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Abstract: Physicians exposed to a risky environment experience burnout, which negatively impacts
patient care, stress decreases compassion, harms patient-doctor communication and may jeopardize
patient safety. Patients are directly exposed to their physicians’ overload and can sense their
exhaustion, making them a sensitive seismograph of burnout. This study aimed to compare
patients’ standpoints towards physicians’ burnout before and during the COVID-19 pandemic,
characterizing patients’ perceptions according to the 4 components of burnout. Two cross-sectional
surveys (February-March 2018 and 2021) were conducted. 314 responders, 133 in 2018 and 181 in
2021. Physician burnout, accountability, empathy towards doctors (“mirror reflection”) and the
expected patient-doctor partnership were measured. Patients’ perception of physicians” burnout
was significantly associated with urban community, education and religiosity. Perceived
accountability was associated with female gender and education. Empathy was associated with
employment and gender. Patients described physicians’ burnout as significantly higher prior to the
COVID-19 pandemic. Physicians’ accountability, empathy for doctors, and perceived partnership
were more intense in 2021, implying that the emergency emphasized the physician’s role and the
patient-doctor relationship. Global disasters may have an unexpected positive effect on how
patients understand the role and duty of physicians and the health system.

Keywords: physician burnout; patient’s perspective; COVID-19 effect; trends

1. Introduction

Physicians experience high rates of burnout, which may negatively impact patient care [1]. Many
factors influence the level of burnout apart from a stressful environment and overload per se, such
as age, medical department, profession and personal resilience. The clinical implications of burnout
include psychological stress that may accelerate suicidal risk [2], as well as other physical symptoms
[3], alongside social impairment, evoking violent and anti-social behavior, resulting in a negative
response to other people, such as colleagues and patients, in a cynical and isolated way [4,5]. Burnout
is explained by both ‘compassion fatigue’ and ‘emotional dissonance’ (that is a gap between felt and
expressed emotion, with reduced emotional regulation), which have even been demonstrated in
brain activity imaging [6]. Burnout was found to be associated with reduced professional fulfillment
and lower confidence in taking action to address unprofessionalism [7]. Moreover, burnout may be
reduced in a trustful environment. Thus, medical managers, policy makers and opinion leaders are
encouraged to build and maintain trust between patients and care providers [8].

As mentioned, individual characteristics may affect burnout: age over 60 years compared to
age<40 years, was independently associated with lower burnout [1]. Gender plays a role in
sustaining resilience and patient-related burnout was found to be higher in males compared to
females [9]. Professional features are also influential: staff from overloaded and stressful medical
departments (such as the Emergency Room (ER) and Intensive Care Unit (ICU)) often demonstrate a
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higher level of burnout [4]. During residency, residents often show low resilience [10] due to fatigue
or work pressure [10] due to fatigue or work pressure [11].

Physician burnout may jeopardize patient care. Elimination of this risk must be viewed as a
fundamental health care policy goal across the globe. Healthcare organizations are encouraged to invest
efforts in order to improve physician wellness, particularly for early-career physicians [12]. Lafreniere
observed that patients perceived residents who reported higher levels of depersonalization, meaning
reduced ability to show empathy during their patient care encounters [13].

Physician burnout is rarely measured in a prospective or longitudinal manner. Monrouxe et al.
described a longitudinal 1-year cohort designed to assess the transition of final-year medical students
to residents [9].

Our assumption were that continuous stress among medical teams would gradually increase
burnout and reduce compassion, especially when additional threats accumulate during the
pandemic. In addition, patients can sense this fatigue. Thus, even if the caregiver is not aware of the
increasing manifestations of exposure to a stressful lifestyle, patient inquiries can be a sensitive
seismograph of impending burnout [5]. We aimed to analyze the impact of burnout components
beyond the influence of the pandemic as a major event. Thus we can identify the most important
elements for effective education intervention to benefit patient- doctor relationship.

2. Materials & Methods

To assess the existence and level of burnout, a questionnaire based on the original burnout
survey [5] was composed. We also used tools based on former Israeli experience [14] in this field. Our
questionnaire was comprised of 4 main sections in order to capture the patients’ point of view: (1)
dimensions and level of physician’s burnout (perceived physician’s burnout); (2) the patient’s own
feeling towards the exhausted physicians (mirror reflection of empathy), embedding the perceived
physician’s compassion and sensitivity to patients” wishes; (3) the perceived partnership expected
between the participant and his/her doctor in decision-making (patient-doctor dialogue), and (4)
demographic details.

To compare burnout over time we conducted two-point surveys during February- March 2018
and February-March 2021.

Our population was a convenience sample of patients from the ambulatory care clinics in five
ambulatory care clinics nationwide. We preferred an anonymous respond to enable open and
unbiased responses, instead of a cohort of a closed group of participants. Therefore, we had two
different groups of responders who participated in the early and late phases of the survey. We
applied weighting techniques to age groups in the later sample in order to correct for the fact that the
population in the later sample was older on average [15].

After weighting, we present means, standard deviations, or numbers (N’s), along with
percentages of possible explanatory variables for the two samples. We compare the samples using
the Chi-square test.

We used a two-sample weighted t-test (Welch) to compare the characteristics of physicians’ role
model over time.

A univariable and multivariable linear regression was used to examine the influence of gender,
age, religiosity, educational level, type of social community, number of children, employment status
and the period of the survey, on the 4 components of physician’s ‘professional role’ [16] model as
described by patients. This included: burnout, accountability, ‘mirror reflection’ of empathy
(sensitivity or awareness of patient fears/concerns) and partnership (a sense of meaningful dialogue).
We present § with 95% confidence intervals (Cls) and p-values. As part of our analysis of burnout
components, we specifically examined all the other components of the professional role: empathy, a
sense of partnership, and accountability.

The analyses were conducted using the statistical program R 4.1.0.

3. Results
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A total of 314 respondents responded and their details were analyzed. 133 responders during
2018 (prior to COVID-19 pandemic) and 181 in 2021 (following a whole year of COVID-19 pandemic).

Most of the responders were females (65%), employed (67%), living in an urban area (85%); 59%
were secular, 14% declared that they were orthodox (22% were light orthodox and 4.6% very
orthodox). The responders’ mean age was 48 years and they had on average 2.26 children (Table 1).

When comparing the characteristics of the perceived physician’s role model over time, perceived
burnout was significantly higher in the 2018 survey prior to the COVID-19 pandemic, compared to
the survey during the pandemic (4.23, 3.79 respectively, p = 0.0285), while accountability (5.33, 6.93,
p<0.001), the mirror reflection of empathy (5.33, 6.93, p<0.001) and perceived partnership (6.55, 8.64,
p<0.001) were significantly higher during the COVID-19 pandemic compared to the early 2018 survey
(Table 2).

Following these findings each component was separately analyzed to better understand its
relative contribution to the patient’s understanding of the physician’s resilience:

Burnout: Table 3 presents the univariable and multivariable analyses.

Univariable analyses of patients’ responses to burnout showed that the participant’s age,
number of children, education, employment, religiosity, social community type, time (early/late) of
survey, as well as the perceived doctor’s accountability, mirror reflection of doctor’s empathy and
perceived partnership are all parameters that were associated with the perceived physician’s
burnout. We identified that younger, academic, employed, urban, secular participants, who declared
lower responsibility for healthy behavior, lower desire for patient-doctor partnership in health
decisions and reported a lower “mirror reflection” of doctor’s empathy during the early (2018) survey
(prior to COVID-19 pandemic), believed that their physicians had higher levels of burnout (Table 3).
The multivariable model (Table 3) confirms our findings for most of the univariable analyses
variables (adjusted R-squared = 0.3119). Burnout reflection remained significantly associated with the
responder’s (the patient) social community type (p = 0.003), as well as the responder’s education (p =
0.002), religiosity (p < 0.001), responsibility for healthy behavior (p = 0.049), the perceived physician’s
empathy (p <0.001) and sense of partnership (p <0.001). Further analysis of the perceived physician’s
burnout revealed differences among patient sub-populations: secular patients felt that their
physicians showed more burnout compared to ultra-orthodox orthodox and light-orthodox (f =-1.21,
-0.44, -1.25 respectively). Participants from urban areas reported more physician burnout compared
to rural patients (3 =-0.81). Patients with higher levels of education (academic participants) reported
higher perceived physician burnout compared to non-academic participants (3 =-0.7). Age, number
of children, time and employment status were no longer significant. This is most likely due to a high
degree of collinearity between these variables and the fact that all these variables were significantly
associated with religiosity. We assume, that the analysis was also influenced by the participants’
sample: there were more light orthodox people in the early (2018) sample and more orthodox in the
late (2021) sample (p =0.003). The explanation is cultural and compatible with our patient population;
in orthodox participants the number of children increases with the level of religiosity (p < 0.001) and
with age (p<0.001), and the rate of unemployment increases with age (p <0.001).

Accountability: The univariable model revealed responders who were older males and less
educated, live in rural areas, have more children and are unemployed, participating in the late (2021)
survey during the COVID-19 pandemic, think that the health system and the physicians are highly
accountable (Table 4). The multivariable model supported some of the findings in the univariable
analysis (adjusted R-squared = 0.353), gender (p <0.001), education (p = 0.002), and time of the survey
(p < 0.001) remain statistically significant. Male patients reported higher perceived doctor
accountability compared to females (3 = 1.15). Non-academic participants reported higher perceived
doctor’s accountability as opposed to academic participants (B = 0.96). As of late 2021, survey
participants believed their doctors were more accountable than in early 2018 (f =-2.83) (Table 4).

Mirror reflection of empathy was significantly correlated with patients’ age, number of children,
religiosity, employment status and the timepoint of the survey, according to the univariable model. The
multivariable model confirmed some of the univariable analyses findings (adjusted R-squared =
0.203): patients’” employment status (p = 0.017) and survey timepoint (p < 0.001) still remained
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statistically significant, however gender became statistically significant too (p = 0.02). Those who lost
their jobs during the pandemic, employed, as well as retired participants reported feeling more
empathic than those who were employed or retired during the pandemic (8 =-0.18, -0.9 respectively).
In the late (2021) survey, during the COVID-19 pandemic participants indicated that their physicians
expressed higher levels of empathy than during the early (2018) survey (3 = -1.54). Male participants
reported that their physicians expressed higher empathy than female participants ([ =-0.57) (Table 4).

Perceived patient-doctor partnership: According to the univariable model, perceived patient-
doctor partnership was significantly associated with patients’ age, number of children, religiosity,
and survey time. However, in the multivariable model (adjusted R-squared = 0.186) only the survey
timepoint remained statistically significant (p <0.001). In the early (2018) survey, prior to the COVID-
19 pandemic, people reported lower perceptions of partnership compared to participants in the late
survey (during the pandemic) (3 =-1.72) (Table 4).

Table 1. Distribution of demographic characteristics N (%) or Mean (SD) and p-value for chi-squared test.

Characteristic Overall, N=314* after, N=181* before, N=133* p-valuet

Gender 309 181 128 0.6
Female 200 (65%) 120 (66%) 80 (62%)

Male 109 (35%) 61 (34%) 48 (38%)

Religiosity 310 181 129 0.065
Non-orthodox (secular) 183 (59%) 110 (61%) 73 (57%)
Ultra-orthodox 14 (4.6%) 7 (3.9%) 7 (5.4%)

Orthodox 44 (14%) 34 (19%) 10 (7.8%)
Light orthodox 69 (22%) 30 (16%) 39 (30%)

Social Community Type 299 181 118 >0.9
Urban 253 (85%) 153 (84%) 100 (85%)

Rural 46 (15%) 28 (16%) 18 (15%)

Education 314 181 133 0.4
Academic 187 (59%) 113 (62%) 74 (56%)
Non-academic 127 (41%) 68 (38%) 59 (44%)

. 2.26 (1.71) 2.45 (1.72) 2.00 (1.68)
Number of children 0-8 [313] 0-8 [181] 0-7 [132] 0.10
48 (17) 48 (17) 47 (17)

Age 19-90 [312] 19-90 [181] 19-85 [131] 07

Employment status 310 181 129 0.2
Unemployed 53 (17%) 34 (19%) 19 (15%)

Retired 48 (16%) 22 (12%) 26 (20%)
Employed 209 (67%) 125 (69%) 84 (65%)
*n (%); Mean (SD) range [n]. t chi-squared test.
Table 2. Characteristics of Physician’s Role Model over time*: burnout, accountability, mirror
reflection of empathy and perceived partnership.

.. Overall  Early survey (2018) Late survey (2021)
Characteristic N =305 + yN _ 17;, + N=1 3}; + p-value
Burnout 3.97 (1.82) 3.78 (1.81) 4.23 (1.81) 0.029
Accountability 6.31 (2.71) 7.41 (2.49) 4.67 (2.13) <0.001
Mirror Reflection of Empathy  6.28 (2.05) 6.93 (2.07) 5.33 (1.63) <0.001
Perceived Partnership 7.80 (2.42) 8.64 (1.66) 6.55 (2.78) <0.001

* 2018 Early survey (prior to), 2021 Late survey (during) Covid 19 pandemic tMean (SD) f Two
Sample Weighted T-Test (Welch).
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Table 3. linear regression for burnout.
Mean (SD) Univariable Multivariable

Dependent: burnout 95% CI P 95% CI P
Gender Female 3.7 (1.7) 0.660 0.869

Male 35(1.8)  0.10 (-0.33,0.53) -0.03 (-0.44,0.37)
Religiosity Non-orthodox 3.8 (1.8) 0.002 <0.001

Ultra-orthodox 3.4 (1.5)  -1.03 (-2.00,-0.06) -1.25 (-2.26,-0.23)

Orthodox 31(15)  -0.73 (-1.32,-0.14) -0.44 (-1.01,0.13)

Light orthodox 3.3 (1.6)  -0.77 (-1.26,-0.27) -1.21 (-1.68,-0.74)
Type of social community Urban 2.9 (14) 0.005 0.003

Rural 37(1.8)  -0.81(-1.39,-0.24) -0.83 (-1.38,-0.28)
Education Academic 4.0(1.8) <0.001 0.002

Non-academic 3.2 (1.6)  -0.70 (-1.11,-0.30) -0.66 (-1.08,-0.24)
Number of children 36(1.8)  -0.16(-0.28,-0.05) 0.006 0.14 (-0.01,0.29) 0.062
Age 3.6(1.8) -0.02(-0.03,-0.01) 0.004 -0.01(-0.03,0.00) 0.147
Employment status Unemployed 3.2 (1.8) 0.002 0.225

Retired 29(13)  -0.38 (-1.08,0.31) -0.65 (-1.41,0.10)

Employed 42(1.8) 0.55(0.01,1.10) -0.16 (-0.71,0.40)
Survey time schedule Late 2021 3.1(1.6) 0.029 0.165

Early 2018  42(1.8)  0.45(0.05,0.86) 0.34 (-0.14,0.81)
Perceived doctor’s accountability 3.6 (1.8) -0.12 (-0.19,-0.04) 0.002 0.10 (0.00,0.19)  0.049
Mirror effect of empathy 3.6(1.8)  -0.31(-0.41,-0.22) <0.001 -0.31 (-0.42,-0.21) <0.001
Sense of partnership 3.6 (1.8) -0.25 (-0.33,-0.17) <0.001 -0.20 (-0.30,-0.10) <0.001
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Table 4. linear regression for perceived doctor’s accountability, mirror effect of empathy and sense of partnership.

Parameter Perceived doctor’s Accountability Mirror effect of empathy Sense of partnership
Univariable Multivariable Univariable Multivariable Univariable Multivariable
95% CI P 95% CI P 95% CI P 95% CI P 95% CI P 95% CI P
Gender Female <0.001 <0.001 0.13 0.02 0.11 0.13
Male 1.09 (0.45,1.72) 1.15 (0.59, 1.71) 0.38 (-0.11, 0.88) 0.57 (0.09, 1.05) -0.45 (-1.02, 0.11) -0.37 (-0.89, 0.15)
Non-orthodox 0.49 0.10 0.03 0.35 <0.001 <0.001
Religiosity Ultra-orthodox  -0.82 (-2.30, 0.66) -1.20 (-2.64, 0.25) 0.65 (-0.46, 1.76) 0.18 (-1.05, 1.42) 0.21 (-1.07, 1.49) 0.48 (-0.86, 1.81)
Orthodox -0.43 (-1.35, 0.49) -0.71 (-1.49, 0.07) 0.99 (0.30, 1.69) 0.63 (-0.05, 1.30) 1.20 (0.40, 2.00) 0.82 (0.09, 1.56)
Light orthodox  -0.42 (-1.18, 0.35) 0.20 (-0.48,0.88) -0.05 (-0.62, 0.52) 0.14 (-0.44, 0.72) -0.71 (-1.37, -0.05) -0.22 (-0.84, 0.41)
Type of social Urban 0.02 0.06 0.18 0.18 0.26 0.41
community Rural 1.09 (0.20, 1.99) 0.74 (-0.03, 1.51) -0.47 (-1.15,0.21) -0.45 (-1.11, 0.21) 0.43 (-0.32,1.17) 0.30 (-0.41, 1.01)
Education Academic 0.03 0.002 0.90 0.55 0.79 0.37
Non-academic  0.70 (0.08, 1.31) 0.96 (0.37, 1.55) 0.03 (-0.44, 0.50) -0.15 (-0.66, 0.35) 0.07 (-0.48, 0.63) 0.25 (-0.30, 0.79)
Number of children 0.37(0.19, 0.54) <0.001 0.15 (-0.06,0.37) 0.16 0.30(0.17,0.43) <0.0010.15(-0.03,0.33) 0.11  0.28 (0.12,0.44) <0.001 0.06 (-0.14, 0.26) 0.55
Age 0.03 (0.02, 0.05) <0.001 0.01 (-0.01,0.04) 0.37 0.02(0.01,0.03) 0.003 0.00(-0.02,0.02) 0.73  0.02(0.00,0.04) 0.02 0.01(-0.02,0.03) 0.62
Unemployed 0.27 0.68 0.005 0.02 0.11 0.14
Employment status Retired -0.04 (-1.11, 1.04) -0.14 (-1.23, 0.95) -0.05 (-0.87, 0.76) -0.18 (-1.10, 0.74) 0.25 (-0.71, 1.20) 0.58 (-0.42,1.57)
Employed -0.56 (-1.38, 0.26) -0.34 (-1.13, 0.44) -0.85 (-1.47,-0.23) -0.90 (-1.57, -0.23) -0.49 (-1.22, 0.23) -0.29 (-1.02, 0.43)
Late 2021 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001

Survey timepoint

Early 2018

-2.74 (-3.28, -2.20)

-2.83 (-3.41, -2.26)

-1.60 (-2.04, -1.16)

-1.54 (-2.03, -1.05)

-2.10 (-2.60, -1.59)

-1.72 (-2.25, -1.19)
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4. Discussion

Workers’ burnout is usually evaluated through self-reporting, as described by Maslach [17]. This
is naturally a subjective score, yet comparable across nations and professions, thus considered as a
standard measure, and adopted worldwide. Burnout affects more than just the caregiver, it also has
a profound effect on the patient; not only by reduced attention, lack of empathy, and unsatisfying
communication, but also by wrong decisions and by medical errors. Hence, we believe that looking
at physician burnout through the lens of the patient can provide a unique insight into the
effectiveness and professionalism of physicians. Moreover, as external forces may influence
physicians’ resilience, the patient can be the first to feel and reflect even delicate changes in a
physician’s behavior. This will enable him to detect early signs of professional exhaustion. To be more
accurate we used a combination of professional behavioral components that are associated with ‘best
practice’ [18]: accountability, empathy and partnership. Those characters should be preserved, such
as in a Canadian simulation training [19]:

The Coronavirus disease 2019 (COVID-19) health crisis had a notable impact on healthcare
professionals” attitudes: In Spain, doctors showed higher compassion fatigue and burnout during the
pandemic. Those findings were emphasized in professionals working in specific COVID-19 units [20],
and highlighted a substantial burnout prevalence among ICU and Emergency Department (ED)
healthcare workers [21]. In German outpatient caregivers changes of behavior secondary to the
COVID-19 pandemic appeared, with negative effects on maintaining healthy behavior, such as
impaired eating, alcohol drinking, increased smoking and decreased physical activity[22]. In Canada,
the prevalence of burnout among hospital physicians was 68% and higher in physicians who reported
that COVID-19 affected their practice [23]. In Taiwan 40.3% of hospital workers reported burnout,
78.1% reported severe anxiety, although only 37.3% cared for patients with COVID-19 [24]. Other
researchers actually refer to the “cost of caring” as the occupational hazard of working in critical care
settings [25]. Interestingly, a survey among physicians and nurses in Wuhan, China during the
COVID-19 epidemic described a significantly lower frequency of burnout in professionals working
on the frontline compared with teams in usual wards [26]. They assume that the lower-level of
burnout among frontline workers, may be due to their focus on achieving positive outcomes for
patients [26]. This can also be explained by the better preparedness of the group, meeting their
expectations of coping with morbidity and mortality.

As for the public, trust and faith may play a role in resilience: in China, the majority of the
residents (97%), had confidence that China could win the battle against COVID-19 [27].

We assume that during the first wave of the pandemic, there was a high level of stress among
the patients, as well as in the general population. At the same time, however, patients expect medical
teams coping with the pandemic to suffer high levels of burnout; therefore, during that phase,
participants rated doctors’ burnout even lower than prior to the pandemic.

The second component—accountability —was scored higher during the Covid-19 pandemic
compared to the early 2018 survey. The perception of emergencies and the immediate threat might
be explained by the fact that they focus the attention of doctors and the entire health system on the
benefit and survival of the patient. This emphasizes the importance of lifesaving healthcare services
provided by medical staff. We believe uncertainty, helplessness and fear of dying play a role in
trusting the physicians, in general; correlation between knowledge, attitude, and practice (KAP) and
the level of fear towards COVID-19 and socio-demographic factors among the general population
uncovered differences when measured in 8 different countries over the 5 continents [28].

Do personal characteristics influence the patient’s perspective? We found that a higher level of
perceived physicians’ burnout was reported by academic participants. This was most probably due
to greater knowledge and insight of the disease severity, potential complications and future
implications. Higher perceived physician burnout was also reported by urban residents (compared
to participants living in rural areas), and we assume the dynamic lifestyle in the city contributes to
stress. Burnout is described in developing countries (sub-Saharan Africa) where all healthcare
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providers showed high levels of burnout, amongst nurses in particular [29], however since most
nurses are female, burnout can be related either to their job or to gender.

Secular people (as opposed to orthodox and ultra-orthodox) also report higher perceived
physicians” burnout. The explanation may be that non-orthodox participants express more anxiety
concerning the disease, while religiosity correlates with higher levels of faith and more trust, reducing
stress. We did not find similar reports in the literature, however Maslach pointed out the importance
of social relationships or settings in burnout [30].

In our study, male patients (as opposed to female) expressed higher perceived physicians’
burnout and lower physicians’ accountability. Others also described that women present lower
depersonalization [31]. This reduced perceived accountability may cause reduced satisfaction from
male doctors’ ability to handle care in times of work overload, impaired patient- doctor
communication and even violence against medical staff. In a review from Middle East countries,
gender differences in burnout are not always consistent [29], so it is still indecisive whether gender
differences are related to individual (rather than gender-related) resilience. It was already reported
that uneducated, minorities, immigrants and rural area citizens report higher trust in their
physicians. This could also explain a higher perceived accountability feeling in this subgroup.

Physician’s empathy scores reflect a delicate measure of communication: Unemployed
participants reported higher physician’s empathy, possibly from their sense of empathy with the
exhausted doctors during the pandemic, whereas employed participants had higher expectations,
therefore reported lower doctor’s empathy scores. As part of the late 2021 survey, participants
reported that their physician showed higher levels of empathy. We believe that during the pandemic,
patients expected doctors to be more exhausted and less communicative, thus they rated their
empathy higher. Finally, female participants reported that their physician expressed less empathy,
perhaps because women have higher expectations of effective personal communication in general.

A sense of partnership is also a marker of effective communication. Participants in the late
survey expressed a higher perception of partnership that may stem from the higher involvement in
health issues in general during the pandemic.

5. Conclusions

Although identifying physician burnout is a crucial managerial step for wise intervention
planning, it remains an elusive challenge. Patients are exposed to physicians’ stress, overload and
risky atmosphere, and their influence on professionals” quality components: empathy, accountability,
and shared decisions, thus patients may produce a sensitive receptive monitoring of the current
setting [13]. This can be used to induce better communication, reduce friction, evoke a framework of
partnership, and contribute to the physician’s wellbeing in this stressful environment. Unexpectedly,
the Covid-19 pandemic did not increase the sense of burnout, due to a change in personal risk
perception and the insight of trust. We witnessed how global major disasters may have an unexpected
positive effect on how patients capture the role and the duty of the physicians and even the entire
health system.

6. Practice Implications

Continuous or repetitive patient surveys may offer medical managers and healthcare providers
knowledge on how to plan effective interventions for the benefit of physicians employed in their
organization. This will improve not only the physicians” quality of life and professionalism, but also
enhance the satisfaction and well-being of their clients.
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