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Physician distress: Where are we and what
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Abstract. Depression, suicidal ideation, burnout, and moral injury are on the rise among physicians. Depression and suicidal
ideation are mental health disorders that result from multiple interacting factors including biological vulnerabilities and acute
stressors. Medical treatment for depression and suicidal ideation is critical to interrupt the potentially deadly progression to
suicide that occurs when one’s ability to find hope and other solutions is clouded by despair. Yet, stigma and perceived stigma of
seeking treatment for mental health disorders still plagues medical providers. Transitions during medical training and practice
can be particularly vulnerable time periods, though newer evidence suggests that overall, physicians are not at an increased risk
of suicide compared to the general population. While burnout and moral injury are common among rehabilitation physicians,
unlike depression, they are not directly associated with suicidal ideation. Opportunities for continued improvement in mental
health resources and institutional support exist across the spectrum from medical student to staff physician. With wellness
now increasingly supported and promoted by various medical organizations and recognition of the importance of access to
effective mental health treatment, regaining hope and positivity while restoring resiliency in physicians, trainees, and medical
students is possible.
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1. Introduction

In the United States (US), depression, suicidal
ideation, and suicide rates have risen in the gen-
eral population. Adult antidepressant use as measured
over a 30-day period in the US was 1.8% from 1999 to
2002 and markedly increased to 13.2% by 2015-2018
[1, 2]. Suicide rates reported by the Centers for Dis-
ease Control and Prevention increased by a striking
37% between 2000 and 2021 [3]. Historically, physi-
cian suicide rates were believed to be even greater
than the general population [4–6]. However, more
recent evidence suggests that physicians are not at
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an increased rate of suicide compared to the general
population, though there are certain vulnerable peri-
ods for physician death by suicide [7]. Regardless, an
estimated 119 physicians die by suicide every year in
the US [8]. Every one of these deaths is one physician
death too many.

2. Suicidal ideation and suicide risk

Suicidal ideation is one important warning sign
for suicide. Suicidal ideation is a general term used
to describe thoughts, wishes, and contemplations of
suicide ranging from thoughts that one would be
better if dead to having an actual suicide plan [9].
Though not always an indication of future suicide,
suicidal ideation should always be addressed as it
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may be a sign of extreme distress [10, 11]. Physi-
cians have a higher rate of suicidal ideation than the
general population, though the rate of suicide is not
increased [7, 12]. While most commonly associated
with depression in the lay literature, suicidal ideation
is not diagnostic for depression and can be present
in many other mental health conditions [13]. Depres-
sion and unaddressed mental health concerns require
medical attention. Depression and suicidal ideation
can lead to suicide but are very treatable conditions.

Recent studies suggest gender differences related
to physician suicide. Women physicians have an ele-
vated suicide mortality risk compared to the general
population. Conversely, male physicians have a lower
rate of suicide compared to their non-physician peers,
though male physicians who die by suicide still out-
number women at a proportion of 2 : 1 [14, 15].
In a study evaluating gender differences in suicide
risk among medical students and physicians, female
medical students and physicians at elevated risk of
suicide, as indicated by Patient Health Questionaire-
9 score > 15 or current suicidal ideation, had more
severe depression and were more likely to report sig-
nificant stress than men [16]. Male medical students
and physicians at elevated risk of suicide were more
likely to endorse suicidal ideation, intense anger,
excessive alcohol use, or using other substances [16].
No significant difference has been found in ethnicity
between physicians and non-physicians who die by
suicide [15].

The presence of emotional exhaustion and lower
self-valuation scores are associated with physician
suicidal ideation [12]. Depressed mood, other mental
health problems, suicidal ideation, previous suicide
attempts, deaths of friends or family members, early
childhood abuse, interpersonal problems, and phys-
ical health problems are all associated with suicide
amongst medical students and physicians [15, 17, 18].
Beyond these personal and interpersonal characteris-
tics and experiences, work related factors associated
with an increased risk of suicidal ideation or death
by suicide include harassment, work disengagement,
sickness presenteeism (working despite being sick),
“problems at work,” and an individual’s belief they
made a major medical error in the last three months
[12, 15, 19, 20]. In fact, “known job problems”
prior to suicide is one of the most robust contribu-
tors to physician suicide [15]. Importantly, protective
work factors include the perception of empowering
leadership and meaningful social connections [19,
21]. While work factors can contribute to the pro-
found despair and hopelessness experienced by those

with suicidal ideation, suicidal ideation and suicide
are typically a result of multiple interacting factors
including biological vulnerabilities. Acute stressors
that outweigh someone’s ability to find other solu-
tions besides suicide are never caused by a single
thing (like work stress).

3. Burnout

Distinctly different than depression, suicide, and
suicidal ideation, but also a notable indication of
distress in medical practice, is burnout. The World
Health Organization describes burnout as an occu-
pational phenomenon characterized by feelings of
energy depletion or exhaustion; increased mental dis-
tance from one’s job, or feelings of negativism or
cynicism related to one’s job; and reduced profes-
sional efficacy [22]. The estimated cost of physician
burnout in the US is $4.6 billion [23]. Importantly,
however, burnout should not be equated with depres-
sion or suicidality. In fact, after adjusting for the
presence of depression, burnout is not directly associ-
ated with suicidal ideation. Burnout may exacerbate
suicidal ideation in the presence of depression rather
than by causing suicidal ideation or suicide directly
[12]. Depression and suicidal ideation require medi-
cal attention. However, since burnout is not believed
to increase suicide risk per se, some advocate that
burnout may be safely addressed outside of the mental
health care system [24].

Physicians who practice in the field of Physi-
cal Medicine and Rehabilitation (PM&R) are not
immune to burnout. PM&R residents who endorse
a lack of adequate time for personal and family life
were most likely to be burned out [25]. Over half of
practicing PM&R physicians also endorse experienc-
ing burnout [26, 27], with the top three causes being
1) increasing regulatory demands, 2) workload and
job demands, and 3) practice inefficiency and lack of
resources. Higher burnout rate was associated with
elevated levels of job stress and working more hours
per week [27]. While the vast majority of respondents
in these studies are likely to be PM&R physicians who
care primarily for adults, it is likely that these also ring
true for physicians in pediatric PM&R practice.

4. Moral injury

Over the past several years, physicians have
increasingly identified moral injury as the cause
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of burnout symptoms, whereas previously burnout
might have been blamed on an individual’s own per-
sonal frailty. While moral dilemmas are ubiquitous
in medicine, moral injury refers to the psychological
distress associated with one’s own actions (or lack
of them) when they are at odds with one’s beliefs
or values in association with a medical system that
constrains the physician’s ability to best care for the
patient [27–29]. The concept of moral injury shifts
the blame of burnout from the physician and their
“inability to cope” to healthcare organizations and
systems.

Many stressors may contribute to moral injury and
burnout in physicians. One notable stressor is metrics
that are unrealistic or beyond the physician’s con-
trol [26, 28]. In many institutions, the value of the
physician is judged by the number of relative value
units (RVUs) they generate and/or positive responses
on patient satisfaction forms instead of medically
relevant outcomes [30]. An overemphasis on RVU
productivity encourages an assembly line approach
to medical care, promoting shorter appointments,
less time for empathetic interactions, and dissatisfac-
tion with interactions [31]. It may hinder physicians’
abilities to comprehensively care for medically com-
plex patients, like those frequently seen by pediatric
rehabilitation physicians. Because follow up care
generates fewer RVUs than new consultations or a
procedural-only practice [32], over-reliance on RVUs
as a defining metric for being a good physician by
institutions also creates bias that can be harmful
to patients. This bias includes greater difficulty for
patients to get an appointment if they require longer
appointment times or more than one clinic appoint-
ment, such as for those who are medically complex,
require an interpreter, have communication impair-
ments, or simply require ongoing follow-up. This
may result in a physician struggling to balance the
needs of the institution, the needs of the patient, and
the needs of timely completion of documentation and
billing, contributing to moral injury.

The true value of the popular metric of patient satis-
faction can also be deceptive. A satisfied patient does
not necessarily mean that the patient had good med-
ical or rehabilitation care [33]. It may simply mean
that the patient and family liked the provider. Patient
satisfaction can also be related to the amount of time
a provider is able to spend with the patient, or ease
of parking, or stress of getting out the door to get to
an early morning appointment. Much of this is out of
the control of the physician and can exacerbate moral
injury.

5. Mental health stigma

Unfortunately, when physicians are under mental
duress, many have a reluctance to seek help. In 2021,
a national study of nearly 5,000 US physicians found
those with suicidal ideation were less likely to seek
help than physicians without suicidal ideation [12].
There continues to be a powerful stigma associated
with mental illness among physicians and physicians-
in-training, which contributes to a reduction in help-
seeking behavior [34].

Historically, the medical licensure process did little
to reduce concern of the stigma of seeking medical
care for mental health concerns among physicians.
Fortunately, many state medical boards have made
changes in licensure questions to better comply with
recommendations from the Federation of State Med-
ical Boards (FSMB) with over 70% only asking
about current conditions causing impairment and
avoiding questions about mental health diagnoses
or those distinguishing between physical and men-
tal health conditions [35]. Despite improvements,
most state medical boards have not fully implemented
all FSMB recommendations [35, 36]. Other sources
of hesitancy for seeking care include fears about
discrimination in hospital credentialing and conse-
quences related to personal and liability insurance if
a mental health diagnosis is disclosed [6]. Despite
the progress made, the concern about the potential
impact of mental health diagnosis on medical licen-
sure remains a barrier to some physicians who might
otherwise seek treatment. In fact, when asked, nearly
40% of physicians reported that they would avoid
seeking medical care for a mental health condition
because of concerns about their medical licensure
[37]. Physician training programs are actively work-
ing to provide up to date and accurate information
regarding mental health and licensing as medical
groups and national laws drive states to update med-
ical licensing policies [38].

Reduced mental health help-seeking in medical
students and residents stems from fear of documen-
tation in their academic record, negative perceptions
from others, and concerns about privacy, confidential-
ity, and risk to future career opportunities [39–41]. In
a 2015 study, nearly 60% of medical students with
burnout felt that residency program directors would
pass over an application if they were aware that a
student had a mental health condition [40]. In this
same study, about 50% of medical students agreed
that their peers and patients held negative attitudes
about mental illness and that patients would not want
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them as their doctor if they knew that the student
had been treated for a mental health concern [40].
While training programs continue to improve men-
tal health and wellness supports for medical students
and physicians in-training, these negative perceptions
may contribute to students and trainees not accessing
support and treatment.

The culture of medicine and physicians themselves
have contributed to the stigma of mental health con-
ditions [42]. There is a history of shame and silence
surrounding mental illness in medicine, including a
reluctance to disclose a concern to others, and this
needs to change. Furthermore, access to care has
been shown to be a major concern related to reduced
help seeking in medical students and physicians [43].
This includes finding time for an appointment that
fits into a busy schedule. Physicians are reluctant to
take time off and shift the burden of work to their
colleagues, while students and physicians-in-training
may worry about missing learning opportunities from
missed procedures or patient care.

6. Transitional vulnerability

Vulnerable times for death by suicide are not
unique to medicine. Studies in the military popula-
tion show an increased rate of suicide immediately
following separation compared to active-duty service
members [44]. In the general population, depression
is common in young adults [45], an age when many
are going through medical training and embarking
on their medical careers. In medicine, data on med-
ical cohorts suggest that times of transition may be
associated with higher rates of suicide. Burnout and
depression rise dramatically during medical school,
with medical students having higher rates of depres-
sion and burnout than the general population, despite
the opposite being true at medical school matricu-
lation [46, 47]. During internship, the prevalence of
suicidal ideation increases [17]. On the other hand,
there is a glimmer of good news, as deaths by sui-
cide in medical and surgical residents in the US
is lower than the age and gender matched general
population [48]. Suicide during residency is more
likely to occur early in residency and in the first
and third quarters of the year, possibly related to
the stress of transitions from medical school to res-
idency and from each residency year to the next
[48].

At completion of medical training, both work and
personal stresses can build in a short period. Ques-

tions about mental health may be encountered when
seeking state medical licensure [35–37]. The open
and proactive approach to addressing mental health
and encouraging well-being during medical training
may become barriers to state licensing and securing
a job. Physicians must pass high-stakes examina-
tions after completion of residency and fellowship to
become board certified. Deferred student loan debt
from undergraduate and medical school may need to
be addressed. Many new physicians move to a med-
ical practice or medical system where they have no
personal connections or support. In a different med-
ical system, they need to navigate a new electronic
medical record while also learning to shoulder the
sole responsibility for patient care. New doctors in
an academic or university practice might also expe-
rience the added pressure of expectations for tenure
track and academic promotion.

7. The path forward

The American Association of Medical Colleges
(AAMC) and Accreditation Council for Graduate
Medical Education (ACGME) have increased empha-
sis on addressing modifiable factors in physician
training that affect wellness (Fig 1). For exam-
ple, there is increased acknowledgement of and
training around the normal emotions experienced
during difficult conversations with patients, bad
patient outcomes, and disagreements among care
providers. At the medical student, intern, resident,
and fellow levels, efforts to address modifiable
institutional factors to mitigate burnout include
implementing duty hours, a culture of safety, an
emphasis on adequate sleep and self-care, and atten-
tion to personal medical appointments [49–51]. Basic
well-being concepts of mindfulness, self-awareness,
self-care, self-compassion, cognitive flexibility and
reframing, conflict resolution, emotional regulation,
appreciation, gratitude, and maintaining empathy are
increasingly used as cornerstones in medical school
and residency training. These well-being concepts
also highlight the complex and coexistent biologi-
cal factors, personal factors, and work factors that
can result in an individual’s distress when mixed
with acute stressors. Training related to safe and
diverse learning and work environments raises aware-
ness of unintentional bias and microaggressions
and promotes inclusion and belonging. Faculty are
encouraged to role model sharing of their own per-
sonal mental health experiences to help decrease the
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Fig. 1. In physician training, modifiable factors of difficult emo-
tional situations, burnout, chronic stress, moral injury, and mental
illness affect wellness and can lead to suicidal behavior and suicide
in the setting of acute stressors (A) When this occurs, peer support,
mentorship, institutional support and resources, and when needed,
medical treatment should be utilized to change the outcome (B)
These modifiable factors do not resolve at end of physician training
but remain throughout a physician’s career necessitating ongoing
vigilance and support.

stigma of mental health issues and increase medical
trainee’s help-seeking behavior [52].

Unfortunately, after training is completed, insti-
tutional support for physicians in these areas of
well-being varies by specialty, employer, and geo-
graphical region. While the American Medical
Association (AMA) does have some resources avail-
able [53], there is no standardization across the
industry. More attention is being brought to this
issue with the Dr. Lorna Breen Health Care Provider
Protection Act (P.L. 117-105), signed into law by
President Biden on March 18, 2022 [54]. This law
establishes initiatives to address mental health and
resiliency of health care students, trainees, and pro-
fessionals, such as promotion of evidence-informed
strategies to improve well-being and a program to
encourage health professionals to seek treatment
[38]. A rollout of systematic interventions for physi-

cians in clinical practice is in process due to this
federal law, though how and when they are rolled
out will vary across medical institutions.

A comprehensive approach to physician wellness
is critical. Physician resilience and wellness are not
entities to check off a list but rather continuous aspira-
tional goals that require nurturing throughout training
and one’s career. As one transitions from medical
student to medical practice, wellness and resilience
needs evolve. Yet, few organizations and institutions
have a model of care for physicians that reflects the
evolving wellness and resilience needs [55]. Further-
more, physician-led interventions appear to have only
a small positive impact as compared to the greater
impact when physician mental health and well-being
are supported and prioritized at the organizational
level [55, 56]. At an institutional level, providing edu-
cation, resources, and protected time for physicians to
learn and grow their skills to effectively work in and
lead clinical care teams, communicate respectfully
with all individuals, and give and receive feedback
is especially important in the early career stage. It is
critical to learn how to establish reasonable expecta-
tions for patients, colleagues, and oneself as well as
set boundaries for work and life. With the goals of
facilitating physician engagement, sense of purpose,
and lifelong learning, professional development may
include pathways or tracks for growth, recognition of
success, and promotion in areas of interest.

Institutions can provide education and support,
reduce burden, improve system efficiencies, and
remove barriers to seeking mental health care. Step-
ping away from an emphasis on RVU and patient
satisfaction metrics, particularly in an early stage of
a physician’s career, can facilitate creation of clini-
cal calendars with appointment lengths appropriate
for the complexity of patients. This will facilitate
comprehensive and patient-centered evaluations, dis-
cussion of all clinical options with patients and
families, and adequate time for the patient and fam-
ily to ask questions—all contributing to a higher
level of patient care excellence and physician satisfac-
tion. Institutions can support new physicians through
a transition period that provides protected time for
learning to navigate the medical record, identify-
ing and meeting with clinical and academic mentors
and collaborators, and creating or improving practice
area(s) of interest.

As fellow physicians, we can also support each
other. We need to check on each other. For our new
colleagues, we can act to reduce loneliness, stress,
uncertainty, and sense of disconnection that can occur
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when transitioning in one’s career or to a new orga-
nization. Ask about activities your new colleagues
enjoy and help them (and their families) connect with
organizations or groups in the community. Formal
and informal mentorship programs facilitate connec-
tion and intentional career direction setting.

Most importantly, we can all speak up. If you see,
hear, or notice something different about a colleague,
ask how they are doing. Let them know why you
are asking. Personal connections are important. They
are humanizing. They take time but reduce isolation.
They are critical in recognizing a colleague in dis-
tress and permitting that colleague to say something.
Just as you do not need to be an emergency medicine
physician to save a life through CPR, you do not need
to be a mental health provider to save a life through
showing earnest concern and compassion. Ignoring
or downplaying the signs or symptoms of depression
or suicidal ideation in oneself or colleagues can be
just as deadly as ignoring or downplaying symptoms
of a myocardial infarction or stroke. As physicians,
we recognize the fundamental value of every patient’s
life, and it is time we recognize the fundamental value
of our own.
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