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ABSTRACT
Objectives To estimate the impact of the SARS- CoV- 2 
(COVID- 19) pandemic on levels of burnout among 
physicians in Ontario, Canada, and to understand physician 
perceptions of the contributors and solutions to burnout.
Design Repeated cross- sectional survey.
Setting Active and retired physicians, residents and 
medical students in Canada’s largest province were invited 
to participate in an online survey via an email newsletter.
Participants In the first survey wave (March 2020), 1400 
members responded (representing 76.3% of those who 
could be confirmed to have received the survey and 3.1% 
of total membership). In the second wave (March 2021), 
2638 responded (75.9% of confirmed survey recipients 
and 5.8% of membership).
Key outcome measure Level of burnout was assessed 
using a validated, single- item, self- defined burnout 
measure where options ranged from 1 (no symptoms of 
burnout) to 5 (completely burned out).
Results The overall rate of high levels of burnout (self- 
reported levels 4–5) increased from 28.0% in 2020 
(99% CI: 24.3% to 31.7%) to 34.7% in 2021 (99% CI: 
31.8% to 37.7%), a 1- year increase of 6.8 percentage 
points (p<0.01). After a full year of practising during 
the COVID- 19 pandemic, respondents ranked ‘patient 
expectations/patient accountability’, ‘reporting and 
administrative obligations’ and ‘practice environment’ 
as the three factors that contributed most to burnout. 
Respondents ranked ‘streamline and reduce required 
documentation/administrative work’, ‘provide fair 
compensation’ and ‘improve work–life balance’ as the 
three most important solutions.
Conclusions During the first 12 months of the COVID- 19 
pandemic in Ontario, prevalence of high levels of burnout 
had significantly increased. The contributors and solutions 
ranked highest by physicians were system- level or 
organisational in nature.

INTRODUCTION
Burnout is defined by the WHO as ‘chronic 
workplace stress that has not been success-
fully managed’,1 and is characterised by three 
dimensions—emotional exhaustion, deper-
sonalisation and a reduced sense of personal 
accomplishment.2 3 In physicians, burnout 
has been associated with depression, suicidal 

ideation, substance use, motor vehicle 
crashes, reduced productivity, increased 
turnover and early retirement.2 3 It has also 
been associated with poor patient outcomes, 
including lower quality of care and increased 
medical errors.2 Even before the COVID- 19 
pandemic, healthcare worker burnout was 
identified as a public health crisis in the USA.4 
However a pre- pandemic review highlighted 
significant variability in burnout rates in the 
USA measured through various tools, making 
it difficult to accurately assess the scale of the 
issue.5

The SARS- CoV- 2 (COVID- 19) pandemic 
created major disruptions in physician 
services. Between mid- March and late- May 
2020, healthcare providers and organisa-
tions in Ontario, Canada were directed 
to stop or substantially reduce the provi-
sion of elective and non- emergent services 
as the health system was reconfigured 
to manage the influx of patients with 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ The physician burnout survey was launched at 
the outset of the COVID- 19 pandemic in Ontario, 
Canada, in March 2020, and repeated 1 year later, 
offering a unique opportunity to estimate the impact 
of the pandemic on levels of burnout.

 ⇒ The study population comprised the entire member-
ship of the Ontario Medical Association, including 
active and retired physicians, as well as medical 
students and residents.

 ⇒ In an effort to minimise response burden among 
physicians in the midst of the pandemic, a simple, 
unidimensional scale was used to measure burnout 
level; it was therefore not possible to analyse the 
dimensions of burnout.

 ⇒ The survey was advertised using email newsletters 
and social media, rather than being targeted to a 
selected sample of members, and this made it im-
possible to calculate an accurate response rate or to 
follow up with individuals to encourage participation.
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COVID- 19 admitted to hospitals and intensive care 
units. Simultaneously, temporary virtual care billing 
codes were introduced to facilitate telephone and 
video visits. Over half of family medicine physicians 
and approximately two- thirds of physicians in other 
specialties in Ontario are compensated mainly via fee- 
for- service (FFS) billings or in primary care models of 
which FFS billings are a significant component. FFS 
physicians who could not practise at normal capacity 
in the virtual environment were subject to financial 
strain.

Physicians on the front line of the COVID- 19 response, 
and others who were called upon to provide essential 
care, experienced stress related to the risk of contracting, 
and potentially spreading, COVID- 19. This was exacer-
bated during the first wave by shortages of respirators and 
other vital personal protective equipment. While health-
care workers were lauded as heroes early in the pandemic, 
they too often became the targets of frustration and anger 
as the public wearied of pandemic restrictions.

These are just a few examples of ways in which the 
pandemic may have exacerbated stressors experienced 
by physicians, above and beyond increased demands 
placed upon the healthcare system by COVID- 19. Health-
care workers have experienced unprecedented stressors 
during the pandemic, leading many to hypothesise that 
the problem of burnout has worsened since its onset. 
However, data to assess the issue during this period have 
been generally lacking.

The purpose of this study was to estimate the preva-
lence of burnout among Ontario physicians, evaluate the 
impact of the COVID- 19 pandemic on rates of physician 
burnout, and canvas Ontario physicians about the factors 
that they believe contribute to burnout and the interven-
tions that they believe would be effective to address it.

METHODS
Study design and population
A repeated cross- sectional survey was used to evaluate 
baseline levels of physician burnout at the onset of the 
COVID- 19 pandemic in Ontario and the impact of the 
pandemic after 1 year. The entire membership of the 
Ontario Medical Association (OMA), including all active 
and retired physicians, residents and medical student 
members, were eligible to participate by completing an 
online survey.

Questionnaire design and data collection
At the behest of the OMA Burnout Task Force, a 
survey instrument was constructed to assess overall 
feelings of burnout and solicit opinions about 
possible causes and solutions (online supplemental 
appendix 1). Physicians were asked to rate their own 
level of burnout on a 5- level scale, ranging from 1 (no 
symptoms of burnout) to 5 (completely burned out) 
based on a single- item, non- proprietary, validated 
self- defined burnout measure that was developed by 

Schmoldt and colleagues and has been used in physi-
cian populations since 1994 (online supplemental 
appendix 2).6 7 A self- defined measure was chosen to 
allow respondents the latitude to report on burnout 
as they experienced it, and a widely accepted defi-
nition of burnout was provided in the survey instru-
ment preamble for reference (online supplemental 
appendix 1).3 8

Physicians were then asked to rank a list of the top 
10 contributors to burnout from 1 (most contribute 
to physician burnout) to 10 (least contribute to physi-
cian burnout) and rank a list of the top 10 solutions to 
burnout from 1 (would most like to see implemented) 
to 10 (would least like to see implemented). The set of 
contributors and solutions was selected based on those 
most commonly mentioned in the literature.2 9–11 An 
open- text question allowed physicians to identify other 
contributors or solutions to physician burnout that, in 
their opinion, the supplied lists did not capture. Sociode-
mographic data were also collected on gender, age, years 
of practice, career stage, primary practice setting, loca-
tion and degree of rurality.

The survey was conducted in two waves. An online survey 
link was included in the President’s Update email commu-
nication, which was made available to the entire popula-
tion of physicians, retired physicians and trainee members, 
who had not previously opted out of email communica-
tions, on 9 March 2020. Responses were accepted through 
22 March 2020 (14 days). With only minor modification 
(ie, rewording without a change in meaning to the ‘solu-
tions’ ranked options), the same survey instrument was 
redeployed on 12 March 2021, via an OMA News email 
communication, and remained open until 4 April 2021 
(24 days). Between the two survey waves, the OMA rede-
signed its email communication mechanisms to merge 
the President’s Update with the OMA’s other newsletters 
to create a single newsletter called OMA News, delivered 
to the same recipients as the former President’s Update. 
Reminders to complete the survey were included in the 
weekly OMA News email communications for the dura-
tion. The invitation to participate was also shared on social 
media platforms. Respondents were anonymous.

Definition of burnout
Some degree of burnout was indicated for respon-
dents who rated themselves as either ‘(3) I am defi-
nitely burning out and have one or more symptoms of 
burnout, such as physical and emotional exhaustion’, 
‘(4) The symptoms of burnout that I’m experiencing 
won’t go away. I think about frustration at work a 
lot’, or ‘(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’. Those reporting levels 4–5 were determined to 
be experiencing a high degree of burnout.

Statistical analysis
Survey participants were considered ‘respondents’ if 
they answered the first question (Q1) of the survey (ie, 
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the burnout level scale measure), regardless of whether 
or not the survey was completed. Hence, there were 
different numbers of respondents reported for different 
parts of the survey.

Since survey participation was entirely voluntary, 
personal characteristics such as age and gender may 
be associated both with the propensity to respond and 
with risk of experiencing burnout. Assuming equal 
probability to respond, the number of respondents 
in each of the groups should follow a hypergeometric 
distribution or, for large populations, a binomial 
distribution, whose cumulative distribution functions, 
containing probabilities between 0 and 1, can be used 
to test for the representativeness of demographic 
groups. Where the probability for a group falls below 
0.005, there is evidence of under- representation, and 
where the probability exceeds 0.995, there is evidence 
of over- representation.

Results on the sample proportion of respondents who 
indicated that they were experiencing a high degree 
of burnout were weighted to reflect the demographic 
composition of the entire membership. We then calcu-
lated weighted odds of reporting high levels of burnout 
among subgroups of physicians using bivariable logistic 
regression. Results for subgroups with fewer than five 
respondents were not reported. Finally, for respondents 
who provided information on demographics, career 
stage, practice setting and rurality of location, multivari-
able logistic regression was used to examine the charac-
teristics associated with a high degree of burnout in each 
wave of the survey.

Overall rankings of the top 10 contributors to burnout 
and solutions to burnout were obtained by summing indi-
vidual rankings. The option with the lowest aggregate 
score was considered the most important contributor/
solution and the option with the highest aggregate score 
was the least important.

Analyses were conducted using SAS software V.9.4 (SAS 
Institute).

Patient and public involvement
The study was designed with input and oversight by 
the OMA’s Burnout Task Force, an advisory group of 
physicians with expertise in physician burnout. The 
survey was validated with a larger Burnout Advisory 
Group, comprised of Ontario physicians interested in 
burnout. Recruitment was facilitated by peer physi-
cians in various ways. In the first wave of the study, 
the survey was shared through the OMA President’s 
Update, a newsletter from the membership’s elected 
physician representative. In the second wave of the 
study, the survey additionally was shared through peer 
physicians’ communication channels, for example, 
the Twitter accounts of the OMA President and the 
Chair of the Burnout Task Force. Preliminary results 
were made available to participants via a white paper, 
shared through OMA member and public communi-
cation channels.

RESULTS
Of 37 335 members who were sent email newsletters that 
included an invitation to provide information on physi-
cian burnout in March 2020 (survey wave 1), 1836 clicked 
on the survey link and 1400 provided a response to Q1 
(representing 76.3% of those who could be confirmed 
to have received the survey, 3.8% of those who were sent 
the email newsletter and 3.1% of the total association 
membership). In March 2021 (survey wave 2), 40 052 
members were sent email communications with the invita-
tion to ‘complete a survey on the impact of COVID- 19 on 
burnout’, 3475 clicked the survey link and 2638 responses 
were received (75.9% of those who were confirmed to 
have received the survey, 6.6% of those who were sent the 
email newsletter and 5.8% of members).

Female physicians were over- represented, making up 
more than half of survey respondents in both waves (59% 
in 2020 and 56% in 2021) vs approximately 43% of OMA 
members (table 1). Physicians aged 35–64 years were 
over- represented, while the younger and older cohorts 
were under- represented. This was particularly the case 
for the second wave when physicians under 35 and 65+ 
years each made up over one- fifth of the membership but 
accounted for only 13% of respondents.

Prevalence of burnout
The unweighted prevalence of burnout, measured as 
the percentage of respondents who reported either 
persistent symptoms of burnout (level 4) or feeling 
completely burned out (level 5), increased from 29.0% 
in 2020 to 34.6% in 2021 (p<0.001; figure 1). Respon-
dents experiencing some degree of burnout (levels 3–5 
combined) increased from 66.0% in 2020 to 72.9% in 
2021 (p<0.001). After weighting survey responses to 
reflect OMA membership demographics, the overall rate 
of high levels of burnout (levels 4–5) among physicians in 
Ontario increased from 28.0% in 2020 (99% CI: 24.3% 
to 31.7%) to 34.7% in 2021 (99% CI: 31.8% to 37.7%), 
a 1- year increase of 6.8 percentage points (p<0.01). This 
corresponds to an OR for reporting high levels of burnout 
in 2021 vs 2020 of 1.37 (95% CI: 1.15 to 1.63; p<0.001). 
The odds of having some degree of burnout (levels 3–5) 
in 2021 vs 2020 were 1.43 (95% CI: 1.19 to 1.71; p<0.001).

There were significant differences in the weighted odds 
of experiencing burnout among certain subgroups of 
physicians in each wave of the survey in adjusted analyses 
that accounted for all variables simultaneously (table 2). 
Although female physicians reported lower odds of 
burnout in 2020 (OR: 0.90; 95% CI: 0.86 to 0.95), women 
were significantly more likely to report burnout in 2021 
(OR: 1.093; 95% CI: 1.05 to 1.14).

Significant differences were also found based on age 
cohort. Compared with physicians aged 35–44 years, 
those who were under 35 years old, 55–64 years old and 
65+ years all had lower odds of burnout in 2020, whereas 
those aged 45–54 years had higher odds (OR: 1.21; 
95% CI: 1.13 to 1.30). However, in 2021, physicians aged 
45–54 years were less likely to report burnout (OR: 0.84; 
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95% CI: 0.79 to 0.90), while those under age 35 years were 
more likely (OR: 1.24; 95% CI: 1.14 to 1.35).

In 2020, physicians in the middle, established phase of 
their career had lower odds of burnout than any other 
category. That changed during the pandemic, when only 
late career physicians were at higher risk of reporting 
burnout than mid- career physicians (OR: 1.45; 95% CI: 
1.34 to 1.57). Physicians working in community- based 
group practice had some of the lowest risks of burnout in 
2020, but experienced higher odds compared with most 
other settings by 2021. Finally, there were shifts in effect 
by location, with physicians practising in the Greater 
Toronto Area having lower odds of experiencing burnout 
than those in most other regions in 2020 but higher or 
not significantly different odds by 2021. Controlling for 
region, a similar shift was found for rurality (table 2). 
Unadjusted odds of burnout for physician subgroups are 
presented in online supplemental appendix 3.

Contributors and solutions to burnout
Respondents ranked ‘patient expectations/patient 
accountability’, ‘reporting and administrative obliga-
tions’ and ‘practice environments’ as the three factors 
that contributed most to burnout in 2021 (figure 2). 
Rankings were generally stable across both waves of the 
survey, with only ‘practice environment’ rising to third 
place, and displacing ‘health system sustainability’, from 
2020 to 2021.

Respondents ranked ‘streamline and reduce required 
documentation/administrative work’, ‘provide fair 
compensation’ and ‘improve work–life balance’ as the 
three solutions most requested in both 2020 and 2021 

(figure 3). Again, the overall distribution of rankings was 
generally stable across waves.

There were no differences in the top two most highly 
ranked contributors or solutions to burnout for male 
versus female physicians. However, the third highest 
ranked contributor for women was ‘health system 
sustainability’ versus ‘practice environment’ for men. 
There were also a few differences based on age/career 
stage with younger members prioritising organisational 
changes to improve work–life balance and older physi-
cians suggesting better integration of digital health tools 
(online supplemental appendix 4).

A qualitative analysis of the responses to the open- text 
questions that offered respondents the opportunity to 
add additional contributors and solutions yielded themes 
largely consistent with the provided options. An excep-
tion was a theme related to the pandemic that emerged 
as a burnout contributor in the 2021 survey. Responses 
related to this theme included lacking personal protec-
tive equipment, impacts of isolation, and public and 
social media criticisms.

DISCUSSION
One year following the onset of the pandemic, preva-
lence of burnout among respondents had significantly 
increased. Nearly 35% of Ontario physicians were experi-
encing high levels of burnout by March 2021.

The prevalence of high levels of burnout pre- pandemic 
(28%) was consistent with prior research from the Cana-
dian Medical Association, which reported high levels of 
burnout among 30% of Canadian physicians in a 2017 

Figure 1 Overall levels of burnout reported by survey respondents (2020: n=1400; 2021: n=2638).

https://dx.doi.org/10.1136/bmjopen-2021-060138
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members survey.12 We are not aware of any studies reporting 
on burnout during the pandemic for the general popula-
tion of physicians in Canada. However, a weekly repeated 
panel survey found no significant increase in burnout 
among Canadian emergency medicine physicians during 
the first 10 weeks of the pandemic.13 This finding is not 
necessarily contradictory to our results since burnout 
is developed through chronic stress over time, and our 
study period was significantly longer (1 year vs 10 weeks). 
A prospective repeated cross- sectional study of physicians 
working in COVID- 19 hub hospitals conducted in May 
2020 and May 2021 in central Italy found an increase in 
self- reported burnout levels.14 A similar upward trend in 
burnout was reported among US critical care physicians 
in a Medscape survey conducted in the early Autumn of 
2020 and 2021.15 16 However, that survey found no signif-
icant change in the overall percentage of physicians 
experiencing burnout (42%). It is difficult to compare 
findings from the Medscape studies with ours, since the 
time period and survey instrument were different, but it 

is concerning that rates of overall physician burnout in 
Ontario appear to be moving closer to those experienced 
in the USA.

It is too early to draw conclusions about whether the 
increase in burnout reported in the first year of the coro-
navirus pandemic in Ontario will persist, or even worsen, 
in the coming years as the acute phase of the pandemic 
subsides, care backlogs begin to be addressed and the 
healthcare system adapts in various ways. An umbrella 
review of systematic reviews and meta- analyses on health-
care worker burnout in coronavirus epidemics found that 
during the SARS and Middle East respiratory syndrome 
epidemics, prevalence of burnout among healthcare 
workers was actually similar to that during non- epidemic 
periods for certain studied healthcare workers in settings 
with high risk factors for burnout.17 As the authors point 
out, additional research on burnout during the SARS- 
CoV- 2 pandemic will be necessary to determine whether 
the magnitude, scope and duration of this pandemic have 
triggered an evolution of the disorder beyond that found 

Table 2 Adjusted weighted odds of high degree of burnout, by physician characteristics, 2020 and 2021

Variable Category
Reference 
group

2020 2021

OR

95% CI

Sig OR

95% CI

SigLB UB LB UB

Gender Female Male 0.904 0.864 0.946 * 1.093 1.047 1.141 *

Age cohort Under 35 years old 35–44 years 
old

0.514 0.473 0.560 * 1.242 1.142 1.350 *

45–54 years old 1.212 1.131 1.300 * 0.840 0.788 0.896 *

55–64 years old 0.679 0.620 0.745 * 0.490 0.450 0.533 *

65 years or older 0.336 0.302 0.373 * 0.256 0.231 0.284 *

Career stage Medical student Established 
physician

n/a n/a n/a 0.303 0.263 0.349 *

Resident/fellow 1.837 1.650 2.045 * 0.978 0.852 1.122

Starting career physician 1.147 1.050 1.252 * 0.529 0.486 0.575 *

Late career physician 1.589 1.464 1.725 * 1.452 1.341 1.572 *

Retired physician n/a n/a n/a n/a n/a n/a

Practice 
setting

Academic hospital Community- 
based group 
practice

1.148 1.072 1.230 * 1.010 0.946 1.078

Community hospital 0.956 0.888 1.028 0.755 0.710 0.804 *

Community- based 
interprofessional practice

1.541 1.422 1.671 * 0.752 0.696 0.813 *

Community- based solo 
practice

1.785 1.669 1.909 * 0.931 0.876 0.989 *

Practice 
location

Central Ontario Greater 
Toronto Area

1.088 1.004 1.178 * 1.068 0.993 1.148

Eastern Ontario 1.122 1.059 1.189 * 0.854 0.807 0.904 *

Northern Ontario 1.281 1.160 1.416 * 1.024 0.940 1.116

Western Ontario 0.721 0.676 0.769 * 0.716 0.673 0.762 *

Geographical 
setting

Remote area Urban n/a n/a n/a n/a n/a n/a

Rural 0.969 0.874 1.076 1.032 0.943 1.129

Semirural 1.421 1.312 1.539 * 1.058 0.980 1.141

Suburban 1.223 1.153 1.298 * 1.028 0.974 1.086

n/a: results not reported for cells containing fewer than 30 respondents.
*=significant at α=0.05 level.
LB, lower bound; UB, upper bound.
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Figure 2 Top 10 ranked contributors to burnout as reported by participants in 2020 and 2021.

Figure 3 Top 10 ranked solutions to burnout as reported by participants in 2020 and 2021. EMRs/EHR, Electronic Medical 
Records/Electronic Health Record.
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in non- pandemic times among high- risk subcategories of 
physicians and other healthcare workers. In any event, it 
is clear from the findings presented here that the wide-
spread impact of the pandemic has created a reckoning 
that health system leaders cannot afford to ignore. Our 
data on the perceived causes of burnout and solutions 
pointed out by physicians are timely.

Both 2020 and 2021 Medscape surveys found that more 
than half of respondents reported ‘too many bureaucratic 
tasks’ as contributing most to burnout, by far the most 
cited issue.15 16 Contributors and solutions to burnout 
in the present study are not directly comparable with 
the Medscape survey, owing to different choice lists and 
rating methodology. However, alleviating administrative 
burden was the top ranked solution by Ontario physicians 
despite the Ontario Health Insurance Plan providing a 
far more streamlined billing system compared with that 
in the USA.

Burnout has been identified as a system- level, workplace 
issue.15 A systematic review found organisational- level 
interventions were more effective than individual- level 
approaches.10 Consistent with this, the solutions ranked 
highest by physicians in Ontario were system- level or 
organisational in nature; individual- level contributors and 
solutions related to promoting well- being were ranked 
lower. This is an important consideration for those inter-
ested in implementing interventions to address physician 
burnout. However, system- level solutions tend to involve 
significant complexity, being targeted at various stake-
holders in the healthcare system including multiple levels 
of government, medical regulators and healthcare organ-
isations. As a result, it is difficult to design and implement 
such solutions and to evaluate their implementation. 
While there is much literature outlining what system- 
level solutions could look like, there is relatively limited 
evidence evaluating such interventions.

In terms of the top ranked solution, ‘streamline and 
reduce required documentation/administrative work’, 
the majority of evidence has focused not on the actual 
reduction of required work but rather on the shifting of 
certain documentation requirements to medical scribes. 
Scribes were found to reduce administrative burden and 
were among the most effective burnout interventions of 
those identified in two systematic reviews.18 19

Evaluations of the impact of physician compensation 
changes upon burnout are lacking in the literature. 
Research specifically evaluating the impacts of various 
compensation policy changes on burnout is needed. 
Such areas could include moving compensation struc-
tures away from piece- work models (eg, FFS), as the 
literature theorises that such models incentivise higher 
workloads,20 as well as addressing the gender pay gap, 
which has been documented among Ontario physi-
cians.21 Research exploring the relationship between the 
gender pay gap and burnout among physicians is lacking, 
but a 2016 study of 22 581 US adults found that women 
were significantly more likely to experience depression 
and anxiety when they were paid less than their equally 

qualified male counterparts, including among the subset 
of high- income women.22

Interventions to increase work–life balance include 
organisational policy changes to normalise flexible work 
arrangements such as part- time work or job sharing (ie, 
two part- time physicians sharing a full- time position),23 24 
as well as exploring innovative strategies such as a time 
banking programme, where credits are given to partic-
ipants for time spent on unpaid or under- recognised 
responsibilities—such as providing last minute clinical 
coverage or mentoring—and can be redeemed for home 
or work support services, including meal delivery or grant 
writing.25

The solutions identified here and in the US Medscape 
research represent physician opinions or beliefs. Further 
research is needed to determine whether implementing 
these solutions reduces the prevalence of burnout 
and whether different subgroups of physicians (eg, by 
gender, cohort, specialty, hospital vs community setting, 
etc) require different types of interventions to address 
burnout effectively.

LIMITATIONS
Burnout was measured using a unidimensional scale, 
rather than the 22- item Maslach Burnout Inventory 
(MBI) that has been used extensively to differentiate the 
emotional exhaustion, depersonalisation and personal 
accomplishment aspects of burnout.26 The measure used 
has been validated as a substitute to the MBI emotional 
exhaustion subscale.7 Although it would have been 
desirable to obtain more nuanced data on symptoms 
of burnout, it was judged that the trade- off in terms of 
survey participation was prohibitive. As it was, survey 
participation may have been subject to self- selection bias. 
The surveys were advertised using email newsletters and 
social media, rather than via targeted mailings. It was 
not possible to follow up with non- respondents via mail 
or telephone modes, which might have increased the 
number of responses. If physicians experiencing symp-
toms of burnout were less likely than others to read the 
email newsletters, we may have underestimated physi-
cian burnout. On the other hand, if those experiencing 
burnout were more motivated to submit a response, 
we may have overestimated its prevalence. Further, 
the merger of the OMA’s newsletters, which occurred 
between survey waves, necessitated inconsistencies in the 
dissemination approach for the two surveys. However, all 
former recipients of the 2020 President’s Update became 
recipients of the unified OMA News. The dissemination 
approach was also modified with the addition of social 
media for the 2021 survey, which was leveraged to attempt 
to reach physicians, recognising the significant volume of 
email communications physicians received during the 
pandemic. Even in the absence of selection bias, results 
may not be generalisable beyond Ontario physicians 
and trainees. Strict public health measures enforced in 
Ontario during the first year of the pandemic may have 
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reduced the strain on the healthcare system and health-
care workers, compared with the situation in other juris-
dictions internationally. Hence, our findings on physician 
burnout during COVID- 19 may be conservative.

CONCLUSION
This study demonstrates increased prevalence of burnout 
among Ontario physicians 1 year following the onset of 
the COVID- 19 pandemic. This is perhaps unsurprising 
given that healthcare workers were subject to unprec-
edented stressors over this period. The implications of 
burnout are even more concerning given the clinical 
backlog of services, the worsening of health conditions 
through diagnostic delays and service deferrals, the puta-
tive increases in mental health and substance use disor-
ders and the anticipated but as yet unknown impacts of 
long- COVID. Remediating burnout for physicians and all 
healthcare workers will be critical to support health system 
recovery efforts post- pandemic and create a sustainable 
healthcare system. Our findings provide a starting point 
for evaluating key priorities for system- level solutions to 
address physician burnout in Ontario.
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