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Last fall, physicians from
Canada and the United States
spent 3 days in Oak Brook,
Illinois, discussing how to
work toward creating a
healthy culture in medicine.
Their deliberations, under the
umbrella of the 2004
AMA/CMA International
Conference on Physician
Health, continued the process
of redefining how physician
health is perceived and how it
can be enhanced — at both
the individual and societal
levels.

PHYSICIAN ILL HEALTH can have devastating conse-
quences not only for us, our families and our friends, but
also for our colleagues, patients and the health care sys-
tem as a whole. The consequences of such ill health are
being recognized more and more outside of the medical
profession.

Setting aside the individual human toll, our current
health human resource crisis means our Canadian health
care system cannot afford to lose a single physician from
the workforce owing to health concerns. 

Interest and expertise in the field of physician health and
well-being have evolved greatly over time. Following an initial
focus on physicians with alcohol or drug impairments, then
mental health, then physical health, the focus was broadened
to include integrated preventive models. However, these
efforts were still primarily limited to the individual physician.
We are now in the next phase of that evolution where indi-
vidual physician health is examined within the broader con-
text of the medical organizations in which physicians practise
and the even broader culture of medicine. We are a profession
of individuals, but we do not practise alone. The broader
social context in which physicians practise has an immense
influence on individual physician health.

Social, economic and political forces affect our prac-
tices, regardless of the location. We all feel the effects of the
changing realities of practice: the demands of the health
human resource crisis, a more informed and demanding

public and continuing stresses and uncertainties within our
health care systems. We feel these factors “ganging up” on
us and forcing us to work harder and longer hours.

Both research and anecdotal evidence suggest that
physician stress and burnout are at an all time high — in
large part as a result of these difficult working conditions.
The 2003 CMA Physician Resource Questionnaire found
that 45.7% of physicians are in an advanced stage of
burnout, and it is frightening for me to think that almost
half of my colleagues say they are battling depersonaliza-
tion, lack of personal accomplishment and emotional
exhaustion — the characteristics that help define burnout.

At this time of unprecedented change in the health
care system, we must look at how these changes affect our
personal health and our ability to deliver quality patient
care. We must better understand which forces we need to
oppose for the sake of our patients and our own health and
to which forces we need to gracefully adapt.

As a profession, we have been the wellspring of sup-
port, compassion and caring for our patients. But we must
also be there for our colleagues when they need us. We
must continue to enhance our ability to identify and help
physicians at risk — those for whom we can make a differ-
ence before a crisis occurs. 

The CMA has recently increased its efforts in pursuit
of this goal. Through the CMA Centre for Physician
Health and Well-being, a variety of initiatives are being
undertaken to inform and educate physicians about issues
that affect their own health. One of these initiatives is this
newsletter, which provides a window on current knowledge
about physician health and encourages improving the cul-
ture within which our health is maintained and nurtured.

Just as the 2002 International Conference on Physician
Health formed the template for the CMA guide to physician
health and well-being released in 2003, this most recent
meeting was the basis for this newsletter. In addition to
providing information on current research in both Canada
and the United States, the newsletter presents up-to-date
overviews on critical issues by experts in the field. 

I encourage you to share and discuss the contents of
this newsletter with your colleagues. Only we, as members
of the medical profession, can make the changes necessary
to create a more open and supportive culture and remove
the stigma that comes with asking for help. 

Working to create a 
healthy culture in medicine
Albert Schumacher, MD

Dr. Albert Schumacher
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The policy window for
physician health has been
wide open for several years
and shows no signs of
slamming shut. Across
North America and many
other parts of the world,
health systems, medical
schools and funders are
increasingly interested in
physician resiliency,
sustainability and health.

EVERY 2 YEARS the Canadian Medical Association and the
American Medical Association partner to offer a world-
class conference focused on physician health. Increasingly
based on research evidence, this meeting provides an
opportunity to learn about best practices, innovative and
creative initiatives, cutting-edge preventative and interven-
tional programs and policy initiatives aimed at improving
the health of individual physicians and the system in
which they work. 

Chicago was host to the 2004 meeting and saw a major
presence from outside North America (Norway, Russia,
Australia, Germany, Sweden, Mexico, Spain, the United
Kingdom and Bangladesh). The theme was “successes and
challenges in creating a healthy culture in medicine,” and
there was much excitement over the progress and evolution
in the field. As both a participant and an observer, I was
struck by six sub-themes: collegiality, hope, education, evo-
lution, research and spirituality. Indeed, along with the
obvious recognition that many of our colleagues are dealing
or have dealt with serious, tragic and painful experiences,
there is much to be cheerful about in terms of physician
health and wellness. In particular, it seems that the new
generations of physicians are resilient, open to prevention,
intervention and management, and determined to make
the system more humane for both physicians and patients.

Collegiality, although a controversial and debatable
construct, is a word often used to describe the sharing of
power, vision and academic effort, as well as elements of

tolerance, respect and partnership. This was out in full
force in Chicago, with students presenting a broad array of
important topics, from peer and faculty mentorship to
health promotion and disease prevention, and courses on
wellness implemented at various medical schools. The
future seems to be in good hands.

Hope often comes from leadership and inspiration.
Canada’s Dr. Michael Myers, FRCPC, an international
expert on physician health, arranged for keynote speakers
who left their audiences stunned, touched and inspired.
Dr. Sherwin Nuland, surgeon, professor, medical historian
and author (Lost in America, How we live, How we die)
spoke humbly about his own experiences with depression
that was resistant to most treatments, the pleasure and pain
he experiences as a surgeon, son and husband, and the hope
he sees in the evolving health care system and medicine’s
newest practitioners. 

Carla Fine, author of No time to say goodbye: surviving
the suicide of a loved one, spoke of the suicide death of her
physician husband. Her story highlighted the pain of the
stigma present in both broader society and within the med-
ical profession related to mental illness and suicide. The
thundering applause she earned from the audience was
inspiring, and many participants commented on how much
more their clinical services could be doing for the family
members of their physician patients.

Educational issues were a major area of focus with
half-day slots dedicated to the needs of students, residents
and early career physicians. Emory’s Dr. Erica Frank,
MPH, presented hard data on the personal and clinical
exercise related attitudes and behaviours of medical stu-
dents and demonstrated how this population takes good
care of its physical selves. She also spoke about the
“Healthy Resident Project,” an exciting and innovative
North American project focused on learning this cohort’s
strengths and needs. Medical students from Brown
University presented the “Student Health Council” model
of health promotion and outlined how the program builds
resiliency, promotes problem-solving and may prevent
tragic outcomes. The Canadian Association of Internes
and Residents presented pilot data from their “Healthy
Doc” study and lead author, Dr. Jordan Cohen, noted that

International Conference on Physician Health:

Hope for a bright future!
Derek Puddester, MD
Director, Faculty Wellness Program, Faculty of Medicine, University of Ottawa

Dr. Derek Puddester
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the time has come to look at interdisciplinary relationships
as a source of both stress and resiliency. 

Evolution of the physician health construct was also a
major subtext of the meeting. Many physician health pro-
grams initially focused their resources on issues related to
substance and alcohol abuse. Treatment models from the
addiction literature were aptly used and educational efforts
aimed at prevention and intervention. Over the past
decade, however, broader mental health issues have been
increasingly recognized by the physician health community,
resulting in an allocation of resources to assist in their pre-
vention, management and treatment. Finally, in the past
few years, more attention has been paid to the broad con-
cept of physician health, including aspects of physical,
interpersonal, career and financial health. This broader
view was touched on by many, including the Academy of
Medicine Ottawa’s unique “Code 99” project, which helps
physicians care for other physicians and find their own per-
sonal physician. 

Research results were in ample supply at the confer-
ence. Dr. Erica Frank presented powerful data that chal-
lenged the hypothesis that physicians, on the whole, are
more ill and impaired than the broader population. Her
work, focused primarily on undergraduates and women
physicians, reflected a strong sense of self-care, willingness
to seek care, active preventative and promotional behav-
iours, and an ability to seek balance. Dr. Jan Rovik and
other Norwegian colleagues presented data that indicate

that stress levels drop as one moves from postgraduate
training into practice and suggested that reasonable work
hours and family time are factors in promoting resiliency.
In addition, Canadian doctors Joan Brewster and Michael
Kaufmann, with colleague Sarah Hutchinson, presented an
update on a project sponsored by the CMA Centre for
Physician Health and Well-being on common indicators
for Canadian physician health programs. 

Spirituality and humanism, in the broadest sense, were
also a highlight of the meeting. Rabbi Goldie Milgram led a
series of short health breaks that allowed participants to
experience a new and different type of meditative and
movement activity, and many attendees commented that
they would change their schedules to incorporate these
activities on their return home. An international panel
including Canadian physicians Mamta Gautam and Alan
Peterkin, took on the topic of rehumanizing medical train-
ing and practice. Their message was clear and simple: the art
of medicine is as essential to high-quality patient care and
sustainable medical practice as its science. Of note, many
Canadian medical schools appear to be hearing this message
and are revising their curricula to integrate the humanities.

It was a privilege to be part of this exciting meeting
and to bear witness to a growing pool of national and inter-
national experts contributing their ideas and evidence to
the profession. They represent the hundreds of reasons to
have hope for and be excited about the future of medicine
— and its students and practitioners.

Canada moves to 
improve physician culture
Mamta Gautam, MD; Michael Myers, MD; Derek Puddester, MD; and Todd Watkins, MD

Physician treatment in Canada was spearheaded by pioneer Dr. Michael Myers, a Vancouver psychiatrist who
has been treating physicians since the early 1970s. As an early advocate for physician health, Dr. Myers noted
trends and called for attention to the problems he was seeing in his practice.

MORE THAN 30 YEARS LATER, the creation of the CMA
Centre for Physician Health and Well-being and the
parallel development of better collaboration among physi-
cian health programs across Canada has led to a more
supportive environment for all aspects of physician health
in this country.

That was one of the main messages delivered at the
recent International Conference on Physician Health.

As noted by CMA president, Dr. Albert Schumacher,
in his opening address, the understanding of physician
health has moved far beyond an initial focus on drug and
alcohol problems. Separate from the work of Dr. Myers,
early work in this area was grounded in the addictions
field, as exemplified in the Doctors on Chemicals (DOC)
collaborative program offered by the Ontario Medical
Association during the 1970s. However, the DOC program
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and similar programs run by other provincial medical asso-
ciations suffered from a lack of resources during the 1990s
when it became evident that the problem was beyond vol-
unteerism and that dedicated funding had to be allocated
to deal with it effectively.

In 1994, the Ontario Medical Association (OMA)
took the groundbreaking step of creating a funded position
for a director of physician health to run a program jointly
with the College of Physicians and Surgeons of Ontario.
The OMA Physician Health Program has grown from see-
ing 11 physicians in 1995 to helping more than 1100 doc-
tors in the province.

During the 1990s, the mandate of the provincial and
territorial programs expanded in scope so that addictions
now form a relatively small proportion of the problems
treated. In addition, the programs have expanded their
focus from helping physicians and their families with prob-
lems to looking at encouraging healthy behaviours within
the physician population as a whole.

Every physician in Canada now has access to a physician
health program, many of which are regional programs tai-
lored specifically for physicians in that province or territory. 

In 2002, recognizing the need for better collaboration
between regions, the Canadian Physician Health Network
(CPHN) was founded as an informal network of regional

physician health programs. The network provides an envi-
ronment where mutual support, resource and information
sharing and promotion of ideas and innovation in the
area of physician health and well-being can occur. The
CPHN recently established a new research subcommittee
to examine knowledge gaps and research priorities. The
network is supported by the CMA and has expanded its
membership to include national physician organizations
representing medical students, residents and academic
medicine.

As regional physician health programs have developed,
so have specific initiatives to encourage and enhance physi-

cian health among residents and mem-
bers of medical schools — the latter
spearheaded by the development of a
faculty wellness program at the
University of Ottawa in 2000.

All of these initiatives have been
underpinned by a growing awareness
within the physician community and
public at large of the health concerns
facing members of the medical profes-
sion. High-profile physician suicides
and alarming figures concerning the
rate of burnout within the medical
profession have spurred national initia-
tives such as the creation in August
2003 of the CMA Centre for Physician
Health and Well-being and adoption
of a comprehensive CMA policy on
physician health and well-being in
1998.

The centre provides national lead-
ership and advocacy on issues affecting

the health and morale of Canadian physicians. With a focus
on health promotion and illness prevention, the centre
functions as a clearinghouse and coordinating body to pro-
vide a trusted information resource to physicians, physicians
in training, their families and loved ones. The centre’s key
priority areas are health promotion and disease prevention,
awareness and education, research and data collection and
advocacy and leadership.

In conjunction with the Canadian Institute for Health
Research, the centre has funded two research projects and
recently piloted its new professional development program
to educate physician leaders on topics related to physician
health.

From left to right: Drs. Paul Farnan, Todd Watkins, Graeme Cunningham and Dana Hanson. Speakers at the 
plenary session.

Creating a healthy culture in medicine as well as additional material

can be found at cma.ca/well-being
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DEVELOPING A LIST of common indicators for physician
health programs in Canada is the subject of a special project
funded by the CMA Centre for Physician Health and Well-
being and the Canadian Institutes of Health Research.

Administered by the Ontario Physician Health
Program in collaboration with the Canadian Physician
Health Network (CPHN), the project is intended to enable
Canadian researchers working in the field of physician
health to answer some basic research questions and make
some comparisons between jurisdictions.

Project leader Joan Brewster, PhD, who presented a
summary of the project work to date at the International
Conference on Physician Health, noted that without some
common definitions it is impossible for Canadian researchers
to answer such basic questions as how many physicians seek
help from physician health programs (PHPs).

Dr. Brewster said that because of the wide variation in

services offered by Canadian PHPs, there are challenges in
comparing data. Some have very sophisticated, computer-
ized databases, whereas others have very few current data.

The project was initiated with a literature review and
assessment of a project based in  Colorado that is attempt-
ing to develop a comprehensive screening instrument for
use by state programs.

From this work, Dr. Brewster said, the researchers were
able to develop a preliminary list of variables that might be
included in a comprehensive physician health database.
Following this step, a day-and-a-half workshop was held with
CPHN members to review and discuss the preliminary list.

The final outcome of the project, said Dr. Brewster,
will be a document listing a number of variables of rele-
vance in the physician health field divided into those con-
sidered essential and those that are optional. She said
implementation of this guide will be voluntary. — PR

Common indicators for physician health programs to help future research

PRELIMINARY RESULTS of the project conducted by
researchers from the Institut de psychodynamique du tra-
vail du Québec were presented at the International
Conference on Physician Health. Their findings were based
on the comments of six physicians, who are participating in
Quebec’s physicians’ health program, during four 3-hour
meetings to discuss their problems of intense stress, exhaus-
tion, depression or addiction.

The researchers described the accounts they heard as
“everyday struggle(s) in a system that is deteriorating.”
They said that the challenge for organizations representing
physicians is to consider these comments as illustrative of
the situations that have led so many doctors to admit that
they are suffering from burnout and exhaustion.

The study participants were suffering from systemized
work overload and a lack of resources and felt they were forced
to treat diseases rather than care for patients. In addition, the
participants reported dealing with a growing number of
patients with serious psychosocial problems. Faced with these
pressures, the participating physicians expressed feelings of
powerlessness, inadequacy and guilt, the researchers said.

The physicians have responded by either adopting a
strategy of strategic withdrawal from some workplace
responsibilities or by taking on more and more work in an
attempt to deal with all the challenges. Both responses can
have serious negative consequences, the report notes.

The study concluded that decisions to reduce public-
sector health care costs have put pressure on the medical
profession. Coupled with poor workforce planning, this
has resulted in a situation where “physicians are forced to
bear the burden of the consequences of these rationaliza-
tions which are undermining their professional ideal.” 

The researchers suggest that the problems may be
addressed over time as a result of the drive by younger
physicians to create a balance in their lives and the more
systemic recognition within the profession of the pressures
on it and the health care system. 

Final research results will include findings from interviews
with a second group of physicians. The project was funded by
the CMA Centre for Physician Health and Well-being and the
Institute of Neurosciences, Mental Health and Addiction of
the Canadian Institutes of Health Research. — PR

Insights into causes of physician 

BURNOUT
Initial results from a project investigating the psychodynamics of physicians’ work provides some insights into
why almost half of Canadian physicians aged 35 to 44 responding to a recent CMA survey reported that they
are in an advanced stage of burnout.
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Balance and well-being for medical students
You’ve studied hard, taken the right courses, excelled in what you do and now you have reached your goal of
acceptance into medical school. Welcome to probably the most exciting and terrifying experience in your life so far.

THAT’S THE SITUATION facing most
new medical school students and why
more attention is now being turned to
how to help these students manage
their own health and well-being and
the stresses involved in training to
become a physician. At the International
Conference on Physician Health, a
number of research papers focused on
medical students and successful pro-
grams that have taken various
approaches to promoting student
health.

The most comprehensive
overview at the conference of the scope
of issues facing medical students came
from Dr. Mamta Gautam, an Ottawa psychiatrist and chair
of the advisory group of the CMA Centre for Physician
Health and Well-being. Dr. Gautam, who has pioneered
the development of physician wellness programs in a
Canadian academic centre, noted that many students will
be tested “more than ever before” by the medical school
experience.

Referencing pioneering work done by Dr. Leah
Dickstein from the University of Louisville, Kentucky,
Dr. Gautam noted that students face a number of chal-
lenges in both their academic and personal lives. Medical
students have to absorb a massive volume of information
without sufficient time to study and, for many, she says, it
will be the first time they actually fail an examination or do
not finish at the very top of their class.

In addition, she said, medical students face experiences
dissecting cadavers that are unique to their world and hard
to explain to others. On top of all the academic stressors is
the need to face the reality of medical practice and the suf-
fering and death associated with it. For many, Dr. Gautam
says, this will be one of the toughest steps.

Add to this personal issues that can include relation-
ship problems, career doubts, lack of sleep, poor nutrition
and limited recreation, and it is no surprise that studies
have shown up to 65% of medical students could benefit
from some form of assistance. Up to half of all medical stu-
dents consider leaving medicine at some time during their
training: 46% report being burned out and 45% report
significant marital problems. And although the majority
could benefit from assistance, research shows that only
25% consider seeking help and only 2% do so.

Dr. Gautam said that in recent
years there has been real growth in
programs to support medical students
since the University of Louisville initi-
ated a voluntary health promotion
program in 1981. She mentioned suc-
cessful programs at the University of
Ottawa and the University of
California, San Francisco.

“The push for change is coming
from the medical students them-
selves,” she said, noting that the
Canadian Federation of Medical
Students is promoting a number of
initiatives to aid student well-being.

For Dr. Derek Puddester, director
of the faculty wellness program at the University of Ottawa,
the key for medical students is to maintain a sense of bal-
ance in their lives.

Students who have received assistance offer this advice
to their peers to help maintain this balance:

• Take care of yourself.

• Have access to a family doctor and have

an annual review.

• Learn to say no 

• Have fun — lots of fun.

• Leave the white coat at work. Always.

• Stay on top of your work. Procrastination

and over-preparation are your biggest

academic enemies.

• Have friends outside of medicine AND

inside of medicine.

• Listen to your friends and family. 

• Check in

Dr. Mamta Gautam
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LAUNCHED PROVINCIALLY as a pilot project by the
Professional Association of Residents of Alberta (PARA)
in 2003–04, what is known as the “Happy Doc” study
distributed a survey to all Canadian house staff organiza-
tions outside Quebec last year through the coordination
of the Canadian Association of Internes and Residents
(CAIR).

The Happy Doc study was not intended to diagnose
mental illness in resident physicians, but rather to look at
all areas of well-being, including stresses both within and
external to residency training, mental and physical health,
methods residents use to deal with stress and well-being
resources that residents find useful for dealing with stress.
The study is believed to be the largest and most compre-
hensive Canadian study to examine this topic.

The overall response rate was 35% — almost 2,000 resi-
dents. It is important to note that the study showed the
majority of residents are doing well throughout training, and
many are dealing appropriately with stress. What will be
highlighted are the findings of a smaller, but still significant
group of residents who reported the sort of difficulties dur-
ing residency that can lead to decreased physician well-being. 

More than a third (34%) of residents reported their
daily life to be “quite a bit” to “extremely” stressful. Ways
they reported dealing with stress included drinking alcohol
either “often or sometimes” (17%), using drugs or medica-
tions “often or sometimes” (5%) and blaming themselves
“often or sometimes” for their problems (51%). Sixteen
percent of residents stated that they would change residen-
cy programs if they could. Even more alarming was the fact
that 24% of residents said they would pursue another

career (i.e., not become a physician) if given the opportunity.
The important issue of intimidation and harassment

(I&H) was also a focus of this study. More than half (53%)
of participants reported that they had experienced I&H on
more than one occasion during their training. Groups
identified as being responsible for I&H included staff
physicians (39%), residents from other programs (25%),
nursing staff (54%) and patients (45%). The most com-
mon basis for I&H was gender (18%).

Many residents (18%) rated their mental health as
either fair or poor. One third (36%) reported not having
their own family physician and only 48% of residents
who had family physicians had visited them in the last
12 months. Slightly less than a third of residents report-
ed having a history of emotional or mental health prob-
lems. Possibly the most striking statistic of the whole
study was that 23% of residents admitted to having an
emotional or mental health problem during their resi-
dency. These numbers are more than double those
reported for the “general population” in the Canadian
Community Health survey.

These preliminary results from the Happy Doc study
clearly identify a concern in residency training that requires
further research. It is hoped that studies like Happy Doc
will motivate those involved in postgraduate medical edu-
cation to focus on this issue and continue developing
resources to address the problem. Significant numbers of
residents are concerned over their well-being, and methods
to improve training for these individuals should be further
examined. After all, at the end of the day, shouldn’t we all
be “Happy Docs?”

“Happy Doc” study surveys residents nationwide
Jordan Cohen, MD

Preliminary findings from a national survey of Canadian resident physicians are yielding valuable insights into
issues surrounding their health and well-being.

THE ALMOST 50 PUBLISHED PAPERS dealing with the Women
Physicians Health Study were summarized by Dr. Erika
Frank, associate professor, division head and vice-chair of the
department of family and preventive medicine at Emory
University, at the 2004 International Conference on
Physician Health. The survey of 4,500 US women physicians
was conducted in 1993–94. 

Dr. Frank said, “The main question that we set out to
answer was whether we could improve patient care by
improving the health of physicians.

“If you want to take away one, bottom-line piece of
data from our work [it is that] physician frequency of
patient counseling is correlated with their personal health
practices. Docs preach what they practise.”

Docs preach what they practise
The only study to look comprehensively at the health behaviours of women physicians is still yielding valuable
lessons a decade after its completion.



The study found that across all 14 personal nutrition and
health behaviours that were measured, the physicians who
practise such behaviours are more likely to counsel their
patients on healthy living. Dr. Frank said the findings from the
study have implications for the training of future physicians.

“We have this captive audience of physicians in training
who learn, over 4 or 7 years, what it means to be a physician.
If we can teach them that part of what it is to be a physician
is that you talk to your patients about prevention and that
your likelihood of talking to your patients in a meaningful
way is related to doing something about it yourself. That’s an
amazing conduit, to take a few thousand people every year
and change the health of the entire population.”

Dr. Frank said, “When we started the research a decade
ago, we were told physicians have a lot of problems and do
not have healthy personal practices.” But no valid studies
had been done to confirm this, she added, noting the
Women Physicians Health Study remains the only “compre-
hensive health survey of a large representative sample of US

women or men physicians. It’s one of the few areas where we
know more about women than we know about men.”

Dr. Frank said evaluation of the data has also shown
that the education level of the parents of the physicians did
not have an impact on how much the women reported
exercising, their fat intake or current health status. She said
this demonstrates that “if you take folks who come from a
variety of socioeconomic backgrounds and you send them
to medical school, most of their health practices improve
significantly within one generation.”

In addition to providing valuable information about the
correlation between personal health behaviours and patient
care, the study debunked several myths about women doc-
tors. “We refuted some persistent and negative anecdotes,”
Dr. Frank said, such as the erroneous view that women doc-
tors are more likely to have mental health problems. This is “a
toxic message” that does not hold up under investigation, she
said. Overall, the women physicians in the study tended to
have excellent health compared with other women. — PR
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1. Aim to maintain an “internal locus of control.”
Seek to control what you can, rather than passively
accepting everything that happens to you. 

2. Draw a “self-esteem pie”. Draw a circle and label
slices as: work, love, play, spirit. How big is each slice in
your current life? How balanced are your goals? Use the
drawing as a reminder of where you are now and where
you would like to be in terms of feeling whole.

3. Seek support. Building and maintaining relationships
is the most protective of all strategies in surviving residen-
cy. If you feel overwhelmed, your provincial residents’
association can put you in touch with confidential
resources and professional counselling.

4. Don’t neglect the body. Follow the advice you would
give to your own patients about self care.

5. Know your rights. Read your hospital contract/col-
lective agreement to clarify work duties and benefits
including study, illness and maternity leaves.

6. Read around your cases. Reviewing a topic when it
is immediately relevant to patient care is a good motiva-
tor but also contextualizes clinical principles in a way
you will remember.

7. Keep a journal to record your own thoughts, feelings,
ethical dilemmas and “firsts” (i.e., first delivery, first
death of a patient, first clinical mistake).

8. Be a generous and patient teacher to junior resi-
dents and medical students. How we treat one another
either perpetuates workplace abuse or humanizes us and
the profession.

9. Don’t be afraid to say NO if a demand doesn’t fit
or is unreasonable.

10. Live in the moment but consider your options. Many
residents feel the only way “to get through” training is to
live in the future and neglect their lives in the “here and
now.” At the same time it is comforting to know that med-
ical training confers many options most professionals do
not have — you can teach, write, do research, consult,
broadcast, re-specialize, travel, volunteer, advocate.
Whenever you feel stuck, be creative in your goal plan-
ning/re-assessment.

Allan Peterkin is an assistant professor of psychiatry and family medi-
cine at the University of Toronto and the author of the bestselling book
Staying Human During Residency Training (University of Toronto Press),
just out in its third edition and available at cma.ca.

strategies for staying human 
during residency training

Allan Peterkin, MD
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BOTH GRAEME

CUNNINGHAM,
medical director of
the addictions sec-
tion of the
Homewood Health
Centre in Guelph,
Ontario, and
Dr. Lee Lipsenthal,
founder of the
California-based
“Finding Balance in
a Medical Life,” suc-
cinctly described
why today’s physi-

cians face so many challenges in living healthy lives.
But despite the best efforts of Drs. Cunningham and

Lipsenthal and others at the conference to explain exactly
how physicians can bring balance back into their lives, the
solutions may seem elusive to many and either impractically
vague or hopelessly wide in scope. And they require a fun-
damental shift in how society as a whole views the medical
profession (i.e., a good doctor is available to patients
24/7/365).

Dr. Lipsenthal noted that for physicians today work-
loads are often increasing while income is decreasing.
Relationships that doctors have with others within the
health care system are deteriorating, he said, and job satis-
faction is decreasing.

“The system stinks and just teaching them to meditate
is not enough,” he said. 

Many physicians have type A personalities. “Type A
people go into medicine. Type A people survive medical
training.” These physicians tend to be perfectionists who
are workaholics with their identity tied closely to their job.
However, those doctors reaching the middle of their careers
often find the career they entered has changed significantly
and they have limited flexibility to make desired changes.

“We worked so hard to get here and then medicine
changes. We feel trapped, frustrated, and angry.”

Dr. Cunningham made the same point. “I’m now see-
ing a population of physicians who don’t want to be physi-
cians,” he said. He said many doctors are now saying “I
don’t like this specialty and I can’t get out.”

In addition to practice-related pressures, such as loss of
autonomy, increasing overheads and more and more paper-
work, he said, one can add the stressors of family life. But
despite all this, Dr. Cunningham said he believes “Canada
is a gentle environment” where it is good to practise the
privileged profession of medicine. 

Although, he says, we now know much more about
how to treat sick physicians successfully, Dr. Lipsenthal
made the point that it is no longer the problem doctors
that warrant attention, but all doctors.

With the system falling apart, he said, physicians have
a tendency to react
abnormally. “We are
behaving abnormally
because of an abnor-
mal environment.
Otherwise we
wouldn’t need this
workshop,” he said
during a session on
humanizing medi-
cine.

He said physi-
cians who are mid-
way through their
careers have to make
a fundamental
choice to maintain their own health. They have to reduce
the hours they work or they will “wither.” Dr. Cunningham
notes younger physicians are already making this choice
and, as a result, are better at setting limits and recognizing
that they have to have some balance in their lives. — PR

Creating a healthy culture in medicine10

Challenges to changing physician culture

If you were to look for articulate expression of the challenges facing today’s practising physicians and the
lengths we need to go to to change the current culture of medicine, you need look no further than two
presentations on humanizing medicine at the recent International Conference on Physician Health.

Dr. Graeme Cunningham

Dr. Lee Lipsenthal
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First things first: a perspective for
more than just women physicians
Alexandra Tcheremenska, MD

If you read the quiz carefully, you’ll note that there is noth-
ing doctor- or women-specific in it, other than the fact that
a very busy female physician created it and has used it to
help others reflect on the competing priorities in their lives.

It is interesting how quizzes like that create internal
conflict in people’s minds. We know that our reality is “a”
but we often answer “b” with a pang of guilt for putting
our own interests before others. Yet in airplanes, we all buy
into the concept of putting on one’s oxygen mask first
before helping others, as otherwise we’d perish with the
ones we are trying to help! So, if you have more than 3 “a”
responses, please redo the quiz with that image in mind
and see if your answers change.

And by the way, if your answers were overwhelmingly
“a,” then you are typical of physicians, especially women
who tend to be perfectionist type-E personalities
(Everything to Everybody) which leads to burnout rates

of 45.7% reported on the latest 2003 Physician Resource
Questionnaire regardless of gender, practice type or set-
ting.

What can help? A few books that provide effective
solutions are First things first by Steven Covey; Getting it
right by Larraine Zappert; Irondoc: practical stress manage-
ment tools for physicians by Mamta Gautam; The resilient
physician: effective emotional management for doctors and
their medical organizations by Wayne and Mary Sotile.

But most important of all is the support we provide to
each other as physicians in the early stages of learning how
to take care of ourselves so that we will remain able to help
others. This is part of what the CMA and the provincial
medical associations do, but the majority of support actual-
ly happens around and through you. So let these concepts
grow in your environment and the holy grail of life-work
balance may one day be found by all!

self-care
1. You’ve been looking forward all week to having friends over

for dinner on Saturday night. You end up spending the after-
noon in the ER with your mother. There is no way you can
have a dinner party now. You should:
a. cancel
b. have them over anyway and order Chinese food

2. It’s Friday night. You can’t wait to get home and just sit down
in front of Air Farce. Your family is waiting for the ritual TGIF
pizza. As you walk out the door of your office, the phone
rings. It’s the nursing home. Your aunt is feeling a little down.
Could you come over and see her tonight. You should:
a. drop everything and race out there
b. suggest they tell her you’re picking up the photos from

your trip and will be in tomorrow to share them with her
3. An acquaintance keeps calling the house with her prob-

lems, and your family keeps getting her on the phone. It’s
becoming stressful to them but also to you, as you can real-
ly only deal with this person once a day. You should:
a. tell the family they have to help deal with her
b. get call display or an answering machine so you’ll

know who’s calling

4. You’ve organized a babysitter so you can go to the parent-
teacher interview. The teacher calls and cancels due to ill-
ness. You should:
a. cancel the babysitter 
b. keep the babysitter and go to a movie with your

partner
5. A couple who love to entertain but always provide a

mediocre meal, huge negative energy and boring guests
have invited you for a dinner 6 weeks from now to make
sure you’re available. You should:
a. acquiesce; it’s 6 weeks away
b. just say no; your life is too unpredictable these days

6. A voluntary organization always holds its meetings at the
only time your 4 power-walking friends can get together
every weekend. You should:
a. skip the power walk and go to the meetings
b. tell the organization that you have a standing engage-

ment at that time and ask if the meeting time could be
changed or at least rotated so that you can participate

self-careSelf-care quiz
by Dr. Caroline Bennett, Federal Minister for Public Health
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THE MANY PRACTICAL issues associated with doctors
having a family doctor and obtaining access to specialist
care when appropriate were emphasized at the
International Conference on Physician Health.
American Medical Association president, Dr. John
Nelson, urged physicians to reach out to their colleagues
and assist those in need. The same issues were explored
in a conference session on Canadian approaches to
physician health and well-being.

Dr. Michael Myers, professor of psychiatry at the
University of British Columbia and a physician whose
practice consists solely of physicians and their families,
noted that many physicians he sees are self-referrals.
Physicians are keen to do this, he said, because it “reduces
the paper trail” and allows them to avoid the stigma
attached to seeking help.

In some cases, he sees physician patients who could
easily be treated by a primary care physician — if the
doctor had such a physician. In other cases, he said, many
physicians with problems do not call him or another
psychiatrist until they are very ill. 

Although many of the physicians he treats say they
have a family doctor, he is struck by how often this is not
the case or physicians may not have been examined by the
person they name. This failure of many doctors to main-
tain a regular relationship with a family doctor can make it
difficult if not impossible to identify a physician at risk
before a crisis occurs.

Waiting until a crisis occurs before seeking access to
the system does not work, Dr. Myers said. 

Attempts, such as those underway in British Columbia,
to build a roster of psychiatrists who will treat other physi-
cians are complicated by the wish of these specialists to main-
tain their own health by not becoming overburdened as well
as by the special challenges associated with treating sick physi-
cians, Dr. Myers said. Despite the concept of professional
courtesy, where a physician will treat a colleague before other
patients, many specialists are very busy or have closed prac-
tices and will not allow a physician to jump the queue.

Dr. Mamta Gautam, an Ottawa psychiatrist and chair
of the advisory group of the CMA Centre for Physician
Health and Well-being said many family doctors feel they
do not have the skills or comfort level to treat their

colleagues. Dr. Myers noted that anxiety is a major factor
deterring physicians from doing this. 

Dr. Myers detailed initiatives underway in Canada to
help give physicians the expertise and confidence they need
to treat their colleagues. For example, the Alberta Physician
and Family Support Program has a confidential list of GPs
and psychiatrists, which is available to physicians and their
immediate families.

Participants agreed that physicians must be encouraged
and helped to find their own family doctor and more
resources must be allocated to training family physicians
and specialists who can appropriately treat their colleagues.
As Dr. Derek Puddester, director of the faculty of medicine
wellness program at the University of Ottawa, noted, “It is
challenging to take off the white coat,” and the treating
physician must respect and facilitate the transition from
being a physician to being a patient.

A successful pilot program called “Code 99” has
attempted to address this issue in the Ottawa area by find-
ing physicians willing to treat their colleagues; it could be
easily adopted in other areas across the country, said
Puddester. — PR

Finding a doctor can be the toughest
challenge — even for a doctor
Finding a personal physician is one of the most important steps a physician can take to maintain his or her own
health. But at a time when many Canadians cannot find a family doctor, this is also a common problem for
physicians.

Dr. Michael Myers
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“A LARGE PERCENTAGE of
physicians, for a variety of
reasons, self-prescribe,”
Dr. Dudley Stewart, a New
Orleans physician and a mem-

ber of the American Medical Association’s Council on
Ethical and Judicial Affairs told delegates.

He said that although the issue creates a “very signifi-
cant emotional resonance,” for many physicians, whether it
is a problem depends on the category of drug being pre-
scribed. Dr. Stewart said self-prescribing opiates “is a defi-
nite red flag” indicating a potential problem, but he would
not be too worried if a female physician was prescribing her
own birth-control pills.

Others challenged this perspective. Dr. Martin Doot,
medical director of the Illinois Professionals Health
Program, said self-prescribing non-controlled substances
can be “a slippery slope” to health problems. Every physi-
cian should have a personal physician whose objectivity is
not compromised. Another physician noted that even self-
prescribing birth-control pills can lead to problems if the
physician is not receiving the proper preventive care and
screening associated with reproductive health.

Dr. Stewart responded that although it is best for
physicians not to self-prescribe, access problems and delays
in getting care means self-prescribing “happens a lot.”

Dr. Derek Puddester, director of the University of

Ottawa faculty wellness program was recently involved in a
small pilot survey of health habits of Ottawa-area physi-
cians. He said that the researchers were surprised by the
finding that 50% of these community-based physicians say
they self-prescribe and 58% say they prescribe drugs for
family members.

Dr. Puddester noted that the small survey response rate
means any findings must be treated with caution, but he
added that any physician who does not have his or her own
family doctor and self-prescribes for health problems “may
be on a slippery slope.”

A survey of Australian medical residents and general
practitioners (GPs) also showed that self-prescribing is
common, with more than three-quarters of respondents
stating they self-prescribe antibiotics and more than a quar-
ter of GPs and a third of residents saying they self-prescribe
sleeping pills. Dr. Richard Hetzel, an Australian physician,
noted that one Australian state has passed legislation pro-
hibiting physicians from prescribing to members of their
own family.

Dr. Michael Myers, a professor of psychiatry at the
University of British Columbia, noted that some physicians
think looking after members of their own family is expect-
ed and part of the tradition of medicine, but others see the
practice as “abhorrent.” As a profession, he added, we need
to educate and assist physicians to be able to tolerate being
a patient. — PR

Self-prescribing — a “slippery slope”

One thread running through sessions at the recent International Conference on
Physician Health was the high incidence of physicians prescribing medication to
themselves or family members and the potential for dangers associated with this
practice.

PHYSICIANS entering the final stage of their career cycle
have their own challenges in terms of maintaining personal
health and well-being. Dr. Dianne Maier, clinical director
of the Alberta Physician and Family Support Program,
notes that published data relating specifically to physician
retirement issues are scarce, but the literature shows that
emotional preparation for retirement has a great impact on
the physician’s quality of life and that improved life satis-
faction is associated with a “balanced life.”

As physicians age, physical, psychological and cognitive
issues may affect their ability to practice. Many physicians
would prefer not to retire completely from medicine but to
gradually reduce their workload. However, challenges exist

when contemplating change in the medical workload.
Dr. Maier suggests that to ease the transition into retire-
ment, physicians should consider that, just as a retirement-
ready RRSP requires consultation, planning and years of
planning, so does a non-financial retirement plan.

With a growing cohort of Canadian physicians reach-
ing retirement age, the CMA and other associations are
turning more attention to this issue. Last year, the CMA
held a focus group on the subject at its annual meeting and
the Alberta program sponsored a successful workshop on
retirement issues. See the CMA Centre for Physician
Health and Well-being literature review on this topic on
cma.ca. — PR

Retirement
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AT THE 2004 International Conference on Physician
Health, representatives of both organizations presented
delegates with a 10-year perspective of the history of col-
laboration between the PHP and the CPSO. The PHP was
initiated by the OMA in the mid-1990s, and the college
provided significant input during the development phase.
This was crucial to the current state of trust between the
two organizations.

When the PHP was started, Angela Bates, a manager
of the investigations and resolutions unit of the CPSO
noted that there was “distrust” about any input from the
regulatory body. Before initiation of the current program,
she stated, the college approach to impaired physicians was
not as sensitive as the one now employed, in terms of  both
philosophy and focus, although impaired physicians were
not subject to disciplinary proceedings. Whereas in the
past, the college investigations staff dealing with ill physi-
cians were largely former police officers, she said, they are
now primarily social workers and nurses, who provide a
therapeutic approach.

As the regulatory agency responsible for investigating
physician care, conduct and capacity, the college has a for-
mal process for looking into concerns about physician
health. However, Ms. Bates notes that in contrast to the sit-
uation in the past, such proceedings will be halted if the
physician acknowledges that he or she has a problem and
takes appropriate steps to remedy the situation. She says if
problems are a result of mental health or substance abuse
or dependence, the college steers physicians to the PHP.

Bates said the current focus on remediation and reha-
bilitation reflects “a kinder, gentler college,” and the college
has been increasingly willing to see health problems in the
context of a disease model across the spectrum of its pro-
grams.

Bates said one of the critical factors ensuring success of
the program has been that it has never been a “political
football” between her organization (which regulates physi-
cians) and the OMA (which represents the interests of
Ontario physicians).

Speaking for the OMA, Sarah Hutchison, associate
director of the PHP, agreed that OMA members have been
concerned about the association being “too cozy” with the
college. But she said that with physicians becoming more

willing to reach out for help, response to the program has
increased. In addition, Hutchison says, other regulatory
agencies in the province dealing with professionals such as
veterinarians and pharmacists are looking to adopt the
model and obtain access to the PHP’s services, because it
has proved to be so successful.

Hutchison notes that the scope of the program has also
expanded over time, with the current focus on responding
to physicians experiencing stress, burnout, marital, family,
relationship and a range of psychiatric problems and the
number of physicians experiencing substance abuse and
dependence remaining fairly constant over the last several
years.   

Collaborative work continues between the organiza-
tions. The OMA and CPSO are now embarking on a
multistakeholder collaborative development of a systematic
response to disruptive behaviour in physicians. — PR

Ontario program showcases collaborative success
An outstanding example of collaboration in the physician health field in Canada has been that between the
Ontario Medical Association’s (OMA’s) Physician Health Program (PHP) and the College of Physicians and
Surgeons of Ontario (CPSO).
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THE TORONTO PHYSICIAN HEALTH PROJECT is a collabora-
tive effort of the Toronto region of the Ontario Medical
Association and the OMA’s Physician Health Program
(PHP). The initial focus of the project was to increase the
number of treating physicians willing to see physician
patients referred to them by the PHP. However, early in the
process, the project team encountered reluctance among
potential recruits who feared they lacked the skills and con-
fidence required to treat their colleagues. 

In response to this knowledge gap, a survey was distri-
buted to approximately 100 treating physicians to deter-
mine their educational needs. Those who responded (20%)
expressed an interest in both general topics, such as treat-
ment of depression and anxiety, and specific topics, such as
doctors’ personality characteristics and the treating a physi-
cian’s counter-transference reactions to working with a col-
league. These findings resulted in the creation of Doctors
for Doctors: Therapeutic and Practical Challenges in
Treating Physicians, a 1-day accredited session held in late
spring 2004. 

The purpose of this pilot educational course was two-
fold: 
• To increase the actual number of treating physicians in

Toronto and 
• To enhance their knowledge, therapeutic skills and

confidence.
It featured three formal lectures (“Treating the physi-

cian patient,” “Barriers to treating physicians” and “Update
on physician health”) and three interactive workshops cov-
ering a range of topics, such as boundary issues, counter-
transference, suicidal behaviour, reporting issues, confiden-
tiality, resilient physicians, third-party reports and barriers
to seeking help. 

The experience of course participants was very positive.
On a scale from 1 (poor) to 7 (outstanding), 33 (out of a
possible 40) participants rated course content, format and
speaker style at 5.5, on average. 

The three most popular take-away messages were: 
• The importance of unique physician characteristics

and how they might affect therapy 
• Physician-specific boundary issues; similarities and dif-

ferences between physician and non-physician patients 
• The need to develop resiliency in physicians. 

Participants particularly liked sharing their experiences
and issues in physician health with like-minded colleagues
and expressed an interest in “continuing the dialogue” by
establishing peer or study groups or mentoring sessions in
the future.

In conclusion, there is a definite demand and need for
both formal and informal support for physicians treating
other physicians. The combination of didactic and interac-
tive learning appears to be effective in translating know-
ledge into practice and creating communities of care.
Future efforts of the team are two-fold: 
• To continue to offer Doctors for Doctors to new

recruits to the Toronto network of the OMA PHP and
other interested parties 

• To offer advanced workshops to physicians already in
the network that build on their knowledge base and
strengthen the community of care created by the
Toronto team. 

More information on the project is available in Barankin T,
Paré M, Bugeja K. Doctors for Doctors — Therapeutic and
Practical Challenges in Treating Physicians. Ontario
Medical Review 2004;71:46-9 or contact project coordina-
tor, Kathy Bugeja, at 905 886-8777 or kbspi@idirect.com

Doctors for doctors: therapeutic and practical
challenges in treating physicians in distress

Tatyana Barankin, MD; Michael Paré, MD; and Kathy Bugeja

International studies

The following three presentations were made at the International Conference on Physician Health. Full summaries of
these papers can be found at cma.ca/well-being

Doctors’ health down under: A review of the first Australian PHP after its first three years of operation (2001–2004):
Dr. Jack Warhaft

Without protection: violence and physician health in Germany: Dr. Bernhard Maeulen

Survey shows pressures on Russian MDs: Dr. Tatiana Fedorova




