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ABSTRACT

OBJECTIVE To explore the nature of professional stress and the strategies used by family physicians to
deal with this stress.

DESIGN Qualitative study.
SETTING Kitchener-Waterloo, Ont.
PARTICIPANTS Ten key-informant family physicians.

METHODS In-depth interviews were conducted with key informants. A total of 40 key informants

were identified, based on selected criteria; 24 provided consent. The potential participants were rank-
ordered for interviews to provide maximum variation in age, sex, and years in practice. Interviews were
conducted, audiotaped, transcribed verbatim, and analyzed until thematic saturation was reached, as
determined through an iterative process. This occurred after 10 in-depth interviews. Immersion and
crystallization techniques were used.

MAIN FINDINGS The participants described professional stresses and strategies at the personal,
occupational, and health care system levels. Personal stressors included personality traits and the need
to balance family and career, which were countered by biological, psychological, social, and spiritual
strategies. Occupational stressors included challenging patients, high workload, time limitations,
competency issues, challenges of documentation and

practice management, and changing roles within the EDITOR'S KEY POINTS

workplace. Occupational stressors were countered « Although it is increasingly recognized that family

by strategies such as setting limits, participating in
continuing medical education, soliciting support from
colleagues and staff, making use of teams, improving
patient-physician relationships, exploring new forms
of remuneration, and scheduling appropriately.
Stressors affecting the wider health care system
included limited resources, imposed rules and
regulations, lack of support from specialists, feeling
undervalued, and financial concerns.

CONCLUSION Family physicians face a multitude

of challenges at personal, occupational, and health
care system levels. A systems approach provides a
new framework in which proactive strategies can
augment more than one level of a system and, in
contrast, reactive strategies can have negative inputs
for different system levels.

physicians are suffering from occupational stress,
there is only a small body of literature on family
physician stress, burnout, and coping. This inter-
esting qualitative study builds upon survey results
previously published in Canadian Family Physician
by these authors and adds to the literature on this
topic.

Key informants were purposefully selected for in-
depth interviews based on their knowledge of strat-
egies for managing professional stress and their
good communication skills; participants represented
both sexes, various ages, and all levels of practice
experience.

Participants described stresses at the personal, occu-
pational, and wider health care system levels, and
reported personal and occupational strategies that
not only decreased stress at these levels, respec-
tively, but also affected stress at other system levels.
Participants could also be divided into those who
were primarily proactive planners, who used stress
strategies to prevent stress, and those who were

*Full text is available in English at www.cfp.ca.
This article has been peer reviewed.
Can Fam Physician 2009;55:288-9.e1-6

primarily reactive responders, who used stress strat-
egies to relieve stress.
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RESUME

OBJECTIF Déterminer la nature du stress professionnel et les stratégies utilisées par les médecins de

famille pour faire face a ce stress.
TYPE D'ETUDE Etude qualitative.
CONTEXTE Kitchener-Waterloo, Ontario.

PARTICIPANTS Dix médecins de famille agissant comme informateurs-clés.

METHODES Des entrevues en profondeur ont été effectuées avec des informateurs-clés. Un total de 40
informateurs-clés ont été identifiés a partir de criteres de sélection; 24 ont donné leur consentement. Les
participants potentiels ont été interviewés dans un ordre donné afin d’'obtenir le maximum de variation dans
'age, le sexe et I'expérience de pratique. Les entrevues ont été enregistrées sur bande magnétique, transcrites
mot a mot et analysées jusqu'a atteinte de la saturation, tel que déterminé par un processus itératif, ce qui fut
obtenu apres 10 entrevues en profondeur. Des techniques d’'immersion et de cristallisation ont été utilisées.

PRINCIPALES OBSERVATIONS Les participants ont identifié des stress professionnels et des stratégies aux
niveaux personnel, professionnel et en lien avec le systéme de santé. Les stresseurs personnels incluaient
les traits de la personnalité, et la nécessité d'équilibrer famille et carriere, ce pour quoi on utilisait des

stratégies biologiques, psychologiques, sociales et
spirituelles. Les stresseurs professionnels incluaient
les patients difficiles, la charge de travail €levée, le
manque de temps, les questions de compétence, les
défis liés a la documentation et a la gestion de la
pratique, et I'évolution des roles dans le milieu de
travail. Contre le stress professionnel, on utilisait des
stratégies telles que: s'imposer des limites, participer
a des formations médicales continues, solliciter I'aide
des collégues et du personnel, se servir d’équipes,
améliorer la relation médecin-patient, explorer de
nouvelles formes de rémunération et avoir un agenda
raisonnable. Les stresseurs reliés au systeme de santé
¢élargi incluaient les ressources limitées, I'imposition
de regles et de reglements, le manque de soutien

des spécialistes, le sentiment de dévalorisation et les
préoccupations d’ordre financier.

CONCLUSION Le médecin de famille fait face a une
multitude de défis reliés aux aspects personnels,
professionnels et du systéme de santé. Une approche
systémique offre une nouvelle perspective dans
laquelle les stratégies proactives peuvent augmenter
plus d'un niveau d’'un systeme alors qu’au contraire,
les stratégies réactives peuvent avoir des effets
négatifs sur différents niveaux du systeme.

POINTS DE REPERE DU REDACTEUR

* Méme si on reconnait de plus en plus que les méde-
cins de famille souffrent de stress professionnel, il
existe trés peu de publications sur le stress, le bur-
nout et les capacités d'adaptation des médecins de
famille. Cette intéressante étude qualitative fondée
sur les résultats d'une enquéte déja publiée par
les auteurs dans Le Médecin de Famille Canadien
s'ajoute a la littérature sur ce sujet.

» Des informateurs-clés ont été choisis intentionnelle-
ment pour des entrevues en profondeur en fonction
de leur connaissance des stratégies pour faire face au
stress professionnel et de leur habileté a communiquer;
les participants représentaient les deux sexes, différents
ages et tous les niveaux d'expérience professionnelle.

 Les participants ont identifié des stress reliés aux
aspects personnels, professionnels et du systéme
de santé élargi, et ils ont rapporté des stratégies
d'ordre personnel et professionnel qui diminuaient
non seulement le stress a ces niveaux, mais influen-
caient aussi le stress a d'autres niveaux du systeme.
On a également pu répartir les participants en deux
groupes: ceux qui €taient surtout des planificateurs
proactifs et qui utilisaient des stratégies spécifiques
pour prévenir le stress, et ceux qui étaient principa-

*Le texte intégral est accessible en anglais @ www.cfp.ca.
Cet article a fait I'objet d'une révision par des pairs.
Can Fam Physician 2009;55:288-9.e1-6

lement des répondeurs réactifs, qui utilisaient des
stratégies pour soulager le stress.
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sicians are suffering from occupational stress.! The

term burnout has come to mean emotional exhaus-
tion, depersonalization, and a perceived lack of personal
accomplishment.? In Canada, a survey of rural family
physicians in 2001 showed a self-reported burnout rate
of 55%?; a survey in 2004 demonstrated that almost half
of urban family physicians self-reported experiencing
high stress levels and components of burnout.*

Personality traits such as a desire for high achieve-
ment, perfectionism, and a strong sense of obligation
might make physicians vulnerable to depression, burn-
out, and anxiety and might contribute to higher sui-
cide rates among physicians.5¢ Physicians—particularly
female physicians who often have greater responsibility
for family duties—have often found it challenging to bal-
ance personal and professional life.”-1°

The purpose of this study was to explore the stress
experienced by Canadian family physicians and the
strategies used to deal with this stress. The intent was
to identify the underlying themes and provide a deeper
understanding and more information than could be
found with surveys. A literature search failed to find any
qualitative research on this topic among Canadian fam-
ily physicians.

It has been increasingly recognized that family phy-

METHODS

Sample

The study used a purposive sample of key informants
from among the 158 family physicians in Kitchener-
Waterloo, Ont, an urban community with a population
of 300000. Letters containing information about the
study were sent to the potential participants, and con-
sents and ethics approval were obtained.

Key informants were purposefully selected based on
their knowledge of strategies for managing professional
stress and their good communication skills. Forty key
informants were identified; 24 provided consent. The
potential participants were then rank-ordered for inter-
views to provide maximum variation in age, sex, and
years in practice. Two of the researchers used an iterative
process to determine when thematic saturation had been
reached. Saturation occurred after 10 in-depth interviews.

Participants ranged from 29 to 73 years of age, with an
average age of 47 years. There were 5 men and 5 women.
The number of years of practice experience ranged from 1
to 50 years, with an average of 20.4 years.

Data collection and analysis

The in-depth interviews were conducted between
December 2003 and February 2004. The interviews
ranged from 45 to 75 minutes long; they were audiotaped
and transcribed verbatim. The interviews were semi-
structured, and thematic analysis was conducted shortly

after each interview by 2 of the researchers. Analysis was
initially done independently, followed by comparison and
corroboration among researchers. Each transcript under-
went a minimum of 3 iterations of the interpretive pro-
cess. The interviews were conducted until all probable
themes had been uncovered. Immersion and crystalliza-
tion techniques were also used.

FINDINGS

Participants described professional stresses and strate-
gies at the personal, occupational, and health care sys-
tem levels, which are depicted in Figure 1.

Personal stress factors

Most of the physicians interviewed acknowledged that
factors such as personality traits and the need to bal-
ance career and family contributed to their sense of pro-
fessional stress. Most participants expressed a strong
sense of obligation and high self-expectations.

Personal strategies
Personal strategies were used by all of the participants
and could be categorized into themes relating to spiri-
tual, psychological, social, and biological well-being.
Spiritual strategies included prioritization of values,
reflection, and self-awareness. One of the male partici-
pants shared a personal insight he had gained after suf-
fering extensive stress during his career. “My personal
belief is that we should take personal responsibility for
[stress] and look at our own beliefs and thoughts that cre-
ate our own stress.” He went on to speak about his own
self-awareness: “I try to recognize my faults and admit
them without being too self-critical. I've got lots of them!”
This sentiment was echoed by a younger participant
who felt that he did possess self-awareness, although he
admitted that this was a challenge for him.

If I was looking at [my life] like a pie chart in terms of
time, personal effort, and commitment that I'm put-
ting toward my work and toward my family time, it's
skewed towards my profession, and I don't think that's
healthy in the long run. I think it's good that I'm aware
of it and want to make changes on it, but I'm still sort
of struggling to actually implement those changes and
try to find a balance that I'm happier with.

Psychological strategies were mentioned by most of
the participants. These included acceptance of limits. One
participant spoke on the theme of acknowledging one’s
own feelings: “It is important to realize that doctors are
human and they have to deal with their feelings as well,
and if you don‘t deal with them, it will come out with the
patient as anger or upset.” Humour was felt to be impor-
tant, particularly for one male participant, who used this
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Figure 1. The 3 levels of systems: Proactive planning and reactive responding affects different levels of systems.

Proactive
planning

key strategy throughout his lengthy career: “If you're
going to go and spend time with people who are dying,
then you'd better spend some time laughing as well.”

Most participants spoke of their need to socialize
with friends and family. A woman spoke of how she
enjoyed her life: “Going for a run with friends, taking my
daughter ... watching my son play hockey. Those kinds
of things, that's what you live for.”

Physical activity, exercise, outside interests, and
hobbies were strategies used by all the physicians. A
younger male participant spoke of what he had learned
from an older physician.

When I went there ... I saw how he took these big,
long lunches and he’d go to the gym. I thought, gee
that's a good idea, because I used to always go after
work. You're tired after work and you don’t want to
go. All of a sudden you sort of fall out of routine. It's
a great idea to keep me going to the gym because it's
that time set during the day and I can, and you're not
having any responsibilities to see anybody [like] your
family at that time of the day.

Occupational stress factors

Occupational stress factors involved the staff, colleagues,
and patients of family physicians, as well as the interac-
tions among these parties. They included challenging
patients, high workload, time limitations, competency,
challenges of documentation and practice management,
and changing roles.

Health care system

Occupational system

Personal
system

Reactive
responding

All of the participants spoke about “heartsink,”
demanding, and challenging patients. Heartsink has been
used to refer to patients whose names cause their doc-
tors’ hearts to sink.!'! A female participant spoke about
one particular patient she had reluctantly taken on as a
favour to a relative who was an existing patient.

I took this lady on. Holy cow! She was just trouble
from the first day she came in. Heartsink patient?
Brutal. She had an itinerary. She would tell me what
she wanted .... She needed notes, notes, notes, for
everything.

The high workload of practice was cited by all of the
participants. As an example, a young participant spoke
about the workload and responsibility of hospital work
that he had to manage in addition to his office-based
family practice. “I'd get a knot in my stomach every time
I was on call because of the hospital calls.” Ultimately,
this participant gave up his hospital work.

Time limitations were identified by all of the partici-
pants as stressful. One physician reflected on how the
increasing complexity of patient care made it progres-
sively more difficult for him to stay on schedule. Another
expressed guilt associated with not having the time to
spend with some patients.

[Speaking to a patient] “You know what? We need
to address this in another visit.” I always feel guilty
doing that, especially [to] a patient who is more
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elderly because you'd like to be able to address all the
problems in 1 visit, but you can't spend 45 minutes
every time you see them. I find that stressful.

Some patrticipants shared concerns about the need to
keep up-to-date and maintain competency. Others dis-
cussed the challenges of large amounts of paperwork.
One participant provided an example: “It took me 2%
minutes to check the patient medically. It was a sprained
ankle. And, it took me 25 minutes to fill out the forms.”

Some participants thought that practice management
was challenging, including dealing with staffing issues,
and some believed this was owing to inadequate train-
ing for practice management.

Most participants thought that the changing role of
the family physician was stressful. This included tak-
ing on new roles as a result of a shortage of specialists
without adequate training for these new roles.

Occupational strategies

All participants used strategies in their practices to help
them with patients, staff, and colleagues. These included
setting limits, participating in continuing medical educa-
tion, soliciting support from colleagues and staff, mak-
ing use of a team approach, improving patient-physician
relationships, exploring new forms of remuneration, and
scheduling appropriately.

Most participants had reduced their roles as family
doctors during the span of their careers and set limits on
their workloads and scope of practice. These role reduc-
tions included giving up hospital work or obstetrics, “firing”
patients, and converting from full-time to part-time work.

Continuing medical education was considered by
many to be a helpful strategy to manage occupational
stress. This addressed the issues of competency and
collegiality. Some participants were members of small
learning groups, which they found to be helpful.

Most participants sought support from colleagues
and staff. Compatible practice partners, use of teams,
and consulting other health professionals were cited as
strategies by many.

Improving patient-physician relationships was
described as helpful for some participants. One partici-
pant addressed this issue regularly with his staff and
believed that relationships with patients could be helped
by reframing “difficult” patients as “interesting” patients.

Some participants had started to take advantage of
new forms of remuneration, such as partial capitation
models instead of the traditional fee-for-service model,
and felt this was a positive change.

Scheduling appropriately was also cited as important
for some of the participants.

Systemic stress factors
Many of the stresses noted by the participants were
caused by issues within the health care system, such as

limited resources, imposed rules and regulations, lack of
support from specialists and colleagues, feeling under-
valued, and financial concerns.

All of the physicians discussed the problems caused
by limited resources. This included lengthy waiting lists
for diagnostic tests, difficulties referring patients, and
the challenge of accessing specialists. Not only was the
shortage of specialists discussed, but the shortage of
family physicians was also mentioned by some partici-
pants, who indicated that it could be stressful to find
replacements for vacation or eventual retirement.

Medicolegal issues, the need for documentation, and
rules and regulations imposed by organizations such as
professional colleges and the government were cited as
stressful by some physicians.

Actual or perceived lack of support and collegial-
ity from specialists, colleagues, and hospitals was dis-
cussed by most participants. Many spoke specifically
about the diminishing collegiality among physicians as
well as the loss of connectedness between family physi-
cians and other specialists.

Feeling undervalued and financial concerns were
brought up by almost all of the participants.

Proactive planners and reactive responders
Additional analysis of the data using crystallization and
immersion techniques revealed themes of proactivity
and reactivity. Most participants demonstrated some
aspects of proactive planning and reactive responding,
but either one or the other was usually predominant.
The researchers were able to divide the participants into
those who were primarily proactive planners and those
who were primarily reactive responders.

Proactive planners often anticipated potential prob-
lems and took steps to avoid creating imbalance at the
outset. Examples included advance schedule planning,
constant fostering of the patient-physician relationship,
planning for continuing medical education, setting lim-
its, and developing an environment of mutual support
with staff and colleagues.

Reactive responders generally used stress strategies
only after suffering from great stress. For example, one
participant was in full-time practice with comprehensive
duties and felt guilty about not meeting family obliga-
tions. This reactive responder reduced office hours and
gave up some hospital duties after feeling overwhelmed.

DISCUSSION

Levels of systems

Stress factors and strategies can be viewed in terms of
different levels of systems as shown in Figure 1. General
system theory states that open systems have feedback
mechanisms and different inputs, both positive and
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negative.'? Each system comprises various components
as well as the dynamic interactions occurring among
various parts within the system. There are 3 different
systems of stress factors: the personal system, the occu-
pational system, and the health care system. These dif-
ferent systems operate at different levels yet do interact
with each other, by both positive and negative inputs. In
addition, the levels of stress strategies interact in paral-
lel systems to the stress factors. Although previous stud-
ies have described some of these stressful inputs,!35
this study provides a new framework for understanding
the issue of physician stress in a systems approach.

The personal system comprises the many compo-
nents of the self: personality, physical health, connect-
edness, and values. At the level of the person, there are
positive inputs (strategies) and negative inputs (stresses).
Strategies balance and maintain the system of the per-
son and add to personal growth. These can be catego-
rized as spiritual, psychological, social, and biological
strategies (Figure 2).

Spiritual strategies include prioritizing values, self-
reflection, and developing self-awareness. Acceptance
of limitations and the use of high-level defence mech-
anisms,'® such as humour, were psychological strate-
gies used by participants in this study. Social strategies
included spending time with family and friends, having
outside interests, and having hobbies. Physical activity,

Exploring family physician stress | Research

exercise, proper sleep, and good nutrition were biologi-
cal strategies that were found to be helpful.

The occupational system comprises various compo-
nents: the family physician, patients, staff, colleagues, and
the interactions among these components (Figure 3).

The diminution of the system by negative inputs such
as heartsink or demanding patients and time pressures
can be counterbalanced by positive inputs such as set-
ting limits, improving the patient-physician relation-
ship, and scheduling realistically and appropriately. The
negative input of high responsibility with heavy work-
load, issues of competency, the need to keep up-to-
date, complex and challenging medical problems, and
an abundance of paperwork could be countered in a
similar fashion by positive inputs such as participat-
ing in continuing medical education, using technology,
and working in teams. A negative input such as stress
from practice management issues can be countered by
fostering a supportive work environment and using a
team approach; collegiality can counter potential stress
caused by inadequate support from colleagues.

The health care system comprises many components,
including family physicians, specialists, support staff, other
health care providers, hospitals, academic institutions, gov-
ernments, regulatory bodies, insurers, health care-related
industries, the public, and other various stakeholders and
the interactions among all of these players.

Figure 2. The personal system: Outward arrows indicate negative inputs (stresses) that diminish the system and
inward arrows indicate positive inputs (strategies) that augment the system.
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Figure 3. The occupational system: Outward arrows indicate negative inputs (stresses) that diminish the system and
inward arrows indicate positive inputs (strategies) that augment the system.
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Proactive planners and reactive responders
Proactive behaviour has been described as taking respon-
sibility for one’s own situation. Each individual has the
ability to show initiative and take responsibility to make
things happen.!”!® A proactive planner at the personal
level can have a positive input not only on the personal
system but also on the next system level. As an example,
one participant scheduled regular exercise and time with
family and friends. As a result, he felt great and was more
likely to facilitate healthy occupational strategies, such as
settings limits, using teams, and garnering support from
staff and colleagues. This, in turn, decreases his likeli-
hood of leaving the profession prematurely, which ben-
efits the health care system as a whole.

In contrast, a reactive responder might choose to
respond to professional stress by reducing his or her
scope of practice. Although this strategy might be posi-
tive and healthy at the personal level, it would be nega-
tive for the next levels of systems. At the occupational
system level, patients might have reduced access to care
and colleagues and staff might be adversely affected. At
the level of the health care system, this strategy adds
to the limited resources and the shortage of physician
services available.

Similarly, reactive responding at the level of the entire
health care system might not be healthy for physicians
at the occupational and personal levels. For example,

Occupational
system

Continuing education,
technology, appropriate

P remuneration

Family
physician

—» High
responsibility

Colleagues D Collegiality

\

Lack of support

medical school enrolments in Canada were reduced over
the past decade in reaction to the challenge of financial
deficits faced by governments. The ensuing physician
shortage has challenged patients, staff, and physicians
at the occupational level. At the personal level, many
physicians have found it challenging to balance career
with family as a result of the public demand for services.

Limitations and implications

Because of the qualitative design of this study, the
results cannot necessarily be generalized to all family
physicians, but greater awareness of the phenomenon
of professional stress experienced by family physicians
adds to the known literature and could lead to further
study on the subject.

The aim of this study was to explore stress and strat-
egies to manage stress, primarily at the level of the indi-
vidual physician; however, how the effects of one level
affected other levels was also examined. Proactive plan-
ning at the larger health care system level by profes-
sional bodies, hospitals, and governments to address
the many systemic stresses might lead to healthier indi-
viduals, including family physicians, other health care
professionals, and the public in general.

Conclusion
Family physicians face a multitude of challenges at
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personal, occupational, and health care system levels.
A systems approach provides a framework in which
stresses diminish and strategies to deal with stress aug-
ment each system level. Proactive planning can augment
more than one level of system and reactive responding
can have negative effects on different system levels. ¥
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