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NEWS

t’s really no surprise to anyone, 
most certainly not for Canada’s 
weary doctors: Recently released 
data from the Canadian Medical 

Association’s (CMA) November 2021 
National Physician Health Survey (with 
4,000 respondents) shows that physician 
burnout has doubled since the onset of 
the pandemic, statistics that mirror those 
of recent provincial medical association 
surveys.

The contributors to burnout have 
been enumerated many times—doctor 
shortages, ballooning workload, an 
aging patient population, increased 
administrative burden, etc., not to 
mention the pandemic. Perhaps more 
notably, a growing contributing factor 
that doctors cite is patient expectations, 
disruptive behaviour, and even acts of 
aggression.

The Ontario Medical Association’s 
(OMA) 2020 and 2021 Burnout Task 
Force Surveys reported burnout at 66% 

and 75% respectively. In both years, 
at the top of the list of factors doctors 
cited for causing burnout was “patient 
expectations/patient accountability,” 
including “threat of patient complaints 
or litigation etc.”

Meanwhile, a Doctors Manitoba 
survey published in December 
2021 found 57% of physicians have 
experienced incidents of mistreatment 
over the previous month, including 
verbal abuse, threats, bullying and 
physical assault. Nearly 60% of those 
who answered the survey reported 
that incidents were occurring more 
frequently than a year ago. Incidents 
appear to be having a cumulative effect, 
as well, with reports that they are 
contributing to emotional exhaustion, 
stress and burnout.

CMA president Dr. Katharine 
Smart told the Medical Post that the 
increased “harassment, intimidation and 
aggression” started with the anti-vax 

sentiment, but has continued.
“We’ve seen in recent months 

across the country, just this 
increasing divisiveness in society, this 
increasing loudness of people who are 
understandably frustrated by mandates 
and different issues. But, that has 
really escalated the verbal assaults and 
sometimes physical assaults that are 
happening in healthcare environments,” 
Dr. Smart said.

Colleen Grady is an assistant 
professor and research manager with 
the Centre for Studies in Primary Care 
at Queen’s University in Kingston, 
Ont., and studies physician leadership 
development, psychological health and 
safety in the workplace and functional 
healthcare organizations.

“Patient demands—unreasonable, 
high expectations, demanding and 
abusive behaviour—tops the list when it 
comes to burnout factors,” said Grady, 
who is in the midst of a study to develop 
interventions to reduce burnout among 
family physicians.

“Unreasonable patient expectations 
is an agreed-upon top contributor (in 
Ontario), but there is little momentum 
behind finding an intervention to 
address this,” she said. “It seems, 
perhaps, (it is too) overwhelming to 
change this, impossible to change this, 
or, perhaps, seen as detrimental to the 
goal of patient-centred care.” 

Grady said that aggressive patient 
behaviour at times dovetails with 
another top contributor to burnout: 
unrelenting paperwork.

“The demand for completion of 
paperwork can be very stressful as patients 
come in with forms that need completion 
now and physicians are unable to drop 
everything to do so,” she said.

“Overall, I am hearing that this 
(aggression) has become a societal issue 
that has led to increasing disrespect for 
physicians and even clinic staff—often 
confrontational, abusive and even violent 
behaviour.” 

 
EXIT STRATEGIES
In the CMA survey, nearly half of 
physicians polled said they were 
considering cutting back their clinical 
hours in the next two years. Similar 
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Patient aggression, workload and paperwork  
plus exiting doctors all fanning the flames  

of doctor burnout  BY LOUISE LEGER

The burnout drain
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Indications and clinical use:

Premarin Vaginal Cream (conjugated estrogens, CSD) is indicated for 
the treatment of atrophic vaginitis, dyspareunia, and kraurosis vulvae.
It has not been shown to be effective for any purpose during pregnancy 
and its use may cause severe harm to the fetus.
It should be prescribed with an appropriate dose of a progestin for women 
with intact uteri in order to prevent endometrial hyperplasia/carcinoma.
Not indicated for use in pediatric patients (<16 years of age).
Contraindications:

• Liver dysfunction or disease 
• Known or suspected estrogen-dependent malignant neoplasia 
• Endometrial hyperplasia 
• Known, suspected, or past history of breast cancer 
• Undiagnosed abnormal genital bleeding 
• Known or suspected pregnancy 
• Active or past history of confirmed venous thromboembolism 

or active thrombophlebitis 
• Active or past history of arterial thromboembolic disease 
• Partial or complete loss of vision due to ophthalmic vascular disease 
• Known thrombophilic disorders 
• Migraine with or without aura 
Most serious warnings and precautions:

Risk of stroke and deep vein thrombosis: estrogen-alone therapy 
(mean age 63.6 years). 
Risk of myocardial infarction, stroke, invasive breast cancer, 
pulmonary emboli, and deep vein thrombosis: estrogen plus 
progestin therapy (mean age 63.3 years). 

Therefore, estrogens with or without progestins: 

• Should not be prescribed for primary or secondary prevention 
of cardiovascular diseases 

• Should be prescribed at the lowest effective dose and for the 
shortest period possible for the approved indication 

Other relevant warnings and precautions:

• Estrogen administration to nursing mothers has been shown to 
decrease the quantity and quality of breast milk. Detectable amounts 
of estrogens have been identified in the milk of mothers receiving 
the drug. Where an assessment of the risk to benefit ratio suggests 
the use of this product in nursing women is unfavourable, formula 
feeding should be substituted for breast feeding

• Possible increased risk of endometrial hyperplasia/carcinoma
• Particular caution is indicated in women with hepatic hemangiomas, 

as hormone replacement therapy may cause an exacerbation of 
this condition

• Caution is advised in patients with a history of liver and/or 
biliary disorders

• Cerebrovascular insufficiency. Patients who develop visual 
disturbances, classical migraine, transient aphasia, paralysis 
or loss of consciousness should discontinue medication

• Patients who have a history of depression should be observed
• Possible risk of ovarian cancer 
• May weaken and contribute to the failure of condoms, diaphragms, 

or cervical caps 
• Monitor blood pressure with hormone replacement therapy use 
• Caution in women with pre-existing endocrine and metabolic 

disorders 
• Symptoms and physical findings associated with a previous diagnosis 

of endometriosis may reappear or become aggravated with estrogen use 
• May increase pre-existing uterine leiomyomata 

• Abnormal vaginal bleeding 
• Risk of gallbladder diseases 
• May exacerbate systemic lupus erythematosus 
• May induce or exacerbate angioedema symptoms 
• Risk of developing probable dementia (women >65 years) 
• May exacerbate epilepsy 
• Caution in patients with otosclerosis 
• May cause fluid retention 
For more information:

Please consult the Product Monograph at https://www.pfizer.ca/
pm/en/PremarinPI.pdf for important information relating to adverse 
reactions, drug interactions, and dosing information which have not 
been discussed in this piece. 

The Product Monograph is also available by calling 1-800-463-6001.

CE=conjugated estrogens

*  12-week, prospective, double-blind placebo-controlled study in 423 generally 
healthy postmenopausal women aged 44 to 77 years who had ≤5% superficial 
cells on a vaginal smear, a vaginal pH ≥5.0, and who identified a most 
bothersome moderate to severe symptom of vulvar and vaginal atrophy. Patients 
were randomized to one of two PREMARIN VC regimens: 0.5 g (0.3 mg CE) 
administered twice weekly or 0.5 g (0.3 mg CE) administered sequentially for 
21 days on drug followed by 7 days off drug (21/7) or matching placebo regimens. 
Baseline dyspareunia scores for twice-weekly PREMARIN VC and placebo groups 
were both 2.1.1,2

†  Please consult the Product Monograph for complete dosage and 
administration instructions.

‡ Clinical significance is unknown.

References: 1. PREMARIN Vaginal Cream Product Monograph. Pfizer Canada ULC, 
May 12, 2020. 2. Bachmann G, et al. Efficacy and safety of low-dose regimens of 
conjugated estrogens cream administered vaginally. Menopause. 2009;16:719–27.

The lowest dose (0.5 g twice weekly 
intravaginally or topically) that will control 

symptoms should be chosen.1†

PREMARIN Vaginal Cream is supplied in a soft cream‡

and each 30 g tube is accompanied with 

2 calibrated plastic applicators.

HELP TREAT VAGINAL ATROPHY 
AND PAINFUL INTERCOURSE 

with PREMARIN® Vaginal Cream1

Significant reduction 
in painful intercourse 
vs. placebo.1,2*

• Mean change from baseline in 

dyspareunia symptom score at 

Week 12: -1.4 vs. -0.7 for twice-

weekly PREMARIN Vaginal Cream 

vs. placebo, respectively, p≤0.01.

Significant improvement in the percentage 
of superficial and parabasal cells, 
measurements of the vaginal maturation 
index, from baseline at Week 12 vs. placebo.1,2*

• Superficial cells increased 26% for twice-weekly PREMARIN 

Vaginal Cream vs. 1% for placebo, p<0.001 vs. baseline and 

placebo. Baseline values for PREMARIN Vaginal Cream and 

placebo, respectively: 0.8 and 0.5.

• Parabasal cells decreased 58% for twice-weekly PREMARIN 

Vaginal Cream vs. 7% for placebo, p<0.001 vs. baseline and 

placebo. Baseline values for PREMARIN Vaginal Cream and 

placebo, respectively: 59.5 and 63.9.

In a clinical study, PREMARIN Vaginal Cream demonstrated:

Significant reduction in 
vaginal pH from baseline 
at Week 12 vs. placebo.1,2*

• Mean change from baseline in vaginal 

pH at Week 12: -1.57 vs. -0.26 for twice-

weekly PREMARIN Vaginal Cream 

vs. placebo, respectively, p<0.001 vs. 

baseline and placebo. Baseline values 

for PREMARIN Vaginal Cream and 

placebo, respectively: 6.5 and 6.7.

findings came out of the OMA and 
Doctors Manitoba surveys. Doctors 
of BC reported in their 2020 online 
survey (which informed their Policy 
Statement on Physician Burnout) that 
approximately one-third of participants 
said they had considered or had already 
retired early, left the medical profession, 
or moved to another jurisdiction as a 
means of improving their job satisfaction 
or reducing burnout.

“We are seeing a lot of pivots 
away from things like longitudinal 
family practice so family doctors are 
finding jobs, doing other things within 
healthcare that don’t involve necessarily 
having a clinic and providing that 
longitudinal care for patients,” said  
Dr. Smart.

“People say, ‘I’m done with this, I can’t 
take anymore, I’m moving on,’” agreed 
Dr. John Chiasson, a family physician 
and director of Doctors Nova Scotia’s 
Professional Support Program and leads 
a ThriveMD program for physicians.

The result, he said, is more senior 
physicians and other healthcare 
workers have left, taking with them the 
knowledge and experience that benefits 
colleagues and patients. “You take those 
key people out, and suddenly, it’s like 
you’ve taken some supports away from 
me. So the burden has gone up.”

OMA president Dr. Adam Kassam 
noted that in Ontario younger doctors 
and older doctors are more susceptible 
to burnout compared with those in the 
middle, leading younger doctors to 
question their choices (especially if they 
are in family medicine). “Burnout has 
led to early retirement for those on the 
older side of the spectrum, or curtailing 
some of their practice,” again increasing 
the burden for younger doctors.

Both Dr. Kassam and Dr. Smart 
noted that primary care and acute care 
physicians like ER doctors have some 
of the highest burnout rates—but no 
specialty is immune.

For Dr. Colin Taylor, it wasn’t patient 
aggression or even the overwhelming 
admin work that led to his burnout 
several years ago and subsequent desire 
to make a change.

As a radiologist at a hospital and 
a clinic in Red Deer, Alta., he was 

regularly on call and found his workload 
increasing as each year went by. He 
worked longer and longer hours, felt a 
lack of control over his schedule and 
had little flexibility to attend family 
meals or events.

“As a radiologist, you’re the 
consultant’s consultant, and you’re there 
all the time to deal with things. There’s 
a lot of back and forth with family 
physicians or specialists and a lot of 
behind-the-scenes work (sometimes 
over cumbersome EMRs).”

Another factor, he said, is that over 
the years, physicians have come to rely 
much more on imaging for diagnoses 
and treatment plans than they used to. 
Those demands are also rising with the 
aging population.

Dr. Taylor said that while there is 
some outpatient work a radiologist 
can have control over, inpatient or 
emergency work is unpredictable. “It’s 
a large volume of work that you never 
seem to get on top of.”

Soon he was feeling an exhaustion 
that even days off wouldn’t relieve, along 
with headaches, eye strain, reflux—and a 
dread of going to work.

“I loved radiology, but not the way  
I was doing it, so with my wife (Dr. Sarah 
Taylor), I decided to make a change,”  
he said.

‘THOUGHTS AND PRAYERS’
The absence of a health human resources 
strategy or government commitments to 
address burnout and system failures, said 
Dr. Smart, “have created a lot of angst 
about where we’re headed. But despite 
the attention the healthcare system 
is getting, we’re still not necessarily 
seeing a lot of action from any level of 
government.”

Indeed, there are many task forces, 
recommendations, white papers, calls to 
action, and physician-support programs 
delivered via the CMA and provincial 
associations, among others. There is 
advocacy work targeting every level of 
government and pleas for more funding 
and system overhauls. But government 
machines move very slowly.

“We’re at the ‘thoughts and prayers’ 
stage of things, when (we need to be) 
owning the fact that there is a problem 

and committing the resources. We’re not 
there yet,” said Dr. Smart.

“Burnout is frankly driven by 
system-level factors, so this needs 
system-level change,” said Dr. Kassam, 
who also spoke about the efforts the 
OMA is making with OntarioMD to 
streamline EMRs to reduce admin work 
and frustration. “Advocacy is so very 
important, so I encourage our peers and 
our colleagues and others to advocate 
at all levels of the government and 
institutionally, to create real change,” he 
said. “Financial investment is going to 
be crucial.”

Meanwhile, the CMA and all the 
provincial medical associations have 
robust programs, including emergency 
hotlines for physicians struggling with 
burnout and mental health issues to get 
help anonymously. “We have to provide 
institutional supports for our physicians, 
and we have to talk about physician 
wellness,” Dr. Kassam said. “If you don’t 
have physicians and healthcare workers, 
you don’t have a healthcare system.”

In Red Deer, Dr. Taylor, while still 
working his job, started getting involved 
with teleradiology to see if he liked it 
and if it was a viable transition for him. 
“I knew almost instantly that if I could 
get enough volume of work through 
teleradiology, it would give me back 
those three cornerstones, autonomy, 
control, flexibility.”

He and his wife then made a move 
to Victoria, and he now has worked 
exclusively in teleradiology for almost 
five years, for a company that covers 
multiple hospitals and clinics. He has 
control over his schedule and work-life 
balance. “It has worked out really well for 
me,” he said. “Everybody keeps waiting 
for the system to change. I think we’ve 
seen over a significant course of time that 
the system’s agenda will always be such 
that it won’t be able to change enough to 
fit everybody’s wants and needs.”

What advice would he give doctors 
grappling with burnout?

“I know I’m lucky to have been able to 
make this transition, but I’d say, in order 
to have a change that you want to see, 
you have to make that change yourself. 
Take your situation into your own hands 
and do what’s best for you.”  
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