 
launched national surveys assessing doctors’ mental well- 
being.34 However, none of these studies has included the 
assessment of qualitative data to lend doctors a voice to 
express concerns beyond those listed in the templates of 
their questionnaires.

Therefore, a decision was made during the first wave in 
May 2020 within the same Acute NHS Foundation Trust 
in which the aforementioned burnout questionnaire was 
distributed to conduct a further survey, this time to assess 
for the impact of COVID-19 on the medical workforce. 
The aim was to identify factors that were modifiable within 
a reasonable time frame, while the more obvious short-
ages of PPE and patient beds have attracted much media 
coverage, to our knowledge, there has not yet been any 
in- depth analysis of the wider factors influencing doctors’ 
well- being, which could be more significant en masse, and 
in the longer term.

OBJECTIVES
The key objective was to capture a snapshot of doctors’ 
experience of working through the first phase of the 
pandemic using a survey and thematic analysis. We sought 
to understand which factors have caused most concern 
to doctors working in an Acute NHS Foundation Trust. 
We aimed to evaluate the impact of interventions which 
this Trust had already put in place to support doctors’ 
well- being and to determine which further interventions 
could be beneficial.

METHOD
All doctors employed at the Acute NHS Trust were sent 
an email from a database held by the Human Resources 
Department to the employees’ work email addresses. This 
email contained information describing the study and an 
encrypted link to an anonymised online questionnaire 
for completion during the period of 4–19 June 2020. 
Participants were reassured that the responses would 
be anonymous and not identifiable when used for audit 
and research purposes. Informed consent was implied 
on return of the survey. The study was approved by the 
Trust’s Research Operational Committee.

Patient and public involvement
The focus of this study was on doctors in secondary care 
without direct patient or public involvement. However, 

the survey also assessed issues affecting doctors as individ-
uals outside of the working environment; this included 
the impact of contracting COVID-19, therefore, becoming 
patients themselves and the wider impact on friends and 
family.

Study questionnaire
The cross- sectional survey was created using the Survey-
Monkey platform. The format mostly consisted of 
nominal, multiple- choice questions, followed by a free- 
text ‘other’ option, with the exception of two exclusively 
free- text questions (see online supplemental file 1 for the 
complete layout of survey). By using the free- text ques-
tions, we allowed the respondents the opportunity to give 
their wider narrative on isues of importance that may not 
have been captured by the specific questions and may 
have been overlooked by larger scale studies.

The topics of the questions were chosen based on 
several sources: first, findings published by other offi-
cial bodies invested in doctors’ well- being in the early 
stages of the pandemic, including the Royal College of 
Anaesthetists35 and the BMA34; second, wellbeing- related 
work previously undertaken internally at the Trust and 
finally, common discussion topics sampled from informal 
sources including social media, mainstream media and 
topics frequently discussed among staff members. These 
topics included PPE; availability of medications; rede-
ployment; working hours and patterns; staff facilities and 
testing. Response biases were minimised by the broad 
spectrum of input to the survey sought prior to distri-
bution, including the Trust’s Human Resource depart-
ment, Communication team, Estates and Facilities, Better 
Working Lives Group (BWLG) and Junior Doctor Forum. 
Prior to wider circulation, a draft survey was distributed to 
several representative clinicians for review.

Analysis
Quantitative data were collected as part of the survey to 
accompany our qualitative analysis in presentations to 
our trust members and management structures. Simple 
quantitative data analysis of survey results and demo-
graphics was performed using Microsoft Excel. Qualita-
tive data were initially analysed manually by the senior 
author and then grouped together through thematic 
analysis, based broadly on the worklife themes iden-
tified by Leiter and Maslach36 and COVID-19- specific 
themes frequently featuring in the free- text answers. A 
consensus meeting was held where all authors reviewed 
the free- text responses and agreed their attribution across 
seven themes. Detailed statistical group analysis was not 
performed as the numbers of responses were too low to 
allow meaningful comparison between groups and most 
of the data were nominal.

https://dx.doi.org/10.1136/bmjopen-2021-050223
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RESULTS
Demographics of survey respondents
In total, 242 out of 449 doctors completed the survey, a 
response rate of 54%.

Of the 242 respondents, 123 were consultants (50.1%) 
and 119 were doctors of other grades (49.9%), including 
associate specialists (3.3%), trust grade and locally 
employed doctors (5%), specialty registrars (6.6%), core 
trainees in years 1–3 (16.6%), foundation year 2 doctors 
(13.7%), foundation year 1 doctors (7%), interim founda-
tion doctors (3.7%) and general practice trainees (2.1%). 
Respondents represented different specialties and areas 
of work, with about a third reporting to usually work in a 
medical specialty (32.6%), surgery (17.8%), anaesthetics 
and intensive treatment unit (ITU) (14.9%), radiology 
(7.4%), acute assessment unit (7%), obstetrics and 
gynaecology (5.8%), the emergency department (5%), 
paediatrics (5%), laboratory services (3.7%) and general 
practice (0.8%). The demographics are summarised in 
figures 1 and 2.

Impact on mental and physical health
Almost half of all respondents reported a decline in their 
mental health (47.1%). One doctor wrote: ‘Dealing with 
the impact of COVID-19 on my mental health has been 
tough. The prolonged uncertainty is ongoing, with the 
added stress of not being able to see friends or family and 
not being able to turn to my usual things to de- stress. I 
struggle to sleep, and on my days off, it can be difficult to 
forget about work’.

Over a third of respondents felt their physical health 
had deteriorated during the pandemic (34.3%). There 
were differences across specialities in our Trust; doctors 
in all specialities with the exception of Acute medicine 
saw a greater decline in mental health compared with 

physical health (figure 3). The greatest source of concern 
were colleagues and the environment not supporting 
social distancing and the individual’s personal situation, 
which is mentioned above (figure 4).

Further significant causes of distress appeared to be 
staffing levels; the availability of staff testing; theatre flow 
and working environment; annual leave (the ability to 
book leave and having to cover absence of colleagues); 
effect on patient care (missed cancer diagnoses, delays 
in treatment, theatre waiting lists); recovery phase and 
the return to ‘normal activity’; lack of guidance or lead-
ership; tiredness, stress and fatigue; feeling undervalued; 
relations between different specialities and staff group 

Figure 1 Demographics by grade of doctors responding 
to our survey and across the Trust at which the survey was 
undertaken (N=242). GP,general practice; LED, Locally 
Employed Doctor.

Figure 2 Demographics by specialty of doctors responding 
to our survey and across the Trust at which the survey 
was undertaken (N=242). AAU,acute assessment unit; 
ED, Emergency Department; GP, general practice; ITU, 
anaesthetics/intensive treatment unit.

Figure 3 Self- reported decline in physical and mental 
health among respondents; specialties are listed here by 
alphabetical order (N=210; the question was not made 
compulsory in the survey). AAU,acute assessment unit; GP, 
general practice; ITU, anaesthetics/intensive treatmentunit.
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and increased vulnerability of Black, Asian and minority 
ethnic (BAME) staff. ‘We need proper, practical on the 
floor support for BAME staff, particularly those who are 
the top of the high- risk profile’.

Thematic analysis
Seven worklife themes were identified (figure 5): the lack 
of things, workload volume/parity/working patterns, 
culture, communication, control/autonomy, reward/
recognition and personal issues.

The lack of things
There were 26 free- text answers falling under the theme 
of ‘lack of’ and, interestingly, these mostly related to the 
physical environment. The most frequently raised issue 

was lack of space to allow for social distancing and the 
general lack of adherence to social distancing rules. This is 
in line with the quantitative data, which showed that only 
half of all respondents felt that they had sufficient access 
to rest areas that allowed for social distancing (55.3%), to 
changing facilities with sufficient room to allow for social 
distancing (45.2%) and to adequate secure facilities for 
storage of personal items (55.6%). Other issues identified 
included the lack of scrubs, of hand gel, of COVID-19 staff 
testing and of cleaning of doors and communal areas, 
such as coffee rooms and the staff canteen.

Medication and PPE availability seemed to be less of a 
concern in our Trust at the time the survey was under-
taken. The majority of respondents (96.0%) reported 
having access to the necessary PPE required for their 
role. 16% of respondents had felt pressured into seeing 
a patient with suspected or confirmed COVID-19 without 
adequate PPE. When asked who, or what, made them feel 
pressured into doing so, respondents attributed this to the 
urgency of the situation or patient’s condition; external 
pressure from senior and junior colleagues; internal 
pressure from self and pressure from multiple sources 
including ward managers, nursing colleagues, senior 
management, ‘specific ward guidelines’, ‘poor national 
and local guidance’ and ‘COVID- positive patients on 
non- COVID wards’. Of the respondents who stated that 
medication availability was a concern, only one respon-
dent said a drug had actually been unavailable for them 
to prescribe. None of the respondents felt medication 
shortage had resulted in a negative impact on the quality 
or effectiveness of the treatment they were able to offer 
a patient.

Workload volume, parity and working patterns
The majority of respondents (90%) had seen changes 
in their rota or working pattern. In general, this meant 
more working hours: 56.2% of all doctors responding to 
the survey reported working more hours regularly than 
previously and 49.3% reported not always being able to 
take adequate breaks during working hours. Almost half 
of all respondents reported having to take time off work 
for a reason that was directly related to the pandemic 
(44.0%), most commonly due to a suspected or confirmed 
diagnosis of COVID-19 in themselves (28.7%) or due to 
a household member being affected (14.4%). Other 
reasons for taking time off were stress or anxiety directly 
related to the pandemic (4.2%), self- isolation (shielding) 
due to underlying medical conditions (1.4%) and child-
care commitments (1.4%). Furthermore, about a third 
of all respondents had been redeployed or moved into a 
different area of practice, away from their usual place of 
work (31.5%). Many of those who had been redeployed 
felt they had not received adequate induction (40%), 
although the survey did not specify or ask further what 
would constitute adequate induction training.

There were 19 free- text answers under the theme of 
workload. Unsurprisingly, increased workload volume 
was a frequently raised issue, but there was also an 

Figure 4 Causes of anxieties and stress, as identified by 
the nominal (quantitative) question: ‘Within the past 2 weeks, 
have any of the following caused you additional worry or 
anxiety?’ (N=219; the question was not made compulsory in 
the survey). PPE, personal protective equipment.

Figure 5 Manual qualitative analysis of the free- text 
answers to the survey led to the identification of seven major 
themes, many of which overlap with the factors relevant to 
burnout as identified by Leiter and Maslach (see text).
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emphasis on parity of workload, with some respondents 
noting certain specialities were shouldering more of the 
COVID-19 workload than others.‘Our department has 
been under significant pressure over the last 10 weeks. 
However, it is apparent that not all staff or departments 
are under the same pressures or workloads’. The burden 
of increased out of hours work was also highlighted, with 
schedules described as unhealthy, emotionally draining 
and adversely affecting sleep. 'One needs to ensure well- 
being rotas and not just compliant rotas. Going from days 
to nights to days is unhealthy and causes sleep distur-
bance’. Concerns were also raised about the potential 
impact of the recovery phase. ‘What caused early distress 
was the urgency to reconfigure at the beginning—a time 
full of adrenaline and anxiety about what was to come. 
Then, the exhaustion of working all hours and not being 
able to sleep. Now, the burnout makes it hard to keep 
going and have the energy to plan for the recovery… A 
rollercoaster with no end in sight’.

Culture
There were 16 comments relating to culture. Areas high-
lighted included the need to: engage and motivate teams, 
encourage staff to contribute, acknowledge and appre-
ciate the efforts staff have gone to through the pandemic 
and treat staff with empathy and kindness in the work-
place. ‘We need more of a listening and compassionate 
culture. We are all professionals and everyone’s voice 
counts'. ‘We need a change in workplace culture where 
all team members are engaged in the decisions about 
their working life, are encouraged to contribute to policy 
developments and feel consulted and valued for their 
contribution’.

Communication
Half of all respondents (49%) felt that they had received 
just the right amount of information and communication 
regarding the COVID-19 situation from the Trust. Junior 
doctors were more likely to respond that there was not 
enough information; however, consultants were more 
likely to respond that there was too much information. In 
terms of resources predominantly used by doctors in our 
Trust to access the most up- to- date information about the 
pandemic, both electronic forms and in- person commu-
nication such as small group and online meetings and 
teaching were valued.

There were 15 comments within the theme of commu-
nication. Many of these related to the need to communi-
cate not just the decision, but the rationale underpinning 
it, more clearly. It was felt that the command and control 
structure had restricted bottom- up communication and 
suggestions for change. Several respondents pointed out 
that information provided by the Trust on the COVID-19 
pandemic was often conflicting: ‘too much information, 
not enough communication, too many opinions'; 'the 
responsibility to assimilate all this conflicting advice is 
the source of stress’. Several doctors also expressed an 
interest in easier access to the Trust’s own COVID-19 

statistics. Finally, respondents highlighted the need for 
clearer communication about changes in responsibilities 
and the need to share plans for the recovery phase.

Control and autonomy
There were 11 comments relating to control and 
autonomy. The command and control structure adopted 
by NHS Trusts during the pandemic followed national 
guidance in the UK.37 However, several respondents 
disliked the associated loss of autonomy, stating that it 
negatively affected the ability to work in a collaborative 
manner. Some doctors also felt that working patterns were 
forced on them without consultation, and as a result felt 
marginalised. ‘I have found the command and control 
structure the worst thing for my wellbeing and for the 
ability of teams to work in a professional manner’. ‘Less 
pressure to work outside of one’s comfort zone, and more 
understanding that everyone’s personal circumstances 
are different [would be appreciated]’.

Reward and recognition
There were 10 comments relating to reward and recog-
nition. Access to free food and drinks, the introduction 
of calm rooms and free car parking and the expansion 
of psychological support services were widely recognised 
as helping doctors feel recognised and acknowledged as 
well as boosting morale. For example: ‘Free coffee and 
car parking makes me feel that my contribution is actually 
respected’. Some specialities, in particular, acute physi-
cians, felt that their contribution had not been appropri-
ately recognised in the same manner as those working in 
ITU. ‘A proper acknowledgement of the work that Medi-
cine is doing would be appreciated. Physicians have felt 
marginalised, living in the shadow of ITU colleagues, 
whereas the workload has been greatest for us’. Those 
on part- time contracts also felt that the disproportionate 
increase in their workload had not been recognised.

Personal
The personal impact of COVID-19 was highlighted by 
10 respondents. Issues raised included a negative effect 
on relationships with family and friends, sleep quality 
and work–life balance. Comments also mentioned 
the increased vulnerability of BAME staff as a cause of 
personal concern: ‘The anxieties involved with being a 
BAME healthcare worker; even though one passes the 
risk assessment doesn’t make you immune to the virus’.

DISCUSSION
Our cross- sectional survey aimed to identify the factors 
affecting the well- being of doctors in an Acute NHS Foun-
dation Trust 3 months into the pandemic, to evaluate the 
impact of measures the Trust had put in place to support 
doctors and to highlight further steps that could be taken 
to support doctors in the workplace. The themes that 
emerged were broadly consistent with previously identi-
fied drivers for burnout in doctors,36 38 with an associated 
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impact on mental health.39 Unsurprisingly, increased 
workload volume was a dominant theme, but the results 
also highlighted areas more easily amenable to inter-
vention, for example, through improving culture and 
communication and appropriately recognising doctor’s 
contributions. Not all was negative; highlighting the posi-
tives was equally important to inform further planning. 
The introduction of free drinks, car parking, calm rooms, 
the availability of free food out of hours and the expan-
sion of psychological services were widely appreciated by 
doctors.

The self- reported negative impact of the COVID-19 
pandemic on both the mental and physical health of 
survey respondents was significant, with nearly half 
(47.1%) reporting a deterioration in mental health, 
while a third (34.3%) reported a deterioration in phys-
ical health since the start of the pandemic. This was a 
self- reported outcome rather than measured on a vali-
dated scale. Nevertheless, in a workforce with burnout 
levels prior to COVID-19 of over 50%,3 5 this is a real 
concern. Left unchecked, the increased levels of stress 
will undoubtedly result in higher levels of burnout. 
Data from early studies affirmed a high risk of burnout 
among doctors during the COVID-19 pandemic, with 
studies reporting burnout rates of 15%–90%.28–31 40 41 A 
rapid review and meta- analysis of 12 studies performed 
in China and one study in Singapore suggested that the 
prevalence of anxiety, depression and insomnia among 
healthcare workers (including both doctors and nurses) 
during the COVID-19 pandemic was 23%, 23% and 39%, 
respectively.42 Similar or worse results have been reported 
for doctors in Europe40 43 and the USA.31 The contrib-
utors to any perceived deterioration in mental health 
are generally acknowledged to be complex and multi-
factorial. The themes that our current study identified 
included changed working patterns, staffing levels, the 
personal situation in the face of illness and death, lack 
of ability to socially distance, availability of staff testing 
for COVID-19 and dissatisfaction with the command and 
control structure and discrepancies in information.

Of particular note, the command and control structure 
and its top- down hierarchy imposed nationally in the UK 
on every NHS Trust at the beginning of the pandemic44 45 
were perceived by many respondents as having a negative 
impact on a sense of autonomy and value. While such a 
structure may aid rapid decision- making, it risks a loss of 
empathy and compassion—both crucial prerequisites for 
maintaining a healthy working environment in the longer 
term. Therefore, it could have significant negative impact 
on the well- being of those who are at the receiving end—
mirroring the views expressed by others previously.27 46 
Moving forward, a more collaborative approach is likely 
to have a more positive impact on the sense of control, 
autonomy and engagement that are key to the well- being 
of healthcare workers.10 38

While the limited availability of PPE had caused major 
concern across NHS hospitals early on in the pandemic,34 47 48 
PPE shortage was not one of the principal concerns among 

doctors at the time of this survey in June 2020. Rather, other 
deficits in the working environment were highlighted as 
more significant to this Trust’s doctors at this point, most 
notably the lack of access to adequate changing facilities, 
secure lockers, scrubs and the lack of both office space and 
adequate rest areas to facilitate adherence to social distance 
guidelines. Social distancing has been identified as a cause 
of concern not only for individuals in general49 but also 
specifically for clinicians.50 Locally, the Space Utilisation 
Group of the Acute Trust is now addressing the issue of lack 
of space for adequate social distancing.

This leads us to three important take- home messages. 
First, we predict that concerns about shortage of facilities 
including rest spaces may be affecting many hospitals across 
the globe which were not built for the purpose of coping 
with a pandemic in the first place. This should be taken into 
consideration when planning for further waves. Second, 
given that the Acute Trust in question was less severely 
affected by the lack of PPE and also by the COVID-19 case-
load than many other NHS hospitals—with a total of 254 
COVID-19- positive patients being admitted to the Trust 
over the period of 4 months as of 13 July 202051—we are 
concerned that the survey results might represent doctors’ 
well- being and burnout at the better end of a spectrum: 
doctors are at extremely high risk of burnout during the 
COVID-19 pandemic. Third, we hope to instigate further 
interest in well- being research and initiatives during the 
pandemic and beyond. Research has consistently shown 
that structural and organisational interventions are more 
effective in improving physician burnout than those 
targeting individuals, although the combination of the two 
is the most effective.3 23 26 One way to ensure and facilitate 
well- being work at a local level is through a dedicated posi-
tion of responsibility or working group. For instance, in the 
Trust in question, a Better Working Lives Group (BWLG) 
had been set up in the past year to address the issues of 
doctors’ well- being and burnout. Therefore, uniquely, a 
previous questionnaire on doctors’ well- being was avail-
able to provide information on local levels of burnout 
prior to COVID-19 to inform the creation of this current 
survey. The good response rates to both surveys suggest 
that doctors are invested in their well- being. The BWLG 
further ensured the expansion of clinician- led psycholog-
ical support services available to all doctors at the Trust and 
was involved in the introduction of the calm rooms. These 
initiatives were explicitly mentioned by doctors responding 
to our survey with gratitude, but more importantly, they 
are also supported by evidence in well- being research more 
widely.15 16 18 52

This study had several strengths and weaknesses. First, as 
a cross- sectional study at a single Acute NHS Foundation 
Trust in England conducted during a dynamic healthcare 
crisis causing uncertainties across the globe, we acknowl-
edge that the generalisability of our findings is limited. 
We hope to instigate more interest in further well- being 
research instead by communicating our local findings. 
Second, cross- sectional surveys provide a snapshot of 
responses at a single time point and allow no causality to be 
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inferred, especially in the presence of the risk of any recall 
biases. However, attempts at minimising recall and response 
biases were made as explained in the method section. Any 
discussion of potential causality was made based on free- text 
answers which often explicitly mentioned a self- reported 
cause for distress rather than through combination of indi-
vidual nominal questions in the survey. Third, the focus on 
qualitative data has inherent drawbacks, as issues that are 
highlighted may apply to a small subset of doctors or even 
single individuals. At the same time, the qualitative analysis 
of our study of a sample size of 242 is the main and unique 
strength of this study, as manual analyses of open- ended, 
free- text questions becomes too laborious with a larger 
sample size than here, and their interpretation is difficult 
when pooling too many different contexts.

Going forward, we hope to see a combination of large- 
scale, powered studies on well- being in healthcare such 
as the BMA well- being survey,34 longitudinal studies using 
validated burnout tools and focused mixed qualitative- 
quantitative or purely qualitative studies on well- being, of 
which some are already underway.53 Future work should 
also particularly consider the well- being and burnout rates 
of nurses and other healthcare professionals who are also 
at high risk of burnout41 and of healthcare professionals 
who have been identified as vulnerable to COVID-19 or 
at higher risk of burnout and mental ill- health, such as 
BAME,54 female31 and nonbinary professionals. It will be 
essential to keep the well- being of healthcare workers high 
on the agenda and involve them in local decision- making 
to prevent burnout and deleterious effects on the well- 
being not only of the individual doctor but also the nation: 
doctors’ well- being is still too often a missing quality indi-
cator in healthcare55 and it is absolutely essential not to 
return to status quo, or worse, after the pandemic.56

CONCLUSION
While a shortage of PPE, frequent confrontation with 
deaths and personal losses do constitute important causes 
of distress among doctors during the COVID-19 pandemic, 
there are numerous other less obvious but crucial factors 
underpinning doctors’ well- being and stress levels during 
such a sudden, rapid change in the health service. On 
the one hand, this is alarming, as burnout rates were high 
among the profession prior to the pandemic. On the other 
hand, it is also helpful to dissect these factors, as many 
of the issues raised can be tackled and addressed—often 
through small but impactful organisational changes, as we 
have shown here. Our findings may be generalisable to an 
extent to other NHS Trusts in the UK, but more impor-
tantly, we hope to instigate further interest in doctors’ well- 
being research, both during the COVID-19 pandemic and 
beyond.
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