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Wellness and Coping of Physicians Who Worked
in ICUs During the Pandemic: A Multicenter
Cross-Sectional North American Survey*

OBJECTIVES: Few surveys have focused on physician moral distress, burnout,
and professional fulfilment. We assessed physician wellness and coping during
the COVID-19 pandemic.

DESIGN: Cross-sectional survey using four validated instruments.
SETTING: Sixty-two sites in Canada and the United States.

SUBIJECTS: Attending physicians (adult, pediatric; intensivist, nonintensivist)
who worked in North American ICUs.

INTERVENTION: None.

MEASUREMENTS AND MAIN RESULTS: We analysed 431 questionnaires
(43.3% response rate) from 25 states and eight provinces. Respondents were
predominantly male (229 [55.6%]) and in practice for 11.8 9.8 years. Compared
with prepandemic, respondents reported significant intrapandemic increases
in days worked/mo, ICU bed occupancy, and self-reported moral distress
(240 [56.9%]) and burnout (259 [63.8%)]). Of the 10 top-ranked items that incited
moral distress, most pertained to regulatory/organizational (n = 6) or local/insti-
tutional (n = 2) issues or both (n = 2). Average moral distress (95.6 £ 66.9), pro-
fessional fulfilment (6.5+2.1), and burnout scores (3.6 +2.0) were moderate with
227 physicians (54.6%) meeting burnout criteria. A significant dose-response
existed between COVID-19 patient volume and moral distress scores. Physicians
who worked more days/mo and more scheduled in-house nightshifts, especially
combined with more unscheduled in-house nightshifts, experienced significantly
more moral distress. One in five physicians used at least one maladaptive cop-
ing strategy. We identified four coping profiles (active/social, avoidant, mixed/
ambivalent, infrequent) that were associated with significant differences across
all wellness measures.

CONCLUSIONS: Despite moderate intrapandemic moral distress and burnout,
physicians experienced moderate professional fulfilment. However, one in five
physicians used at least one maladaptive coping strategy. We highlight potentially
modifiable factors at individual, institutional, and regulatory levels to enhance phy-
sician wellness.

KEY WORDS: burnout; coping; moral distress; pandemic; wellness

hysician wellness is recognized as an important facet of career satisfac-
tion (1). Moral distress occurs when an individual feels constrained to act
or refrain from acting, in contradiction to his/her ethical values (1-4).
Common circumstances that incite moral distress for healthcare providers per-
tain to end-of-life care, failures of workplace, and pressures to reduce costs (5).
Burnout is associated with moral distress and is characterized by emotional
exhaustion, depersonalization, a reduced sense of personal accomplishment in
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the workplace (4, 6-9) and develops over time (10). Consequences of burnout
range from minor (e.g., detachment from one’s work) (7) to catastrophic
(e.g., depression, addiction, and suicide) (6). Professional fulfilment is the sat-
isfaction that individuals feel when they have achieved or are attaining their
career goals (11). Coping is broadly defined as efforts that are used to minimize
distress associated with negative life experiences (12). Strategies that augment
professional fulfilment or enhance coping have been advanced as methods for
organizations and individuals to reduce burnout (6, 13).

The COVID-19 pandemic (6, 10, 14, 15) exposed a lack of disaster prepar-
edness in hospitals globally (16). Increased patient volume necessitated devel-
opment of real-time strategies to increase ICU capacity resulting in changes to
personnel, work flow, and workplace culture (6, 11, 14, 16, 17). Wellness surveys
typically focus on the diverse and more numerate nonphysician healthcare pro-
viders (5, 10) with only limited data on the moral distress (3-5), burnout (4, 18),
resilience (4, 18), and compassion fatigue (4) of ICU physicians. To address
this gap, we conducted a binational, cross-sectional survey of physicians who
worked in North American ICUs to characterize the impact of the pandemic on
physician wellness and coping.

MATERIALS AND METHODS

We used rigorous survey methodology to design, test, and administer our
questionnaire (19, 20, 21). The study protocol was approved by the Executive
Committee of the American Thoracic Society (ATS). The survey was reviewed,
and the need for approval was waived (September 25, 2020) by the Ethics re-
view by the Health Sciences Integrated Research Ethics Board (Hamilton,
Canada). The survey was implemented in accordance with the Tri-Council
Policy Statement: Ethical Conduct for Research Involving Humans (22) and
with the Declaration of Helsinki (23). The study protocol was approved by the
Executive Committee of the ATS (November 23, 2020).

Sampling Frame

We used a multimodal approach (Women in Critical Care [WICC] Interest
Group of the ATS membership list, colleague referrals, electronic mail corre-
spondence) to identify site leads. Site leads distributed an electronic question-
naire locally to the larger of one third of attending physicians in their ICUs
or at least 10 potential respondent. We excluded nonphysicians, physicians-in-
training, and physicians who did not care for ICU patients or were no longer
in practice.

Questionnaire Development and Testing

The questionnaire included four validated instruments: the 27-item Measure
of Moral Distress for Healthcare Professionals (24), two-item version of
the Maslach Burnout Inventory (MBI) (25), 14-item Stanford Professional
Fulfilment Index (PFI) (26), and the 14-item Brief Cope scale (12) to assess
moral distress, burnout alone, professional fulfilment and burnout, and coping.
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( )
@)\ KEY POINTS

¢ Question: \We assessed the wellness and cop-
ing of physicians who worked in the ICU during
the COVID-19 pandemic.

¢ Findings: Physicians experienced, moderate
intra-pandemic moral distress, burnout, and
professional fulfilment. One in 5 physicians
used at least one maladaptive coping strategy.
Based on frequency of use of coping strate-
gies, we identified 4 coping profiles (active/
social, avoidant, mixed/ambivalent, infrequent)
that were associated with significant differences
across all wellness measures.

e Meaning: Despite moderate intra-pandemic
moral distress and burnout, physicians also
experienced moderate professional fulfillment
during the pandemic. We highlight potentially
modifiable factors at individual, institutional,
and regulatory levels to enhance physician
wellness.

. J

We collected demographic data about respondents,
their practice type and setting, and workload.

We pilot tested the questionnaire with three WICC
members to assess flow, salience, and acceptability and
assessed its clinical sensibility (comprehensiveness,
clarity, and face validity) with three other WICC mem-
bers. The final questionnaire (59 instrument, 25 demo-
graphic items) was formatted in Qualtrics (Provo, UT)
in English with nominal, ordinal, and open-ended re-
sponse formats (Appendix 1, http://links.lww.com/
CCM/H202).

Questionnaire Administration

Sixty-two site leads sent a prenotification e-mail
(February 6 or 7, 2021), a unique “site lead” link to
the initial questionnaire (February 10 or 12, 2021),
reminder e-mails (February 24, March 13, March 24,
2021), and up to three optional nudges for question-
naire completion, at 2-3 week intervals, to potential
respondents before survey closure (April 16, 2021).

Statistical Analysis

We collapsed responses (a few times a month or more)
to report emotional exhaustion, depersonalization and

Critical Care Medicine

average burnout scores (seven-point scale) using the
MBI (25). To summarize Stanford PFI (26) responses,
we collapsed response options (moderately, a lot, and
extremely) for professional fulfilment (sixitems), work
exhaustion (four items), and interpersonal disengage-
ment (six items). We report professional fulfilment and
burnout (combined work exhaustion and interper-
sonal disengagement scores: 10-point scale) using the
Stanford PFI with “lower” work exhaustion, “lower” in-
terpersonal disengagement, and “higher” professional
fulfilment scores representing desirable outcomes
and a Burnout Subscale score greater than 3.3 iden-
tifying respondents who experienced burnout (26).
We pooled responses (a little, medium amount, or a lot)
to reflect use of coping strategies (12). We used the chi-
square and Student ¢ test to compare binary and con-
tinuous responses, respectively, and Spearman rho (27)
to assess correlations between the MBI (25) and
Stanford PFI (26). Data are presented using mean and
sD unless specified otherwise.

We conducted univariate and multivariable analysis
of variance (28) for comparisons between 1) intensivist
versus nonintensivist physicians, 2) adult versus pedi-
atric physicians, 3) University versus other hospitals, 4)
high versus low days worked/mo (defined by median),
5) scheduled versus unscheduled night shifts (defined
by median), and 6) COVID-19 patient volume (or-
dered categories) and average moral distress (24), pro-
fessional fulfilment (26), and burnout scores (25, 26)
with Bonferroni corrected p values. We used the
paired-sample ¢ test to compare days worked/mo and
bed occupancy (pre vs intra pandemic) and ordinal lo-
gistic regression to assess trends between case load and
wellness measures.

We derived profiles of respondents who used (some-
what frequently or more often) similar coping patterns
using latent profile analysis and selected the model with
an optimal number of profiles (29) using Akaikes in-
formation criterion and Bayesian information criterion
(30). Relationships between coping profiles and bi-
nary and continuous wellness measures were assessed
using the chi-square test and the Brown-Forsythe
test of equality of means, respectively. Analyses were
performed using SPSS 76.0 (IBM SPSS Statistics for
Windows, IBM Corp, Armonk, NY) and R Version
4.0.2 (tidyLPA, Version 1.0.8 [2020-08]; https://data-
edu.github.io/tidyLPA/). Bonferroni-corrected p values
of less than 0.05 were considered statistically significant.
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TABLE 1.

Characteristics of Respondents, Practices,
and Workload

n %
Respondent characteristics
Gender
Male 229 53.1
Female 173 40.1
Prefer not to respond 10 23
Missing 19 4.4
Age
<30 2 0.5
31-40 1563 35.5
41-50 145 33.6
51-60 69 16.0
61-70 30 7.0
71-80 6 1.4
>80 1 0.2
Prefer not respond 7 1.6
Missing 18 4.2
Marital status
Single 46 10.7
Married/partnered/common law 345 80.0
Widowed 1 0.2
Divorced/separated 11 2.6
Prefer not to respond © 2.1
Missing 19 4.4
Dependents
Yes 264 61.3
No 139 32.3
Missing 21 4.9
Prefer not to answer 7 1.6
Years in practice (mean % sp) 11.8 9.8
Practice types and settings (select all that apply)
University hospital 334 65.0
Community hospital 112 21.9
Government/VA hospital 49 95
Missing 19 3.7
Adult practice 387 89.8
Pediatric/neonatal practice 17 3.9
Both 8 1.9
Missing 19 4.4

Clinical workload (mean = sp)

ICU clinical work (days/mo) (year before  10.1 13.9
March 1, 2020)

ICU clinical work (days/mo) (March 1, 13.1 15.6
2020 to questionnaire completion)

1692 www.ccmjournal.org

RESULTS

Response Rate

We analyzed 431 questionnaires from 1,080 potential
respondents (crude response rate 43.3%, analyzable re-
sponse rate 40.0%) from 25 U.S. states and eight Canadian
provinces completed in part or in full, and 33 opt out
responses. We excluded four questionnaires (three com-
pleted by physicians-in-training and one duplicate).

Characteristics of Respondents, Workplaces,
and Work Profiles

Respondents were predominantly male (229 [53.1%]),
married/partnered (345 [80.0%]), and between the ages
of 31-50 years (298 [69.1%]) (Table 1). Most respondents
worked at University hospitals (334 [65.0%]) and were in
practice 11.8+9.8 years. Pre pandemic, most physicians
cared for adult patients (87 [89.8%]) and had mixed (ICU
+ other) clinical practices (262 [60.8%]). Average ICU
bed occupancy increased from 53.4+43.7 pre pandemic
to 76.1£66.5 intrapandemic (p < 0.001). Compared with
prepandemic, physicians reported an increase in the av-
erage number of days they worked/mo in the ICU during
the pandemic (10.1+13.9 to 13.1+15.6; p < 0.001).

Measure of Moral Distress

The average moral distress score was 95.6+66.9 (max-
imum 417). Of the 10 top items that incited moral dis-
tress, most pertained to regulatory/organizational (n =6),
local/institutional (n = 2) issues, or both (n = 2) (Table 2).
Compared with prepandemic, most physicians affirmed
that their intrapandemic moral distress increased (240
(56.9%)] or remained similar [174 (41.2%)]. Some
respondents (116 [27.2%] and 57 [13.4%]) considered
leaving/left or were currently considering leaving their
position due to moral distress, respectively.

Burnout and Professional Fulfillment

With the MBI (25), 144 physicians (34.4%) and 237 phy-
sicians (56.6%) reported feeling burnt out at work “once
a week” or more and “a few times per month” or more,
respectively, Similarly, 69 physicians (16.7%) and 124
physicians (30.1%) acknowledged becoming more cal-
lous toward people with the same frequencies. The av-
erage MBI burnout score (25) was 3.3 + 1.5 with average
emotional exhaustion and interpersonal disengagement
scores of 3.8+1.7 and 2.8 £ 1.6, respectively.

December 2022 * Volume 50 * Number 12
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TABLE 2.

Ranked Scores for Measure of Moral Distress for Healthcare Professionals Items

Measure of Moral Distress-Healthcare Professionals Item
Follow the family insistence to continue aggressive treatment even though it is not in
the best interest of the patient.

Continue to provide aggressive treatment for a person who is most likely to die regard-
less of this treatment when no one will make a decision to withdraw it.

Experience lack of administrative action or support for a problem that is compromising
patient care.

Experience compromised patient care due to lack of resources/equipment/bed ca-
pacity.

Be required to care for patients who have unclear or inconsistent treatment plans or
who lack goals of care.

Have excessive documentation requirements that compromise patient care.

Participate in care that causes unnecessary suffering or does not adequately relieve
pain or symptoms.

Feel pressured to order or carry out orders for that | consider to be unnecessary or in-
appropriate treatments.

Be required to care for more patient than | can safely care for.
Witness healthcare providers giving “false hope” to a patient or family.
Watch patient care suffer because of a lack of provider continuity.
Witness low quality of patient care due to poor team communication.

Be required to work with abusive patients/family members who are compromising
quality of care.

Participate on a team that gives inconsistent messages to a patient/family.

Be required to work with other healthcare team members who are not as competent as
patient care requires.

Be unable to provide optimal care due to pressures from administration or insurers to
reduce cost.

Participate in care that | do not agree with but do so because fears of litigation.

Feel required to overemphasize tasks and productivity or quality measures at the ex-
pense of patient care.

Fear retribution if | speak up.

Work within power hierarchies in teams, units, and my institution that compromises
patient care.

Work with team members who do not treat vulnerable or stigmatized patients with dig-
nity and respect.

Follow a physician's or family member's requests not to discuss the patient’s prognosis
with the patient/family.

Feel pressured to ignore situations in which patients have not been given adequate
information to ensure informed consent.

Feel unsafe/bullied amongst my own colleagues.

Witness a violation of a standard of practice or a code of ethics and not feel sufficiently
supported to report the violation.

Be pressured to avoid taking action when | learn that a physician, nurse, or other team
colleague has made a medical error and does not report it.

Be required to care for patients whom | do not feel qualified to care for.

Mean

8.15

7.04

5.11

4.92

4.81

4.64
4.59

4.42

4.20
414
4.03
3.81
3.64

3.38
3.32

2.89

2.81
2.70

2.63
2.49

1.90

1.87

1.61

1.59
1.46

1.20

1.05

1) Rank
4.8 1
4.9 2
5.1 3
5.0 4
4.3 5)
5.0 6
4.3 7
4.2 8
4.7 9
4.0 10
4.1 11
4.0 12
3.9 13
3.9 14
41 15
4.5 16
3.7 17
4.1 18
4.5 19
4.2 20
3.2 21
2.6 22
3.0 23
3.6 24
8.3 25
2.7 26
2.1 27
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Responses to Subscale Questions

Figure 1. Responses to the Stanford professional fulfillment index. Depicts physician responses to each of the questions in the three
domains of the Stanford professional fulfillment (23) including professional fulfillment six items), work exhaustion (four items), and

interpersonal disengagement (six items).

Using the Stanford PFI (26), most respondents
found their work meaningful (387 [91.9%]) and sat-
isfying (367 [87.6%]). Physicians felt worthwhile at
work (365 [86.9%]) and that they (365 [86.7%]) were
contributing professionally in ways that they valued.
However, most physicians felt physically (297 [71.6%])
and emotionally (266 [63.8%]) exhausted at work.
Some physicians felt at least moderately less interested
in talking to patients (137 [32.6%]), whereas others felt
less empathetic and connected with both patients (118
[28.1%] and 195 [46.4%], respectively) and colleagues
(137 [32.6%] and 201 [47.9%], respectively) (Fig. 1).

The average Professional Fulfillment Subscale score
(26) was 6.5+2.1 with average work exhaustion and
Interpersonal Disengagement Subscale scores of 4.6 +2.3
and 3.0+2.2, respectively. The average Stanford PFI
Burnout Subscale score (26) was 3.6 +2.0 with over half
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of respondents (227 [54.6%]) meeting burnout criteria.
Compared with prepandemic, physicians self-reported
that their burnout increased (259 [63.8%]) or remained
unchanged (126 [31.0%]) during the pandemic.

Relationships Between Wellness Measures

Professional fulfillment was negatively correlated
with all other wellness measures. Moral distress was
positively correlated with the Stanford PFI Burnout
Subscale score (p = 0.52; p = 0.01) (Appendix 2, http://
links.Iww.com/CCM/H203).

Coping Strategies

Physicians used diverse coping strategies (12) during the
pandemic (Fig. 2). Compared with prepandemic, most phy-
sicians reported that their coping remained the same (231
[55.9%]) or decreased (102 [24.7%]) during the pandemic.

December 2022 * Volume 50 * Number 12
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100

Proportion of Respondents (%)

Coping Strategies

Figure 2. Physicians’ use of coping strategies during the pandemic. Depicts physician’s self-reported use of each of the 14 coping

strategies included in the Brief Cope (24) instrument.

Coping Profiles and Wellness

We identified four distinct coping profiles based on
frequency of use of coping strategies. “Active or so-
cial copers” (79/416 [19.0%]) used active (e.g., active
coping, planning, positive reframing) and social
(e.g., venting, emotional support, instrumental support)
coping strategies. “Avoidant copers” (193/416 [46.4%)])
used passive, avoidant coping strategies (e.g., self-distrac-
tion, denial, substance use, behavioral disengagement,

TABLE 3.

and self-blame). “Mixed/ambivalent copers” (19/416
[4.6%]) used both active (e.g., active coping, planning,
positive reframing) and passive or avoidant (e.g., de-
nial, behavioral disengagement, and self-blame) coping
strategies. “Infrequent copers” (125/416 [30.0%]) did
not use any coping strategies very frequently. Infrequent
copers experienced the lowest moral distress, high-
est professional fulfillment, and lowest burnout scores.
Conversely, mixed/ambivalent copers experienced the
highest moral distress, lowest professional fulfillment,

Associations Between Wellness Measures and Coping Profiles

Active or
Social

Wellness Measures

Coping Profile

Mixed or

Avoidant Ambivalent

Infrequent

P

Measure of Moral Distress for Healthcare 165.6+35.8 89.5+25.7 2704%+76.8 33.9%£20.9 <0.001
Professionals Scale Score, mean * sp

MBI (two items), mean % sb 3.4%1.6 2.4+1.4 3.6%t1.6 1.4%+1.2 <0.001

Proportion With Burnout Using MBI, % (95% ClI) 61 (50-72) 38 (32-45) 68 (45-91) 18 (11-25) < 0.001

Stanford Professional Fulfillment Subscale Score, 53+2.2 6.7+£1.8 43+29 73+x1.8 <0.001
mean * sb

Stanford Burnout Subscale Score, mean % sb 49+1.8 3.8+1.7 55+2.6 23+15 <0.001

Proportion With Burnout Using Stanford 81 (72-90) 61 (54-68) 79 (59-99) 24 (16-32) < 0.001

professional fulfillment, % (95% ClI)

MBI = Maslach Burnout Inventory.

Critical Care Medicine
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and highest burnout scores. More active copers and
mixed/ambivalent copers met Stanford PFI burnout cri-
teria (Table 3). Many mixed/ambivalent copers (10/18
[55.6%]) affirmed that their ability to cope had decreased
from pre pandemic to intrapandemic (Appendix 3,
http://links.lww.com/CCM/H204). Senior physicians (>
51yr) (47/127 [37.0%]) were well-represented among in-
frequent copers.

Secondary Analyses

We did not find differences in moral distress, pro-
fessional fulfillment, and burnout scores between
intensivists and nonintensivists, adult and pediatric
physicians, or practitioners in community versus other
settings. Nonintensivists (vs intensivists) reported
significantly more moral distress related to “being
required to care for patients whom they did not feel
qualified to care for” (2.5+2.8 vs 1.0£2.1; p = 0.046)
and “working with team members who did not treat
vulnerable or stigmatized patients with dignity and re-
spect” (3.9+3.4vs 1.8+3.2; p = 0.013).

Physicians who worked more (> median) versus less
(< median) days/mo experienced significantly more
moral distress (228.0+120.2 vs 198.7+87.1; p < 0.001)
but similar Stanford PFI Burnout and Professional
Fulfillment (26) scores. Similarly, physicians who
worked more vs less “scheduled” in-house nightshifts ex-
perienced significantly higher moral distress on selected
items (Appendix 4, http://links.lww.com/CCM/H205)
but no differences in professional fulfillment or burnout.
Less “scheduled” (< median) and more “unscheduled” (>
median) in-house night shifts were associated with sig-
nificantly higher moral distress pertaining to feeling re-
quired to overemphasize task and productivity or quality
measures at the expense of patient care (interaction p
= 0.006). More “scheduled” (> median) and more “un-
scheduled” (> median) in-house night shifts were asso-
ciated with significantly higher moral distress related to
working with team members who do not treat vulner-
able or stigmatized patients with dignity and respect (in-
teraction p = 0.018).

Physicians who experienced higher COVID-19
patient volumes had significantly higher moral dis-
tress (Wald %? (1) = 9.573; p = 0.002) and Stanford PFI
burnout scores (Wald % [1] = 8.52; p = 0.004) but sim-
ilar Professional Fulfillment scores (Wald % [1] =3.03; p
= 0.08) (24, 26). A significant dose-response was noted
between higher average COVID-19 patient volume and
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higher average moral distress scores. Physicians who
worked at hospitals that cared for between 501 and 750,
and greater than 750 COVID-19 patients had the high-
est burnout scores (Stanford PFI and MBI) and moral
distress scores, respectively (Appendice 5, A and B,
http://links.lww.com/CCM/H206).

Post hoc, we found that women (vs men) physicians
experienced significantly higher intrapandemic moral
distress and burnout and physicians who self-identi-
fied as persons of color (vs other) experienced signifi-
cantly higher moral distress (Appendix 6, http://links.
lww.com/CCM/H207).

DISCUSSION

In this binational, intrapandemic survey of attending
physicians who worked in the ICU, we identified sig-
nificant increases in the number of days worked/mo,
ICU bed occupancy, and self-reported moral distress
and burnout from pre pandemic to intrapandemic. Of
the 10 top-ranked items that incited moral distress,
most pertained to regulatory/organizational (n = 6) or
local/institutional (n = 2) issues or both (n = 2). Over
half of physicians who worked in the ICU met burnout
criteria. Despite moderate average moral distress and
burnout scores, physicians who worked in the ICU
also experienced moderate professional fulfilment.
Physicians who worked more (vs less) days/mo and
more scheduled in-house nightshifts, especially com-
bined with more unscheduled in-house nightshifts, ex-
perienced significantly more moral distress on selected
items. There was a significant dose-response between
higher average patient volume and higher average
moral distress scores. One in five physicians used a
maladaptive coping strategy. We identified four cop-
ing profiles that were associated with significant differ-
ences across all wellness measures.

Few surveys have focused on physician wellness. This is
related to the challenges inherent in identifying and con-
tacting physicians amidst privacy concerns and the fact
that physicians are less numerate than multiprofessional
healthcare providers in ICUs. Unlike an earlier multidisci-
plinary survey conducted in the Netherlands that identi-
fied “inadequate emotional support for patients and their
families” as the main item inciting moral distress (31),
we found that the “need to continue aggressive treatment
even though it was not perceived to be beneficial or likely
to change outcome” incited the highest moral distress.
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Compared with a prepandemic survey of 239 Canadian
intensivists, we found similar moral distress scores (107
vs 96.6) and alignment among eight of the 10 top-ranked
items that incited moral distress (4). Importantly, six of
these top 10-ranked items had a locus of control in regu-
latory or organizational bodies. We also noted significant
relationships between increased moral distress and higher
patient volume, more days worked/mo, and more sched-
uled in-house night shifts, especially when combined with
unscheduled in-house night shifts. Taken together, our
findings highlight several potentially modifiable factors
that could be addressed at the individual (coping), institu-
tional (patient volume, workload, scheduling of in-house
shifts, administrative support, equipment), and regulatory
(documentation requirements, end-of-life care, inappro-
priate treatment) levels to enhance physician wellness.

Estimates of physician burnout vary based on the scale
used and the timing of measurement. Compared with the
prepandemic survey of Canadian intensivists by Dodek
et al (4), we found similar mean MBI emotional exhaus-
tion (3.5£1.7 vs 3.84£1.7) and depersonalization scores
(3.0£1.7 vs 2.8+ 1.6). Conversely, compared with another
survey of Canadian intensivists (1), we found that physi-
cians who worked in ICUs during the pandemic were
more likely to report burnout once a week or more (52/272
[19%] vs 144/419 [34.3%]) using the MBI (25). Few stud-
ies have used the Stanford PFI (26)—a scale specifically
designed to assess professional fulfilment and burnout in
“physicians.” Compared with a prepandemic survey of 419
physicians at the University of Toronto, we identified mar-
ginally lower professional fulfilment (6.7 +2.4 vs 6.5+2.1)
but higher work exhaustion (3.5£2.5 vs 4.6+2.3) and in-
terpersonal disengagement (2.2+1.9 vs 3.0£2.2) subscale
scores using the Stanford PFI (26). Although our respon-
dents reported higher average intrapandemic burnout
(2.7+2.1 vs 3.6+2.0) subscale scores compared with this
prepandemic survey, they also experienced moderate pro-
fessional fulfillment. This finding may reflect the novel
challenges posed by the pandemic and the prominence of
front-line physicians in the media (14). Finally, we identi-
fied a significant relationship between higher COVID-19
patient volume and higher burnout with both the MBI
(25) and the Stanford PFI (26).

Compared with moral distress and burnout, consider-
ably less is known about physician coping. In an intra-
pandemic study of 398 health workers (207 physicians,
133 nurses, and 58 pharmacists) in Pakistan, Salman
et al (32) found that religion, acceptance, and planning

Critical Care Medicine

were commonly used coping strategies, whereas sub-
stance use and self-blame were infrequently used. In
North America, we found that acceptance (active coping
strategy) and self-distraction (avoidant coping strategy)
were the most frequently used coping strategies and re-
ligion was infrequently used. Although positive coping
strategies (active or social) were widely used, coping
profiles, based on frequency of use of coping strategies,
avoidant copers (46.4%) comprised nearly half of our
sample with infrequent copers being the second largest
coping profile (19.0%). Coping profiles were associated
with significant differences across wellness measures with
infrequent copers experiencing the lowest moral distress
and burnout scores and the highest professional fulfill-
ment and mixed/ambivalent copers experiencing the
highest moral distress and burnout scores and the lowest
professional fulfillment. More active copers and mixed/
ambivalent copers met Stanford PFI burnout criteria (26).

Our survey has strengths and limitations. First, we
used rigorous survey methodology to design, test, and
administer our questionnaire (19). Second, our re-
sponse rate was higher than expected for a large-scale,
intrapandemic survey. Third, we worked with 62 local
North American site leads to identify and administer
our questionnaire to physicians who worked in ICUs
during the pandemic. With this approach, we obtained
responses from diverse respondents in 25 U.S. states
and eight Canadian provinces including respondent
groups (junior, women, and community-based physi-
cians) that are typically underrepresented in surveys.
We cannot exclude a social desirability effect given that
responses were enriched with positive coping strate-
gies. We did not conduct detailed analyses related to
potential effect modifiers or corroborate our find-
ings with workload measurements specific to respon-
dent’s ICUs. Third, although we sought a minimum of
10 responses per ICU, some ICUs had few potential
respondents and few responses. Finally, our findings
represent the physicians surveyed at selected partici-
pating centers and consequently may not be generaliz-
able to other ICUs and contexts.
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