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Abstract

The intersection of gender and early-career stage on the mental health of physicians is
emerging and evident. This qualitative, interview-based study explores the perspectives of
early-career female physicians regarding their mental health in the context of their work, their
experiences with taking a leave of absence from work, and promising practices and supports
that can support early-career female physicians in the workplace with regards to mental health
and leaves of absence. Nine interviews with female physicians in the first ten years of practice
in Ontario were conducted and analyzed thematically. A conceptual framework borrowed from
the Healthy Professional Worker (HPW) Partnership was employed and revised based on the
findings. The findings suggest that increased awareness of the challenges faced by early-career
female physicians may contribute to the destigmatization of mental health and leaves of
absence and foster supports at work. Policy makers and regulatory bodies should consider
developing equitable leave of absence policies for physicians and reframing how seeking
mental health care is viewed to contribute to positive culture change.
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Chapter 1: Introduction

Statement of the problem

Mental health of physicians is emerging as an important issue within the medical profession
due to the intrinsic difficult nature of medical work and context in which this work is done, both
at a workplace and systemic level. There are several layered intersections that can further
impact physician mental health including gender, age, and career stage.

The gender of physicians is an important subfactor that influences the mental health of
physicians. Gender is a social construct that defines the roles, behaviours, activities, attributes,
values, power, and influence ascribed to women, men and gender diverse individuals in a
society.l? Gender as a social construct can be applied to the context of medicine and to
physicians working within this context.

One element of gender as a social construct is the inherent inequity between genders. Gender
inequity is intrinsic to the health system and strongly influences the mental health of the
physician workforce. Traditionally, medicine has been a male dominated profession and the
historically recent feminization of medicine has existed within the historical masculine legacies
leading to power imbalances. Data from the Canadian Medical Association (CMA) shows that
there are more female physicians in the workforce now than ever before.? The total percentage
of female physicians in 2019 is almost 43% compared to 28.4% in 2000.3* However, women are
still less represented in higher-paying specialties such as surgical specialties and are more
common in ‘female’ specialties such as family practice. The current percentage of female
physicians in surgical specialties is 30.3% compared to 46.6% in family medicine and general
practice.3 Additionally, women are less represented in leadership and academic positions than
men.> The impact of the masculine structure in which female physicians work is particularly felt
by early-career physicians, however more research is needed to understand this phenomenon.®

There are many other gendered influences into the mental health of physicians. It has been
found, for example, that female physicians?® are affected by gender-based workplace stressors,
such as discrimination and inequitable treatment, as well as bullying and sexual harassment,
which can further impact their mental health and act as a barrier to seeking help.”® Outside of
work stressors, female physicians also face additional challenges that can affect their mental
health at work, including infertility, pregnancy loss, pregnancy, and birth. In order to effectively

! The language surrounding gender will follow conventional approaches in the literature. | will utilize the term
‘female’ as an adjective and the term ‘women’ as a noun. As such, physicians who identify as women will be
referred to as ‘female physicians’ throughout the thesis.



address mental health in the medical workplace, we need to understand how gender affects
the needs and experiences of physicians, and the outcomes of policies that affect these
experiences.?

Career stage is another intersection that influences the mental health of physicians. Past
literature identifies that early career physicians have the lowest career satisfaction, which can
lead to attrition from the workforce soon after their training is complete.® This attrition pattern
can be partly explained by the mental health experiences of early-career physicians, including
increased burnout and poor work-life balance.® Early career is also a time when physicians
emerge from medical training with various amounts of debt and begin to pay it off, which can
have mental health implications.191

Career stage intersects with both gender and age of physicians. It has been suggested by prior
literature that early career physicians who are women are particularly at risk of leaving the
profession.®-The timing of early-career when physicians emerge from training is typically the
time and age when women are socialized to have children.

Leaves of absence from work is an important strategy to address mental health issues among
physicians. Stigmatization of mental health issues compounded with stigma around female-
specific challenges such as pregnancy can impact physicians’ ability to reach out for help in the
workplace or to take a leave of absence.!? Stigmatization is a process of denigrating someone or
something due to perceived negative differences.!? It includes the attribution of negative
stereotypes when their actions or characteristics are different from societal norms.*3

There is little literature that takes into consideration the intersection of gender and career
stage on physician mental health and leave of absence experiences. | will begin to fill this gap
with an exploratory qualitative study, situated in the unique health and social care context of
Canada.

Purpose

The purpose of this study is to understand the experiences of early-career female physicians
regarding their mental health and how they navigate leaves of absence from work using an
exploratory qualitative, interview-based study.

Research question and objectives
This study aims to answer the following research question:
o What are the experiences of early-career female physicians regarding their mental
health and how they navigate leaves of absence from medical work in Canada?



The specific objectives of this study are:

1) To explore the perspectives of early-career female physicians regarding their mental
health in the context of their work

2) To explore early-career female physicians’ motivations for taking a leave, and the
barriers and facilitators that prevent or enable a leave to be taken

3) To understand how early-career female physicians accommodated taking a leave of
absence

4) To identify promising practices and supports that can support early-career female
physicians in the workplace with regards to mental health and leaves of absence

Conceptual framework

Healthy Professional Worker Contextualized Pathway Model

This independent study is embedded within the larger Medicine Case for the CIHR-SSHRC
Healthy Professional Worker (HPW) Partnership, a pan-Canadian study of the mental health,
leave of absence and return to work experiences of a range of professionals. In this study, |
carve out a portion of the larger HPW project specific to early-career female physicians. The
overarching framework for this study borrows from the Intersectional, Contextualized Path
Model of Mental Health, Leaves of Absence, and Return to Work Experiences from the larger
HPW partnership (Figure 1).

Figure 1. An Intersectional, Contextualized Path Model of Mental Health, Leaves of Absence,
and Return to Work Experiences [Adapted to reflect thesis topic]

Return to

Family Level
M Influences & Impact
Work

0
Individual Level
Influences & Impact

The pathway between mental health, leaves of absence, and return to work is situated in the
center. Mental health issues may lead someone to take a leave of absence, which may be
followed by their return to work. In turn, the leave of absence and return to work experience



may have a positive or negative influence on the individual’s mental health. The model outlines
that mental health, leaves of absence, and return to work are situated in the context of the
individual, family, work, organization, system, and society — all of which can influence these
experiences and are a source of stressors.

At the center, individual level characteristics such as gender, age, sexuality, and identity can
influence these experiences. Factors at the familial level include roles such as partner,
breadwinner, parent, or carer. Having children or being the primary caregiver to a friend or
family member also influences this pathway. Profession and career stage are work and
organization level influences and include the context in which one works and the content of
that work. For example, physicians can work in a variety of contexts including independent
practice, group practice, academic practice, and have various fee structures. The content of
one’s work is often related to their specialty and includes concepts such as emotional labour,
defined in healthcare as suppressing one’s true feelings to make others feel cared for and
safe.l* At the system and societal level, the societal roles and expectations and the systemic
culture of one’s profession influence the mental health and leave of absence pathway. This also
includes factors such as working in the public or private sector and the systemic supports that
are available. In addition, there are intersectional factors that cut across the mental health,
leave of absence, and return to work pathway, which also intersect with the contextual
influences at each level.

| used this broader, existing model as a guide and teased it apart for my target population of
early-career female physicians. For my thesis, | specifically focus on the intersection of female
gender and the influence of early career stage on mental health and leaves of absence. | do not
explore nor investigate the other intersections of the framework or the return to work
experiences following a leave, though they are part of the larger path model.

Thesis organization

This thesis is divided into five chapters. In this introductory chapter, | discuss the rationale for
the study and the guiding research questions and conceptual framework. In Chapter 2, | discuss
what is currently known about early career and female physicians with respect to their mental
health and how these factors intersect. | also discuss what is known from the academic
literature on leaves of absence in medicine, including barriers and facilitators to taking leaves.
In Chapter 3, | describe the methodology used to conduct this study and my personal
standpoint vis-a-vis this topic. In Chapter 4, | present the results of my research through the
perspectives of participants across three major themes and several subthemes. Lastly, in
Chapter 5, | discuss the major findings in relation to the extant literature, the implications of
this research on health systems, study limitations, and provide next steps for further inquiry.



Chapter 2: Literature Review

Theoretical perspectives: Gender intersectionality theories
Before diving into the literature on mental health of physicians, | explore the literature on

gender and intersectionality theory as it provides insights that guide this work. In their scoping
review, Hammarstrém and Hensing?® identify the most commonly used gender theories in
public health research and how they are used, which are described in Table 1.

Table 1. Background descriptions of the most often used gender theories [Adapted from
Hammarstrom and Hensing®’]

Poststructuralist | A crucial concept in the development of gender research has been ‘doing
theory gender’ or ‘constructions of gender’, which in a basic sense means
creating social and behavioral differences (that do not exist) between men
and women.? Poststructuralist theory has developed as a critique of such
an essentialist approach, that is, the tendency to regard differences
between men and women as constant and unchangeable.?

Relational According to Raewyn Connell, the “relational theory usually understands

theories of gender as multidimensional: embracing at the same time economic

gender relations, power relations, affective relations and symbolic relations; and
operating simultaneously at intrapersonal, interpersonal, institutional and
society-wide levels.”* Connell defines gender order as the structure of
gender relations in a given society at a given time.*

Gender Theories about gender constructions were developed by Raewyn Connell

construction and others from feminist theories of patriarchy and debates over the role

theories of men in transforming patriarchy.®> Connell defines hegemonic

masculinity as the “pattern of practice (i.e., things done, not just a set of
role expectations or an identity) that allowed men’s dominance over
women to continue.”®

Intersectionality | Intersectionality is based on the underlying assumption of heterogeneity
within the groups of ‘men’ and ‘women’ and recognizes that individuals
are defined by multiple, intersecting dimensions.® This approach was
developed as a critique against the dichotomous way of dividing gender
into ‘men’ and ‘women’, without analyzing differences within the group of
men and within the group of women.

2 West C, Zimmerman DH. Doing gender. Gend Soc. 1987;1:125-51

3 Alsop R, Fitzsimons A, Lennon K. Theorizing gender. Cambridge: Polity; 2002

4 Connell R. Gender, health and theory: conceptualizing the issue, in local and world perspective. Soc Sci Med.
2012;74:1675-83

5 Connell R. Masculinities. Berkeley: University of California Press; 2005.

8 Hammarstrédm A, Johansson K, Annandale E, et al. Central gender theoretical concepts in health research: the
state of the art. J Epidemiol Community Health. 2014 Feb;68(2):185-90.



Intersectionality theory

Intersectionality was introduced by Crenshaw in 1989 and aimed to understand how multiple
marginalizations of race and gender influence the experiences of African-American women.’
Intersectionality recognizes that these intersectional experiences are greater than the sum of
their individual parts.” Intersectionality includes identities such as gender, race, class, sexuality,
citizenship, and age. Romero!’ describes these intersections as a Rubik’s cube, with each color
on the faces of the cube representing an identity, and these identities shifting and mixing with
each other. Particular intersections may be more pronounced in certain settings and identities
may carry more or less power and privilege in different settings or systems.!’

This concept of intersectionality has changed how gender is discussed and how social identities

and social positions can create privilege or oppression among individuals or groups.t”18

Shields®® explains that employing an intersectionality perspective in research includes an
agenda for positive social change and informing policy, particularly around issues that influence
people’s lived experiences. Similarly, Romero!’ describes that processes and policies may also
be studied using an intersectional approach because they can create inequalities between
groups.

This paper draws upon concepts from the gender theory literature, such as feminine and
masculine structures, gender norms, gender relations, and gender roles and role expectations.
Medicine is a profession that was historically gendered masculine and structural legacies of this
are prevalent in the contemporary era.'® This lead to beliefs about gender becoming embedded
in the professional work. Given the feminization of health care professions, including medicine,
the gender divisions of labour are being challenged. ¢ In comparison, nursing has been a
traditionally female dominated profession. !¢ Between these two profession, there are varied
gendered expectations of female nurses and female physicians based on the gendered
structures in which they work. 1® These include one’s gender roles and the gender norms
present in the profession. In fact, women began their work in health care in supportive roles to
males and were required to portray typical ‘female’ qualities such as being gentle and patient.®
These legacies and expectations continue to be present today and shape the experiences of
female physicians.

For this study, | focus on the intersection of gender and career stage, but allowed participant to
explore other identities important to them as they influence their mental health and contribute
to these structures of privilege and oppression in medicine.



What do we know about mental health at work?

For this study, | borrow the definition of mental health issues from the HPW partnership.
Mental health issues are defined as both short-term mental health problems that temporarily
limit one’s ability to function, as well as more persistent and severe medical health disorders
that require medical intervention. These include mental or psychological stress or distress,
burnout, anxiety, depression, other mood disorders, substance use or dependence, post-
traumatic stress disorder, or serious thoughts of suicide at some point in their training or
career.

Mental health is essential to achieving general health, has the potential to influence many
aspects of one’s life — professional, personal, and familial — and can have detrimental effects
when there is no intervention. A review of the literature identified the causes and
consequences of mental health concerns, interventions that can be used to address them, and
the barriers to seeking and providing care, specific to the case for physicians.®

What do we know about physician mental health?

Physicians are vulnerable to poor mental health due to the nature of their work, including
heavy workload, time constraints, difficult patient encounters, lack of autonomy, and poor
work-life integration.2%2! The National Survey on Physician Health conducted by the CMA in
2018 identified the prevalence of burnout among physicians to be at 30%, depression at 34%,
and lifetime suicidal ideation at 18%.%° Early-career physicians are also more likely to report
higher burnout and lower resilience than their colleagues.?®

What do we know about the influence of gender on physician mental health?

In the same CMA National Survey on Physician Health, the gendered breakdown of prevalence
of burnout, depression, and lifetime suicidal ideation was higher for women compared to
men.?° Specifically, women had 23% increase in odds of experiencing burnout, 32% increased
odds of experiencing depression, and 31% increased odds of engaging in suicidal ideation
during their life.?° Additionally, significantly more women reported low resiliency than men.?°

Female physicians are affected by similar work stressors as physicians of other genders;
however, the literature identifies additional stressors specific to female physicians. Robinson?2
and Byerly?® identify several stressors specific to female physicians including discrimination,
minority status in subspecialties, under-representation in leadership and research, and pay
inequalities based on gender. Women physicians tend to have fewer role models which
diminishes support systems and increases stress.?2 Robinson?? identifies role strain between
professional life and one’s role as a mother or wife and challenges related to being in a dual-
career couple such as sharing household tasks and deciding whose career comes first as



stresses for female physicians. Lastly, Robinson?? discusses the stressors of pregnancy and
motherhood including timing the pregnancy, length of maternity leaves, and the implications
on career trajectory.

There are also unconscious and unrecognized gender biases beyond sexism and discrimination
which are endemic to the medical profession.?? These biases include the expectation that
women are team players, modest, empathetic, and helpful and result in female physicians
being overburdened from additional tasks.?® These biases influence women'’s experiences and
contribute to burnout or other mental health issues.

The intersecting influences of gender and career stage: female physicians in early career
Early career stage can be a challenging time for physicians because of the transition from
training to practice and the contextual and policy-related changes associated with this
transition. During residency, physician residents are employees of an academic institution and
part of provincial unions, which comes with a clear and defined contract. In Canada, this
contract dictates your salary, call stipends, maximum duty hours, academic requirements, and
employee benefits.?* In addition, there are clear policies around vacation, professional leave,
pregnancy, and parental leave.?* After graduation from training, practicing physicians are no
longer associated with the institution, no longer part of the union, and typically work in a
variety of environments. This leads to a diverse variety of practice patterns, funding structures,
and work environments which lead to varying access to leave policies, health benefits, and
work schedules.

A recent paper in First Five Years, a quarterly series in Canadian Family Physician, explores
some of the challenges faced by female family physicians in early-career, which they define as
the first five years of practice.l Bogler et al.1% outlines systemic and individual challenges that
intersect gender and career stage which are summarized in Table 2. These challenges parallel
those faced by female physicians across all stages of training and practice, however, they are
amplified during early career.

Systemically, female physicians in early career face implicit gender biases from patients and
colleagues, such as being less likely to be introduced as the doctor.'® They also face overt
harassment, including sexual harassment, and experience pay inequalities compared to their
male counterparts.l° There are fewer women in leadership positions, which contributes to poor
support for female physicians through career transitions and obstacles for career advancement,
especially in early career.’® Bogler et al.'? also identifies the lack of comprehensive leave
policies for parental, caregiving or medical reasons, and states that early-career physicians are
disproportionally affected.



At the individual level, gender norms create challenges for female physicians in early career to
balance home life, childcare, and caregiving responsibilities with professional responsibilities.°
Imposter syndrome, defined as the “inability to believe that one’s success is deserved or has
been legitimately achieved as a result of one’s own efforts of skills,” is most prevalent among
women and in early-career physicians.® This is particularly seen in women with intersecting
forms of social positions, including race and sexual orientation.°

These challenges can influence the mental health of female physicians, but those relationships
are yet to be explored in the literature, particularly during early career.

Table 2. Challenges among early-career female physicians [Adapted from Bogler et al.]*°

Systemic Individual

e Implicit gender biases e Balance of home, childcare, and

e Overt harassment caregiving responsibilities with

e Gender-based pay inequities professional responsibilities

e Lack of women in leadership positions e Imposter syndrome, which is most
and support through career transitions prevalent in women and early-career
and advancement physicians

e Lack of comprehensive family-, e Intersecting forms of social positions
caregiving-, and medical-leave policies

Birthing physicians and parental leaves

For many, early career is a time to start families, especially if this was deferred during training.
While there is some literature on motherhood and maternity leaves during residency, there is
little published literature on these topics during early career. What little literature there is
tends to be dominated by these experiences and policies in the American context. There is little
known about female physicians who are mothers and maternity leaves in the Canadian context
of universal health care and availability of parental leave. The intersection of pregnancy and
maternity leave experiences with mental health during early career has not yet been explicitly
explored in the literature.

The literature on residents explores the link between pregnancy and motherhood and mental
health of resident physicians. Studies identified several stressors and challenges surrounding
pregnancy, taking maternity leave, and returning to work during residency, which are explored
in Table 3. Internal challenges at the individual level included feelings of fear or guilt around
asking for and taking time off, feeling guilty for being away from their families, and fearing a



decline in skills or knowledge following a leave which affects one’s confidence upon returning
to work.2>26 Walsh?’ explains that female residents place high expectations on themselves
which causes severe stress.?” Challenges at the work and training level include work demands
such as work redistribution, long hours and unpredictable work demands, and residency
program demands such as studying for licensing examinations and losing your cohort of
residents if taking longer term leave.?>~2” Unsupportive attitudes of colleagues, supervisors, or
program directors and social isolation from work supports were added stressors. Significant
stressors for new mothers were work-life balance and sleep deprivation which influences their
ability to work and study.?>?’ Systemic stressors included a lack of program specific policies for
taking parental leaves and difficulties in accessing childcare upon return to work.2>27

Supports for female physicians who are mothers are required at both the personal and familial
level as well as the work and organizational level in order to mitigate stress. Personal and
familial supports include having support from one’s partner and family to help with childcare,
finding reliable childcare outside of work, and having a partner who could also take time off
work.2>26 At work, informal supports include supportive colleagues and program directors,
mentorship opportunities, and bonding with other resident parents. More formally, the
provision of on-site childcare and increased flexibility in rotation schedule were identified as

supportive,?>26

Parenthood as a whole is explored in the literature for both female and male physicians who
have children and take a parental leave. Willoughby et al.?> surveyed both female and male
residents regarding parental leave in Canada. They found the mean length of parental leave
was nine months for female physicians and six weeks for male physicians.?> Both female and
male physicians felt stigmatized for taking longer parental leaves or improving their work-life
balance through accommodations when returning to work.?*> Both female and male residents
experienced similar challenges including feeling guilty for being away from their family, long
and unpredictable work hours, sleep deprivation, and finding time to study.?> Female physicians
had an added stressor of breastfeeding and accommodating pumping at work.?> Male residents
reported feeling pressured to work long hours following return to work to appear dedicated to
their training.?> A study on female and male family medicine residents also found that the
effects of parenthood influence career trajectory differently in that three quarters of male
parents finish residency in two years but fewer than half of female parents do.?®
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Table 3. Challenges and supports among physician mothers during residency

Challenges

Personal and
internal

High expectation placed on themselves?’
Fear and guilt?>2¢

Confidence around returning to work?>2¢
Decline in skills and knowledge?>2°

Work and
training

Work demands (work redistribution, long hours, unpredictable work
demands)®%’

Residency program demands (licensing examinations, cohort
challenges)?%¢

Work life balance?>%¢

Sleep deprivation®27

Attitudes of colleagues and supervisors?>2’

Social isolation?®

Systemic and
societal

Barriers to childcare?%’
Lack of program specific leave policies?

Supports

Personal and

Personal supports from partner and family2®
Reliable childcare?®

organizational

familial )
Partner who could also take time off work?>2°
Formal childcare supports?®
Work and Work related supports (programs, colleagues, mentors)26:2/

Flexibility2®
Bond with other resident parents2®

These challenges and supports identified among residents provide a stepping-stone to

understanding the experiences of early-career physician mothers, but the residency structure

and environment is different from practice after graduation, which requires more in-depth

inquiry.

As well, policies around parental leaves are rarely studied. In a recent systematic review,

Hoffman et al.?° found few published evaluations of policies on supporting pregnant physicians,
maternity leaves, and the subsequent return to work. They identified three studies that
evaluated pregnancy and maternity leave policies, all of which were conducted in the United
States of America, and found that more than half of plastic surgery residency programs did not
have formal maternity leave policies, there was no national parental policy for orthopaedic
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surgeons, and hospital and training programs had policies that were often not implemented.?*
The need for clear parental leave and return to work policies was also identified by a national
survey of Canadian residents and program directors.?> Willoughby et al.?* state that few
residency programs have written program-specific parental leave policies which results in
variable experiences within, and between, programs. Both female residents and program
directors identified the need for clear leave policies and guidance from the university.?®

The research on maternity leaves provides us with a window into mental health leaves;
however, this does not translate directly, largely because of the stigma associated with the
latter.

Leaves of absence from work

A minority of papers exploring physician leaves of absence focus directly on mental health
issues. Most papers discuss leaves due to physical sickness, with a mention of stress and
burnout as contributing factors. The literature shows that physicians have low rates of sickness
absence, due to their high threshold for taking a leave.?° Ultimately, this means that there may
be high levels of presenteeism,31733 which refers to workers coming to work while ill, either with
physical or psychological health problems.3*

There is a dearth of literature that explores leaves of absence from medicine using a gender
lens, and of those, the majority are aimed at maternity leaves and not on leaves due to mental
health reasons. When looking for insights on leaves of absence among early-career female
physicians, the literature disproportionately talks about maternity leaves more so than mental
health leaves. My intention in this study was to focus only on mental health leaves of absence,
but parental leaves also intersect with mental health issues so it is hard to tease these apart.

The general literature on leaves of absence explores the factors influencing leaves, barriers to
taking a leave, and facilitators for taking a leave of absence; these are summarized in Table 4
and Table 5, organized by the different elements of the HPW conceptual framework. Personal,
familial, and work factors influence one’s decision to take a leave of absence or exhibit
presenteeism (Table 4).
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Table 4. Summary of literature on factors influencing mental health and leaves of absence from
work among physicians

e Health and lifestyle3!

Factors e Internal motivations to work and work ethic3?
. . Personal level ) o
influencing e Personality and upbringing3*3
decision to take e Sense of self-confidence and self-efficacy3%3°
a leave of e  Work-family conflict

absence e Family commitments3®

Familial level ) ) 16
e Having children

e Taking parental leave3®

e Poor teamwork and poor team climate3”38
e Perceived reduced autonomy3’340
Workplace level | ¢ Work overload30:32:37,:39-41

e Poor job satisfaction303141-43

e High stress working environment3%:3742

e Type and status of employment32384344
Organizational and | ¢ Policies and compensation in place for leaves*?

employer level e Types of departmental and social support
available3839

e Stigma to mental health issues and absence??

e Loyalty to one’s patients, coworkers, and
institution31,32

Cultural level ) )

e Learned behaviours and attitudes on one’s
health and illness, work, and professional

identity3240

Several personal factors were explored in the literature that influence a physician’s decision to
take a leave of absence or exhibit presenteeism. First, demographic characteristics such as
ethnicity were found to have no association with presenteeism.*® Second, health and lifestyle
factors, such as being overweight, having a poor diet, and a lack of exercise were discussed and
higher presenteeism was found to be associated with physical activity, but not body mass index
or alcohol intake.3! Third, physicians identify as having a high work ethic and being internally
motivated to work to provide a meaningful contribution to society, which hinders their decision
to take a leave.3? Lastly, one’s personality, upbringing, and their sense of self-confidence and
self-efficacy can further impact these decisions.3%3°
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The leave of absence literature has not focused on familial factors influencing one’s decision to
take a leave due to mental health reasons. A few papers discussed parental leaves of absence,
however they did not discuss mental health which can intersect this experience.?®

The influence of work-related factors on a physician’s ability and decision to take a leave was
most thoroughly discussed in the literature. Factors at the level of the work environment that
influence one’s decision to take a leave include poor teamwork and poor team climate,3”:38
perceived reduced autonomy,3”3%4% work overload,3%3237:39-41 poor job satisfaction,393141-43
and a high stress working environment.313742 Factors at the organizational and employer level
that influence leave of absence experiences include the type and status of employment,32384344
the policies and compensation in place for leaves,*® and the types of departmental and social
support available.?®39 Factors at the level of medical culture that can facilitate or prevent one
from taking a leave include loyalty to one’s patients, coworkers, and institution,?132 and stigma
to mental health issues and absence,?? respectively. Several papers also identified the impact of
physician’s personal perspective on their health and illness and their decisions to take a leave of
absence. These perspectives may be learned behaviours or attitudes perpetuated by the
broader medical culture throughout training and work. Physicians minimize their illness due to
their constant interaction with severely sick patients and often fail to recognize their own
vulnerability to illness and mental ill-health.*° Physicians also believe that working through their
illness will help them recover sooner and feel the need to uphold their professional identity
even when ill.32 Together, these culturally influenced personal constructs and perspectives on
one’s wellbeing hinder physicians from taking a leave of absence and contribute to
presenteeism.

Table 5 outlines the barriers and facilitators for taking a leave of absence among physicians at
the level of the workplace, organization, and cultural levels.

14



Table 5. Summary of literature on barriers and facilitators for leaves of absence among

physicians

Barriers to
taking a leave
of absence

Personal level

One’s own work ethic and responsibility to their
patients313°
Deskilling following a leave®

Work and
organizational
level

Irreplaceability of the physician in the
workplace31:394143

Lack of support and protocol regarding leaves of
absence35,36,45,46

Work factors such as the type of employment?® and

high workload313°

Cultural level

Stigma surrounding mental health and leaves of
absence35,37,43,45,47,48

Facilitators for
taking a leave
of absence

Workplace Level

Sufficient staffing3?
Flexibility and reduction in working hours364
Availability of part-time positions®

Organizational
level

Improved family and social support*
Implementing planned career breaks*
Providing better training to identify and respond
to mental health issues*>*’

Increasing access to occupational health
resources*>4

Providing confidential treatment to physicians

suffering from mental health issues33404°

Cultural Level

Addressing the stigma surrounding mental health
Increasing awareness and education surrounding
mental health issues among physicians33494>47

Personal barriers that hinder physicians from taking a leave of absence include one’s own work

ethic and responsibility to their patients,

31,39

and deskilling following a leave.?®> At the workplace

and organizational level, barriers include the difficulties to replace the physician in the

workplace,31394143 the lack of support and protocol regarding leaves of absence,3>364%46 and

work factors such as the type of employment,®! and high workload.?1*° The stigma surrounding

mental health and leaves of absence is a barrier at the level of medical culture.3°3743,4547,48
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Facilitators for timely and simple leave of absence processes have similarly been divided into
subthemes at the workplace, organizational, and cultural levels. At the workplace level,
interventions such as sufficient staffing,3? flexibility and reduction in working hours,3¢4° and
availability of part-time positions®® were suggested. At the organizational level, the literature
discussed improved family and social supports,*® implementing planned career breaks,*
providing better training to identify and respond to mental health issues,**’ increasing access
to occupational health resources,*>*° and providing confidential treatment to physicians
suffering from mental health issues.334949 At the cultural level, interventions addressed the
stigma surrounding mental health. Several papers suggested increasing awareness and

education surrounding mental health issues among physicians.33404547

Gaps in our knowledge

The gaps identified in the literature are present in each element of the HPW conceptual
framework. There is a lack of intersectional analysis on the impact of gender on mental health
in the workplace and the experience of taking a leave of absence. Further research is needed to
understand the impact of the masculine structure in which female physicians work, particularly
as it intersects with early career stage.® This is an important gap to address because gender
inequalities and power imbalances have mental health impacts and can directly influence the
process of taking a leave of absence from work. Taking a leave of absence is an important
strategy to protect or improve one’s mental health; however, some physicians see it as a failure
to promote or sustain mental health at work. There is a clear gap in the literature surrounding
the pathways to taking a mental health leave of absence and the implications surrounding it.
There is a need for evidence-based and gender-responsive policies, practices, and programs to
promote and support the mental wellbeing of physicians.

In this chapter, | reviewed the literature on mental health at work and leaves of absence among
physicians with particular attention to the literature on how gender intersects with these
concepts. In Chapter Three, | will describe the methodology used to conduct this study
including data collection and data analysis.
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Chapter 3: Methodology

A qualitative approach was employed in this research because it is most suitable to the
research question and objectives which aim to generate a holistic understanding of mental
health and leave of absence experiences of early-career female physicians. This research design
allows the participants to explore their experience with mental health and provide a better
understanding of this phenomenon from the point of view of the female physician.*®
Additionally, a qualitative approach will give insight into the context that influences physicians’
mental health and their motivations and reasons for taking a leave of absence from work.>°
Lastly, a qualitative approach allows for flexibility in design which facilitates the exploration of
unexpected findings.” This enabled me to explore the influence of the factors identified in the
HPW conceptual framework, but also enabled new and emerging issues and factors to come to
the surface for more in-depth analysis.

Creswell>? describes qualitative research as a holistic account focused on participants’
experiences and the meanings they attach to these experiences. Throughout the qualitative
research process, the multiple perspectives and meanings that participants hold about the
problem are understood.>? The researcher must report on these multiple perspectives and
develop a larger complex picture of the problem, factors that are involved, and their
interactions.>? In this way, qualitative research is exploratory and interpretive, values the
context in which participants are situated, and my role as the researcher is to search for a
deeper understanding of participants’ lived experiences of mental health and leaves of
absence.>? Additionally, | am explicitly interested in understanding the gendered dimensions of
these experiences. The specific qualitative research approach is using in-depth semi-structured
interviews.

Data collection

Data sources

Data sources were semi-structured interviews with female physicians in their early career.
Interviews were individual, given the sensitive nature of the topic and experiences, and
followed a semi-structured format with probes. This semi-structured open ended interview
protocol allowed for the systematic collection of data and comparability of responses, while still
allowing the interview to be conversational, enabling new ideas to emerge.>*

Participants were chosen for this study using purposeful sampling. In purposeful sampling, the

participants chosen can best inform and help to develop an understanding of the research
question.”? | included physicians who identify as women in their early career, which is defined
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by Dyrbye et al.® as being within the first 10 years of practice following graduation from a
residency or fellowship program. | did not exclude participants based on age and was open to
including female physicians who entered medicine later in life. In order to participate in the
study, participants did not need to have experienced a leave of absence or any specific mental
health problems, because their experience may still provide insights on these topics. For
example, a participant may have considered a leave, but not formally taken one due to barriers,
which are important to address.

| employed a maximum variation sampling strategy in order to allow for variability in
experiences across different specialties and enabled me to understand the influence of a broad
range of factors. Participants were specific in terms of the unique context of early-career
female physicians, but variable in their experiences. | sought saturation of the whole group of
early-career female physicians but not of the subgroups. My inclusion of various specialties was
to ensure | have variability and as such is not part of any comparative analytic strategy. |
conducted nine interviews with female physicians across a variety of specialties including family
medicine, medical, and surgical specialties.

Recruitment

Participants were recruited through a variety of strategies including independent recruitment
and recruitment through the broader HPW study. The recruitment materials for this study
received ethics approval from the University of Ottawa Research Ethics Board separately from
the broader HPW study. Participants who agreed to participate in my study were asked for
consent to participate in the broader HPW study as the data is applicable to the HPW
partnership as well.

First, | reached out to female physicians on social media by sharing a recruitment poster that
asked physicians interested in participating in the study to contact me (Appendix A). | made
similar posts on Facebook and LinkedIn groups, such as the “Physician Moms Group,” that can
be openly accessed. These groups have a large sample of female physicians in their early career
and allowed me to recruit widely so that there are equal opportunities for participation of
those who work in various settings and specialties across Ontario. The recruitment poster
identified that this was a study on mental health and may have yielded more participants with
mental health issues than in the general physician population.

Second, snowball sampling was used to recruit participants via participants themselves.
Participants were asked to forward my contact information and study details from the
recruitment materials to any interested colleagues who may follow up with me for
participation.
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Third, self-recruitment to interview through the HPW survey was used and participants who
identified as early-career female physicians were asked to participate in this sub-study. Only
one interview was conducted for each participant and the data was used in both studies.

Data collection

Interviews were conducted virtually with individual physicians and followed a semi-structured
format. Interview questions were structured around participants’ experiences with: (1) early-
career following graduation from training program, (2) mental health in the workplace, (3)
workplace stressors and unique female challenges, (4) navigating leaves of absence from work,
and (5) interventions and supports for early-career female physicians.

The interview protocol was based on the interview guide used for the HPW project to maintain
the flow of questions based on the Contextualized Path Model. | added and removed some
questions to make it more relevant to this particular study and target population (Appendix B). |
applied this interview guide for two pilot interviews that both lasted about an hour and
provided rich data, which demonstrates its feasibility. These pilot interviews were included in
the sample. The pilot interviews were conducted in the winter of 2020, shortly prior to the
beginning of the COVID-19 pandemic in Canada. The remainder of the interviews were
conducted during the context of the pandemic in the fall of 2020 and winter of 2021.

| interviewed participants only once and each interview lasted approximately 60 minutes.
Interviews were conducted either in person, prior to the COVID-19 pandemic, or through video
conferencing using Zoom. The interviews were all conducted in English. The interviews were
taped using the audio feature on Zoom and transcribed for analysis.

Data collection occurred during the COVID-19 pandemic, therefore discussion on COVID-19
arose organically during the interviews. The impact of the pandemic is not a key focus of this
study, but the data does take into account the impact of COVID-19 on early-career female
physicians’ mental health.

Data management

All interviews were digitally audio-recorded and transcribed verbatim using online transcription
software, Otter.ai. Transcripts were uploaded and transcribed by the software, followed by a
detailed reading and editing of the transcript. Handwritten notes and observations taken during
the interviews were used to facilitate data coding and identification of key themes. Transcripts
were uploaded into NVivo, a qualitative data analysis software program, for thematic coding
and retrieval of coded quotations.
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Data analysis
Following the approach in Miles et al.,> data analysis was conducted concurrently with data

collection. This was achieved by transcribing, analyzing, and coding interviews as they are
conducted which gave me the opportunity to think about the data | collected and generate
strategies for better data collection moving forward.>> Data analysis involved summarizing
interviews, transcription of interviews, and coding of the transcripts using NVivo.

Following each interview, a Summary Form was used to summarize the most important
information gathered from that participant (Appendix C).>> The Summary Form for previous
participants helped to modify the interview protocol for the following participants and ensure
that missed target questions get asked and new questions were added to probe further on new
concepts.>®

Data analysis was conducted using Braun and Clarke’s>® method of thematic analysis, to
analyze, identify, and report patterns in the data. This method of analysis was chosen because
it is flexible and can be applied across many theoretical frameworks and epistemologies.>® |
followed the five phases of thematic analysis including (1) familiarizing yourself with the data,
(2) generating initial codes, (3) searching for themes, (4) reviewing the themes, and (5) defining
and naming the themes.>® Miles et al.’s>> approach to coding and data representation matrices
for theme development was used as a supplementary approach throughout the thematic
analysis.

Figure 2. Braun and Clarke’s Five Phases of Thematic Analysis and Supplementary Approaches

Defining and
naming
themes

Familiarizing
yourself with
the data

Searching for
themes

Reviewing the
themes

Generating
initial codes

*Miles, Huberman, eMiles, Huberman,
and Saldana and Saldana
(2014) (2014)

Coding of transcripts was conducted in NVivo. Both inductive and deductive codes were used. A
codebook of deductive codes was developed a priori using themes from the research questions,
literature, and the HPW conceptual framework.>>°® The codebook provided a reference for all
codes used in the study, outlined what the code means, and when to apply it to the data
(Appendix D).>” Deductive codes included examples such as primary causes of mental health
issues, impact of presenteeism, enablers of leaves of absence, and gender differences.
Inductive codes that emerged throughout the data collection and analysis were added
progressively to the codebook. These included examples such as leave of absence disturbed
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and general medical culture. The codebook was reviewed by my thesis supervisors to refine and
collapse codes into meaningful groups.

Codes were then sorted and categorized into themes by reading through the coded data to
identify relationships between codes, such as codes which tend to appear together, and begin
sorting these codes into broader themes.>® | explored the underlying ideas and assumptions in
the data to drive theme development at a more abstract level.>® Themes continued to be
refined and defined until the coded data became internally homogenous within each theme
and externally heterogenous across the themes.>® | used the themes generated through
thematic analysis in parallel with the conceptual framework to reflect how early-career female
physicians experience mental health in the workplace and how they navigate leaves of absence
from work.

Ethical considerations

Several ethical considerations were part of this study and ethics approval from the University of
Ottawa Research Ethics Board was obtained before conducting the study. As noted above, this
study received ethics approval separately from the broader HPW project.

A consent form was sent to participants prior to the interview and provided details on the
purpose of the study, confidentiality and anonymity, audio-recording, and voluntary
participation and the ability to withdraw from the study at any time (Appendix E). Additionally,
the consent form outlined participation in both the HPW project and this thesis sub-study,
which participants had the option to opt in or out of either study.

Participants’ participation and identity remained confidential. Participants’ name, organization,
and other identifying information was disguised to protect their anonymity. Raw data is stored
in the HPW secure server at the McMaster University Secure Empirical Analysis Lab (SEAL) and
is only accessible to the researcher and the HPW team. Once data was collected, it was
transferred to the SEAL lab, using password protected MobiKeys, to be securely saved for the
duration of the project and retention period.

As a thank you for participating in the interview, interview participants received a $20
honorarium in the form of gift cards or e-transfers sent to their chosen email addresses.

Data quality and trustworthiness
Trustworthiness of the research study was established using strategies outlined in Lincoln and
Guba®® to maintain credibility, transferability, dependability, and confirmability.
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To assure credibility in the findings and interpretations, the researcher has prolonged
engagement in the field of physician mental health.”® As a research assistant on the broader
HPW project, | have been engaged in this field and conducting interviews with physicians,
residents, and stakeholders in physician mental health prior to beginning this thesis project,
beginning with December 2018. This allowed me to understand the culture of medicine and the
phenomenon of interest, mental health experiences, before carving out the specific population
of interest, early-career female physicians.>® A pilot study on the topic of early-career female
physician mental health and leave of absence experiences was also conducted between January
10, 2020 and May 22, 2020 for a course titled “Qualitative Methods” (MGT 5102) at the
University of Ottawa. These studies have allowed me to develop prolonged engagement in the
field of physician mental health and understanding the experiences of early-career female
physicians. Comparisons between the pilot study and data collection for this thesis provided an
opportunity to see if there were comparable themes, particularly before and within the context
of the pandemic.>®

Peer debriefing was another technique used to establish credibility.>® Debriefs with the HPW
Medicine Case Study team and the HPW Trainee Network, a group of trainees working across a
variety of case studies on the project, were conducted to probe for biases and assumptions,
and explore and defend emerging hypotheses.>® Meetings with the HPW Trainee Network
provided opportunities for catharsis by speaking openly about experiences interviewing
workers suffering from mental health issues and the impact this has on the interviewer.>®

Immediately following each interview, a short debrief was conducted, between myself and
another HPW researcher who took part in the interview, to discuss emerging topics and ensure
we are not introducing personal biases or misinterpreting participants.

Transferability of research findings was achieved by developing a thick description of the
population, culture, and relationships studied for those interested in transferring findings to
other contexts.>®

External audits conducted with thesis supervisors involving iterative reviews of the process of
conducting the study, the data, findings, interpretations, and recommendations were used to
establish dependability and confirmability in the study.>® These audits provided useful feedback
to develop stronger conclusions.>® An audit trail including raw data and quotations, detailed
field notes, procedural notes, and instruments were maintained to ground the findings in the
data and enhance trustworthiness.
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Reflexivity

As a female health systems researcher, with an ambition to pursue medicine as a career and
actively applying to medical programs during the time this study was conducted, it is important
to discuss preconceptions and motivations for pursuing this research and developing the
research product.>® Throughout the process of data collection and analysis, | engaged in
reflexivity, a process of examining the impact and perspective of the researcher and uncovering
motivations and implicit biases in my approach.®

This was achieved by keeping a journal to reflect on the methodology and analysis including
thoughts, ideas, and potential biases. Following each interview, | reviewed the transcript and
created a summary form with key ideas, main themes the participant discussed, the
information gained for each target question in the interview guide, information that was
missing, other important or interesting information from the participant, and questions or
probes | had to consider for the following interviewee.>®

Pivotal decisions in the research process were documented, explained, and discussed with my
thesis supervisors to prevent misrepresentation of the data. As previously mentioned, this
thesis is a sub-study of a broader HPW project looking at mental health, leaves of absence, and
return to work experiences across a range of professions, including medicine. The methods and
findings are situated within this broader context. Both thesis supervisors are engaged with the
HPW project across other professional case studies and have a close understanding of the
project and broad topic of mental health and leaves of absence, while maintaining objectivity
from the medicine case and this study population.

In this chapter, | described the methodology used to conduct this study and my personal

standpoint vis-a-vis this topic. In Chapter 4, | will present the findings through the perspectives
of participants across three major themes and several subthemes.
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Chapter 4: Results

In this chapter, | present the findings of the study that addresses each of my objectives; (1) to
explore the perspectives of early-career female physicians regarding their mental health in the
context of their work, (2) to explore early-career female physicians’ motivations for taking, or
not taking, a leave of absence, and the barriers and facilitators that prevent or enable a leave to
be taken, (3) to understand how early-career female physicians accommodated taking a leave
of absence at work, and (4) to identify promising practices and supports that can support early-
career female physicians in the workplace with regards to mental health and leaves of absence.

| start by describing the demographic details of the early-career female physician sample
including age, practice specialty, years in practice, and familial characteristics. Next, | explore
early-career female physicians’ gendered experiences of mental health. | provide an overview
of their mental health experiences, the contextual influences of mental health, how early-
career female physicians cope with mental health issues and seek care, the stigmatization of
mental health and disclosure, and attrition from medicine as a consequence of poor mental
health. Then, | present the findings on early-career female physicians’ experiences with leaving
work. | discuss physicians’ motivations for taking a leave, the stigmatization of leaves and the
culture surrounding them, the lack of redundancy in the system (i.e., a shortage of staff leading
to difficulties with coverage) as a barrier to taking leave, the concept of disrupted leaves of
absence, and the impact of collegiality as a facilitator to leaves. Lastly, | present the existing
supports that are available and explore the promising practices recommended by female
physicians that would support their mental wellbeing and leave of absence experiences at
work.

This study focussed on early-career female physicians; however, the discussions went beyond
their experiences in early-career and included their medical school and residency experiences.
Participants’ reflected on their experiences from a longitudinal perspective and noted how
these sometimes compounded over the various courses of their training and medical career.
The results highlight the intricate trajectory of mental health throughout this pathway. | feel it
is important to include these experiences as part of this thesis and elucidate the importance of
mental health awareness and supports early in training.

Demographic data
Nine participants were included in this study, all of which self-identified as women and were

physicians in Ontario in their first 10 years of practice. Bogler et al.1% defines early career as the
first five years of practice, while Dyrbye et al.” defines it as the first 10 years. In this sample, all
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but one participants are in their first five years of practice; the other is nine years into practice.
Table 6 describes the demographic and work characteristics of participants in this study.

Table 6. Demographic and work characteristics of participants

Characteristic Number of
participants (n=9)
Years in practice
1 1
2 1
3 3
4 1
5 2
9 1
Residency
Family Medicine Specialty 7
Medical Specialty 1
Surgical Specialty 1
Fellowship
Palliative Care 3
Intensive Care 1
Orthopaedic Surgery 1
No fellowship 4
Specialty practicing in
Family Medicine 3
Palliative Care 3
Surgery 1
Mixed 2
Other workplace characteristics
Locums 2
Academic Practice 5
Familial status
Married or with a partner 7
Single 2
Children 6
No children 3

| intended to employ a maximum variation sampling strategy across different specialties
throughout Canada to understand the influence of a broad range of factors; however,
participation was restricted to the province of Ontario. In addition, there was over-
representation of female physicians working in family medicine specialties, with only two
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participants from a medical or surgical specialty. It is possible my sample may be a reflection of
over-representation of women in family medicine and the under-representation of women in
other specialties such as surgery. All participants were less than 40 years old, with most being in
their 30s.

The gendered experience of mental health of early career female physicians
The mental health experiences of early-career female physicians are described through four

broad themes including: an overview of mental health experiences, coping with mental health
and seeking care, disclosures and stigma around mental health, and attrition from medicine.

An overview of mental health experiences
All but one participant experienced mental health issues throughout the course of their training

and career. One participant had been diagnosed with a mental iliness and received treatment,
three had experienced severe mental health issues and received treatment but did not receive
a diagnosis, and four experienced general mental health issues such as burnout, of which two
sought help and received treatment and two did not. The one participant who felt “fortunate
that... my mental health has been quite good” (Participant 3) still accessed mental health
services from a psychotherapist in a preventative way. The common mental health experiences
that were discussed were burnout, depression, anxiety, stress, and general mental ill-health. A
summary of mental health and leave of absence experiences are summarized in Table 7.
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Table 7. Summary of mental health experiences of participants
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Contextual influences of mental health
Based on the HPW conceptual framework, four levels of influence on mental health are
important to tease apart. Participants’ responses were mapped onto these a priori themes.

Individual

Participants recognized that physicians’ personality may influence their mental health
experiences and it was suggested that medicine attracts people of a certain personality that
may be more likely to be affected by mental health concerns.

“I think the fact that everything we do is fee for service and remunerated by what your
output is, and when you get a group of motivated people, which is mostly human
nature, but | think particularly in medicine maybe, it kind of selects that sort of
personality, then you get people who really have a hard time turning off. And it is hard
to relax and have time away from work without feeling idle...” (Participant 7)

“Certainly you don’t get this far through your training without a specific personality.
...medicine breeds and attracts Type A’s, they breed the anxious people, the people who
are very perfectionistic... And it takes a while for you to adjust your own expectations,
and | think while you try to figure that out it can be a very difficult time.” (Participant 8)

Age is another factor that influences physicians’ mental health, particularly in early career when
physicians may look “younger” that expected.

“Well, | think there's a lot of microaggressions. And | think that that wears on people, it
becomes tiring to kind of have to justify your existence. ...It is definitely better than
what it was, but it's still not where it needs to be. Especially the idea that you have to
prove yourself somehow to either colleagues or patients... All of that wears on you, all
of that is more tiring. And if I'm asked like five times, ‘are you sure you're old enough to
be practicing?’ Yeah, the first time was funny. The fifth time is like, ‘I'm done. ...I don't
really want to talk about my age.” | think it gets to people emotionally.” (Participant 6)

At the level of the individual, factors such as one’s personality and predispositions to mental
health issues may influence physicians’ experiences with mental health. Additionally,
demographic factors, such as age, may lead to microaggressions from patients or colleagues
which over time can impact physicians’ mental health.
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Familial

Influences at the familial level includes a variety of roles such as parent or earner, providing
caregiving to family members, relationships, and family planning, among others. Participants
had several varying experiences around parenthood and childbearing that influenced their
mental health. One participant was struggling with infertility and found it “hard not to ruminate
on that.” (Participant 8)

“Infertility has been a big issue in my life. And | think that is a big stressor because that
involves a lot of appointments and organization... | think that the management of not
only infertility, but pregnancy and those kinds of things, really does factor in. You have
to find time to do those things. And these are things that are usually done Monday to
Friday, nine to five, when you’re supposed to be working. So | think that those are really
hard things to manage. And so that’s defiantly a stressor that is very different for me
than it is for my husband or any other male here. You’re trying to manage medical
appointments, medications, medication side effects, pregnancy side effects, nausea,
those kinds of things. And those are all things that you just kind of have to grit, bear, and
factor into your day.” (Participant 8)

Pregnancy is another female-specific challenge that has implications on mental health, not just
the physical challenges that impacts women such as nausea and difficulties standing for long
hours, but also the balancing of appointments.

“..when | found out | was pregnant, | was also on call... My partner was in another city
and for me the personal experience | went through because it was an unexpected
pregnancy was that | had no mental space to deal with this because | was getting paged
all the time, | was sick, and then | couldn’t find anyone to cover me. So | was trying to
navigate my work week with figuring out how pregnant | was, making a decision with
my partner about it. | think it was just that | had no mental space to address this
problem because | couldn’t think for myself because | was working at the same time.”
(Participant 9)

Participants with children described challenges with work-life balance as working mothers.

“So in terms of affecting mental health, | think the unrelenting kind of work demands
and never being done. And always kind of trying to measure up against men who didn’t
have kids or mat leaves is a little frustrating along the way. Because you either take a
short mat leave to try to keep up or you take one and then you kind of get behind. So
prioritizing family definitely affects your career, for sure.” (Participant 7)
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“[Critical care] is an area of medicine that can be really hard, particularly as a young
mother. And the hours are long. The call was hard. | remember very clearly pumping
milk for my daughter in between doing other things in the intensive care unit. So, always
very supportive, but | think the environment is difficult.” (Participant 4)

Female physicians may also take on the role of primary or sole breadwinner in the family which
places additional pressure on them to stay well and continue going to work.

“I don't know, | think it's a funny thing, where I'm sure | can meet criteria at different
times for the burnout thing. But | also just kind of refuse to because I'm it for my family,
and I'm the breadwinner, and it's on me and | can't be sick, so | just kind of recognize
that this is not sustainable.” (Participant 7)

Familial factors around having children including fertility journeys and pregnancy have
significant implications for early-career female physicians’ mental health. These added stressors
contribute to poor work-life balance and are often difficult to accommodate in the workplace.
When a female physician is a primary or sole breadwinner, this adds another layer of stress and
may prevent them from seeking care.

Work and organizational

At the level of the workplace, organization, or institution, there are several factors that directly
impact mental health. These can be seen throughout training in medical school or residency,
during the transition to early career, and during practice in various specialties and employment
settings (private practice, locums, or academic institutions).

Work content: the intensive nature of medical work

The intensive and intrinsic nature of medical work is very difficult across all specialties. In
particular, the emotional demands, ethical dilemmas, and critical or traumatic events that are
prevalent in the profession influence physicians’ mental health.

“Being a surgeon and the outcomes of your patient being in your hands, literally, is
stressful. Dealing with very delicate surgeries and potential for nerve injuries and quite
serious complications is stressful.” (Participant 7)

“There's a culture of really trying to look out for each other in palliative care. We

acknowledge that we face some kind of tough stuff, some really tough conversations,
some really tough situations, ethically and otherwise.” (Participant 3)
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One participant described how difficult situations have been exacerbated during the pandemic.

“The part that been super difficult, particularly because of the pandemic is that dying at
any time is very difficult. But dying right now is very lonely because of the visitor
restrictions. And that's been a huge, huge challenge to my work.” (Participant 3)

Digital stress and administrative burdens were also felt by early-career female physicians.

“The administrative piece. | don’t like doing paperwork, | don’t like doing 17-page forms.
| don’t really even like doing my own charting. | do it because it’s important and | have
to do it. But | sort of feel like there’s a lot of bureaucratic nonsense that takes up time,
that takes up hours of my week... sometimes for nothing or sometimes for something
that’s needlessly difficult.” (Participant 6)

Stressors around work content tend to be universal across specialties and physician groups. The
intrinsically difficult nature of providing patient care is not something that can be changed;
therefore, it is important to acknowledge the mental and emotional toll this takes on physicians
in order to support them at work.

Transitions to early career

Early career is a time when physicians leave the training environment from residency or
fellowship. This involves a transition from an institutional setting and salary fee structure to a
variety of settings that often results in less supports and independent work. Female physicians
in early career explore the impact of transitioning into practice on their mental wellbeing as
being stressful due to increased responsibility and workload.

“The most stressful part in transition was that now the buck kind of does end with you.
As a resident, there always is somebody else that you can turn to where the final
responsibility remains with them. And so now, it's totally up to you. It's not that you
don't have colleagues to ask in terms of support or advice, but the end decision in terms
of any patient decision that you make is yours. And so that part was a little bit more
stressful. And over the last few years that has reduced, as you become more confident,
but definitely, | think that was the hardest part, transitioning.” (Participant 5)

“The first months of practice are really stressful. | think | made the mistake that a lot of

people make where we take on a lot of work or you feel bad turning down work... So |
did feel like | was getting burnout towards the end of my first year, because | had
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accepted to take on extra work, | was accepting extra shifts, because | had just gotten
this job and it was a really good job, and | wanted to be helpful... But the high reward
(Participant 9)

I”

came with really high costs as wel

Early career involves many changes in work structure and the level of responsibility one has
over their patients. These factors influence one’s mental health and make early career a
particularly stressful time.

Work and professional context

The participants’ work context and specialty were also identified as impacting their job
satisfaction and mental health. One participant described a negative experience with her
workplace colleagues and management and how it led to feelings of anxiety and starting her
medications back up.

“And then | was probably fine for a very long time until things at work... there was a lot
of changes with management and we'd gotten contracts. And people weren't very
happy. And like just a lot of structural changes at work that | didn't like, and that
increased anxiety a lot. And then | had a lot of insomnia on top of that. So | started
[medication] back up at that time. And then | think I've actually never stopped.”
(Participant 2)

The majority of participants had completed residencies in family medicine, though they were
practicing in different sub-specialties and work environments. Many participants described
their workplace and specialty in terms of how many other female physicians and other staff
worked there.

“I think critical care has always been, although there are more women in it, | think now,
it's always been a very male-centric place to work, for a really long time, at least in [City]
the intensive care units really didn't have a lot of women in them. I'd say in the past
couple of years, we've trained more women and so they've been available. And | think
I've received a lot of support along the way.” (Participant 4)

“My workplace is predominantly female right now, which is really great. There's four
new hires, which I'm one and the other ones are all female as well, and all of our nurses
are female. And most of my learners have been female. A lot of the kind of older white
dude docs are male, but a lot of the new people are female. So it's nice that we're a
pretty women friendly zone... it's a very kind of welcoming environment.” (Participant 3)
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The relationships one has at work with colleagues and management is critical to physicians’
wellbeing at work. Feeling represented at work such as working with other female physicians or
mothers influences the workplace culture and makes female physicians feel supported by
sharing similar experiences.

Medical culture
Medical culture was described by participants as one of “self-sacrifice” and many female
physicians explained the negative impact of this culture on their mental health.

“That's always been the case. It's always been like; we glorify sick people who work. ...|
remember the resident who was vomiting on general surgery and continued to work on
call, and wouldn't let us tell the senior like, those would get nothing other than a pat on
the back and great props. That was not a, ‘Hey listen, this guy is not looking out for his
wellness. I'm worried about burnout or I'm worried about impact on patients...” That’s
just not how the culture is. Self-sacrifice, and we really, really value so self-sacrifice.”
(Participant 1)

“But | think self-sacrifice is something we really need to look hard at. | know, personally,
it's important for me to feel like I'm putting my patients above all else. But | think we
really need to think hard about what that is, and actually think responsibly, like think, is
that a responsible mindset to have? Because is that sustainable? Is that a sustainable
way to live? No, we know it's not.” (Participant 1)

There is also a perpetual cycle in medicine that is hard to break. Those in leadership perpetuate
the culture that they trained in, which was often to power through mental or physical struggles.
There is also a culture of harassment and bullying which is experienced by trainees, particularly
females.

“It’s so hard. It’s so engrained into training and we all experience it | would say. | think
you’d have a lot harder time finding a woman who said she was never harassed in some
way based on the fact that she was a woman, rather than finding someone who said
they were.” (Participant 8)

The culture of medicine is not a unique female stressor and the expectation of showing up to
work is felt across all genders. However, the culture draws on its masculine structure and
makes it even more challenging for female physicians in the workplace. At the workplace level,
the cultures of stoicism and self-sacrifice make it difficult for women to find work-life balance,
instead they are expected to prioritize their work over their mental and physical wellbeing.
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Harassment and bullying are prevalent in medicine and many female physicians have
experienced this first-hand, which influences one’s wellbeing at work.

System and societal
The intersection of gender at a systems and societal level was explored by participants in terms

of societal gender roles at work and medical culture.

Societal expectations of gender roles at work

Throughout interactions with both patients and colleagues, it is felt that the “expectation is that
the doctor is male.” (Participant 8) Female physicians also felt like they had to work harder to
prove they were the physician in charge.

“It’s like a running joke between some of my male colleagues here. There was one
particular situation for example. | spent all this time with this family, | had a whole
conversation - and | introduce myself when | see patients as ‘I’'m Dr. ___ I'm the
supervising doctor on the unit’ or | say ‘I’'m the staff doctor so I’'m the supervising doctor
for all of the residents you will see.” | find a way to introduce myself as the boss in two
different ways into an initial meeting. So | sat down with this family, had this whole big
important conversation, chatted with them the whole time... | was with a male resident.
The next time | saw them in the hallway and | said hi to them, as | was walking away |
heard the wife, who | spent hours with the day before, say ‘That’s the nice nurse that’s
working with the doctors here.” And you can’t help but laugh but it happens all the time.
So it’s an interesting thing.” (Participant 8)

“l think in general, and it could be over-sensitization, because I've talked about this with
female and male colleagues and we don’t know if it’s something that we’re overly
sensitive to or not, but | think it does affect your confidence a bit sometimes if you are a
more sensitive person because if | go into the room with a male student or a male
nurse, patients automatically think the male is the doctor. We tend to get called ma’am
a lot, especially if people are angry, instead of doctor. | think those little things can
affect you sometimes, just in terms of your confidence or how people choose to respect
you or interact with you. I’'m not sure how it affects us in the long term.” (Participant 9)

Societal gender roles became apparent in the way female physicians were treated differently by

patients and by other staff. One physician had experienced the intersection of race as well as
gender in her interaction with patients and staff at work.
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“There's a difference in perception from patients. So | took over from a male physician,
and I've had mixed responses from my patients. Some have been like, ‘Oh, cool, I've
never had a lady doctor before. I'm happy to talk to you.” And then other people were
like, ‘Oh, well, you know, you're young, you're going to get married, you're going to
have kids, then you're going to leave me. What are you going to do?’ And you know,
that's a bit invasive and inappropriate. And then you also have people who question
what you're saying, because you're not a man. And it's actually even interesting when
you work with male medical students, who the patient thinks is the doctor walking into
the room, almost inevitably, the male medical student will be addressed by doctor, the
female physician will be the assistant of some kind. And when you're a woman of color,
you get even a different experience. I've had colleagues assume that | was the unit clerk,
even though | have a stethoscope on my neck or without fail, | will be asked to clear a
tray of food from the bedside. And like these are not bad things. But when you talk to
your male colleagues about it, they have literally no experience of that at all. And people
are also overly familiar with you, | get a lot of questions about my age, | get a lot of
guestions about my race. And that definitely happens with male colleagues, but | would
say a lot less.” (Participant 6)

The impact of societal expectations of female physicians and the microaggressions experienced
by physicians are similar to those related to younger aged physicians, as described under
individual level factors influencing mental health. The intersection of gender, age, and
racialization for female physicians during early career amplify their experiences and create the
added stressor of explaining or justifying your role as the physician.

Societally, women are also expected to provide more emotional labour, and this was felt by
female physicians both at home and at work. Women tend to prioritize their patients” well-
being over their own wellbeing and “feeling an overwhelming need to take care of everything
else and everybody else.” (Participant 8)

“So the role of a woman in a patriarchal capitalist society is one where your worth is
measured, in terms of how much you can give. So | think that this is not unique to my
profession. But there is this expectation that emotionally we must be available, that
physically we must be available, and that somehow we must also contribute in the vein
of our body by having children. ...So it's hard for me to conceive of that changing within
medicine alone. | think it has to change in the world. And that is its own difficulty.”
(Participant 6)
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“If you consider women to be more kind of- | don't want to say emotional creatures, but
like, doing a lot of empathy and taking on a lot of other people's emotions. And that can
be quite hard in palliative care. And certainly, | know the men who go home and who
have stay at home wives and stuff who care for their children are well taken care of
when they get home so they can actually recharge.” (Participant 3)

Sometimes being “emotional” was attributed negatively to female physicians and can be seen
as a weakness.

“But | think it's like emotion in general kind of... not wanting to be emotional, perhaps
you're more likely to be labeled as like an emotional female. It's a bit more of a
stereotype to be like an emotional female. | definitely have felt during my career... it's
interesting, because on the one hand I've gotten an award for caring for my patients
basically, for being empathetic. But on the other hand, there's like a 'too much' you
know? And | think it all kind of plays into the culture, where there's what we say on
paper, and then there's kind of what we're saying with our actions, and not with our
words.” (Participant 1)

The expectation that women provide emotional labour becomes prevalent in the type of care
that is provided to patients and who provides that care. One participant described her
experience by comparing the doctor and nurse role and the differing expectations for each as
they intersect with gender.

“And one of the interesting things is that even though there's a male physician on some
of the other teams... there's always a female nurse. And so the female nurses are doing
a lot of the kind of supportive listening, they'll go and sit with someone and accompany
them and stuff like that. So it's a lot of the women who are doing a lot of the emotional
labor. And as far as myself, being a woman, | often do a lot of that now. | don't know if
it's just that I'm new to practice, I'm not as able to just kind of cut that and just be like, ‘I
want to go and adjust your medications over here.” | don't know that that's necessarily a
good thing or a bad thing, but it's a thing. | definitely feel myself putting in a lot of that,
and some days finding it more difficult than average to kind of just let things be and do
just the doctor role. The nursing role and the physician role is very similar. But the
nursing role does a lot of family support, disposition planning, and making sure that
communication with other groups is going well. Whereas the physician is like physician
to physician contact usually, and adjusting medications, ordering tests and stuff, or
doing that assessment. But | definitely find myself doing both.” (Participant 3)
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Ultimately, the concept of being emotional is a doubled-edged sword for female physicians;
there is an expectation on female physicians to attend to the emotional needs of patients and
colleagues, but there is also a disdain of being emotional.

The emotional labour expectations of women in society intersects with the culture of
selflessness in medical culture which bears a heavy weight for female physicians. They are
expected to provide care for others outside of what is expected of their male counterparts and
sacrifice their own wellbeing in the process, leading to increased emotional exhaustion and
burnout.

Female physicians experience other inequalities in their profession including a gender pay gap
and less opportunities for promotion or leadership and has mental health consequences.

“We have a common thread... whenever the awards come out to the hospital, we'll scan
them and inevitably, someone's like, ‘It's 85% men’ and stuff like that, or who's getting
looked at for the Chair of the department? So opportunities for promotion is certainly
something my people and | have noticed for women. ...It's demoralizing, totally
demoralizing. And when a lot of men are making decisions, that could certainly affect
things.” (Participant 3)

If women are not in leadership positions, it becomes difficult to understand female physicians’
gendered experiences at work and enact culture change.

Coping with mental health issues and seeking care

Seven of the nine participants sought mental health care either in a responsive way for mental
health concerns and illness, or in a preventative way to mitigate stress and burnout. Care was
sought from psychiatrists, therapist, psychologists, family doctors, and wellness resources in
training such as the Employee Assistance Program (EAP) or the Physician Health Program (PHP).
Physicians participated in a variety of treatments including therapy, psychotherapy, cognitive
behavioral therapy, and three of the seven who sought care were on medications for their
mental health at some point during their career or training.

Preventative mental health care

Mental health care, such as seeing a therapist or psychologist, is a strategy physicians use to
maintain their mental wellbeing and prevent exacerbation from stress and burnout.
Participants who worked in palliative care explained that they were advised in training to seek
help early on because of the job-related stress.
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“I remember one of my education half-days as a fellow in palliative care, the doc got up
and said, ‘Listen, find a therapist. Find somebody you like and trust. Whether you go and
see them once a year, twice a year, twice a month, twice a week. Have somebody that

nm

you can call when you need to because this job is taxing emotionally.”” (Participant 8)
“And one of the things that was suggested to us as part of our fellowship was to see a
psychiatrist or a psychologist, just as a kind of a wellness practice, and this was
recommended to all the palliative care fellows and all the ICU fellows, knowing that we
see some stuff sometimes that could be traumatic to a lot of people. And so we were
recommended to develop a relationship with a therapist kind of in case we ever needed
them, to have somebody that we know and we like that we can pay to help us. So | have
seen a psychotherapist two times, six months apart mind you, but she said she'd keep
me even though | see her so infrequently. And, you know, we talk about stuff related to
work, we talk about stuff related to my family, like it's a whole gamut of stuff. And |
think it's good in order to develop healthy coping mechanisms and kind of to do some
reality testing.” (Participant 3)

Therapy, and other preventative mental health care, also cultivate resiliency which is an

important attribute to help physicians adapt and bounce back from hardships.?°

“I think that I've been lucky to be resilient enough to not be severely afflicted with
depression, anxiety and those kinds of things. But it’s taken a lot of work, it’s taken a lot
of therapy, you know those kinds of things.” (Participant 8)

In summary, preventative mental health care takes many different forms and can be provided

by various practitioners. It is important to recommend mental health care preventively from

leadership at work as a way to help physicians cope or build resiliency, given the difficult nature

of medical work. Having an established relationship with a mental health provider prior to

experiencing symptoms of mental health issues may be an important facilitator to accessing the

care you need in a timely way.

Reactive mental health care

Reactive mental health care is care sought in response to a mental health issue. Some

participants sought out care themselves by using resources available at work or through their

family doctor.

“So early on in medical school... | found it was really, really difficult. | ended up seeking
help from the wellness resource that we had at the medical school and ended up seeing
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a psychiatrist. | don't think we had what final diagnosis, but | definitely had symptoms of
depression, symptoms of anxiety... it was interesting sort of as | was learning about
different things, particularly depressive symptoms, and then seeing them in myself or
experiencing them was different. So | saw that psychiatrist for psychotherapy fairly
regularly for a while. | didn't stop my studies, | was able to continue them. But
definitely, I'd say, sort of for at least a year, it was very difficult. ...| started medication at
that point as well, which | think helped to smooth things over.” (Participant 4)

One participant shared her experience with struggling in residency and requesting
accommodations for her licensing exam, which were denied. Upon failing her exam:

“I showed up on my family doctor's office, like that day actually. And she was the one
who finally convinced me to take meds... She finally convinced me to kind of do
something about the anxiety and the mood and just because | couldn't stop crying like
at all. I think it was a lot of guilt and a lot of irritability. So that was probably my first
experience. And | stayed on them until | passed my exam.” (Participant 2)

Three participants were required by the College of Physicians and Surgeons of Ontario (CPSO),
their regulatory authority, to be followed by the PHP, to seek care, and be monitored after
disclosing their mental health issues, particularly if it led to a mental health leave of absence.

Seeking mental health care as a response to experiencing mental health issues or a crisis was
either a personal choice or mandated by the residency program or regulatory body. Mental

health care included both various types of therapy and the use of medication.

Accommodations

Experiencing mental health concerns can lead physicians to make or request accommodations
at work to help them cope, such as working less hours, looking for alternative work, and
switching jobs to have more work-life balance. Some participants had made or were planning
on making accommodations to their work by changing their workplace or position.

“But I've considered different settings for work and | am considering leaving academic
medicine for Community Medicine such that | can have more freedom. ...But in the
meantime, I'll be making decisions that protect my own wellness, and probably that will
change my career path significantly. As | think a lot of women do, a lot of women come
to that realization and make decisions for their family. When really, | think medicine, the
system should change. But we're figuring our own path within the system for now.”
(Participant 1)
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“I left this hospitalist position for a more stable life-balance position in [City] and I'm
sort of trying to change the scope of my practice... I'm looking for more lifestyle balance.
So removing the 24/7 call, the idea of being on call overnight. Having the ability to take
a sick day, | just couldn’t do that at my other job... So, | just wanted the ability to take a
sick day, to not be on call at night, to not necessarily have to work 7 days in a row, and
just to have a bit more balance. And something that’s less exhausting at the end of a
week.” (Participant 9)

Participants also described setting boundaries around their work by limiting the number of
patients they see in a day, limiting the number of days or hours they work every week, or
setting boundaries around doing work at home.

“So | used to work Saturdays and Sundays at the hospital. And now | don't ...I confine my
work to kind of Monday to Friday, still evenings, | usually go in after clinic. So it's still a
bit of a long day. But | can actually take like two days on the weekend. And | may do like
a couple hours of paperwork, but | usually will cap it at three and then | won't touch my
computer. | won't remotely log on. | won't check it on my phone. I just will not look at all
until Monday morning.” (Participant 6)

Some participant took ‘mental health days’ off on their own to protect their mental health and
prevent their symptoms of stress and burnout from getting exacerbated.

“l also know when | need a break. So | tend to schedule myself like a long weekend or
like a random mental health day in the middle of a week, every three months or so.
Most of the time | look at my schedule, I'm like, ‘Oh, why am | not working this day? |
really don't understand.” And then when | finally get to that week, I'm like, ‘Oh, yes.

m

Now | know. It's because | need a break from everybody else.”” (Participant 2)

“And so during residency actually was a time when | would take the odd day off. And so
I would call it in as a sick day. But it was technically, for me, like a mental health day, and
that was something that | encouraged a lot amongst my colleagues, because | was the
chief resident the second year of our residency. Because as residents, we actually are
well supported by a union, and we have days that we're allowed to take off. And like |
had said before, the buck does not end with us. And | think a lot of times, our colleagues
would feel that if we weren't there, then the whole floor would fail and things would be
a disaster, but like, that's just really not the kind of system that we worked in. But
people just still wouldn't want to take days off, you could tell that they really just
needed a little bit of time for self-care. And so that's something that | encouraged. And |
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would say, over the two years, | probably took like five or six days off just sporadically
here or there, where | clearly was not sick physically, but | just knew that if | didn't take
this day off, and it would be day whatever, 10 in a row working. | felt like my presence
there was presenteeism, like | would be there, but | wouldn't really be contributing in a
way that would be beneficial to patient care or to my learning.” (Participant 5)

Presenteeism is often the result of physicians not taking time off to respond to their own
wellbeing and self-care. Taking even sporadic mental health days off may be a preventative way
to mitigate the accumulation of stress and fatigue which can lead to more serious mental
health issues. Those who took mental health days also encouraged their colleagues to do the
same which increases awareness of mental health issues and the importance of self-care and
contributes to destigmatization of mental health issues and leaves of absence.

Each of these types of accommodations are ways that physicians can prioritize their own
wellbeing and continue to work in a way that is less conducive of poor work-life balance leading
to mental health issues. Workplace accommodations are a way to prevent the need for a long-
term leave for mental health reasons, by addressing the work-related stressors that affect one’s
wellbeing.

Disclosure and stigma around mental health

Individuals may experience “personal shame” (Participant 9) associated with their mental
health struggles and “feeling like you’re the only one who can’t handle it,” (Participant 9) which
leads to isolation from their colleagues. This often stems from the lack of open communication
around mental health issues with colleagues.

Stigmatization of mental health challenges also makes it difficult for female physicians to
disclose their mental health experience or that they are struggling to their colleagues.

“In the world of medicine, ... | wouldn't say it's a very welcome place to be talking about
your mental health. I'm very open in general about the fact that | have mental health
issues, but at work, | would not be open about it. And | think people would be
uncomfortable if | mentioned it. | think they would not want to know.” (Participant 1)

Disclosure of mental health issues and its stigmatization is also present in registration and

licensing procedures, particularly in relation to the CPSO. The CPSO was described as a barrier
to seeking mental health care because of the lack of privacy:
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“I' have spoken to colleagues that have depression and they’re like ‘I'll never disclose it
to the CPSO’ because they know that the CPSO can get very involved with these things.
So | think, it just feels like an invasion of privacy that you feel like you should be entitled
to like everyone else.” (Participant 9)

Disclosure of mental health challenges to the CPSO can lead to punitive measures, such as
license restrictions for physicians who sought help and can have negative connotations on your
ability as a physician.

“I think at the end of the day, the stigma makes it really challenging, especially for
physicians where if you have a diagnosis of anything, when you're getting your license,
often, they'll even ask for you to disclose some of these details. And for some people,
they aren't comfortable disclosing that, or if you do, then it leads to a whole separate
pathway that can lead to more paperwork or different restrictions. And so | think that is
in itself one of the limiting factors. ...it's also part of our CPSO... registration. And so,
again, it's there as well. And so it depends on how comfortable people are in disclosing
that. But then if you don't disclose it, then you kind of could be hindering your own
recovery. ... It's getting better, but it's definitely still there.” (Participant 5)

“We understand that they’re there to protect people but the implication can still be a
bit hurtful and because of that | never wanted to go consult a doctor in Ontario and get
prescribed anti-depressants during my first years of practice because | didn’t want it on
a record anywhere and | just went to see a therapist. And even with my therapist, |
wouldn’t disclose necessarily how burnt out | felt because | didn’t want it on any kind of
record because it just feels like the CPSO wants all your personal information. And if
you’'re already struggling with it yourself, it’s like the last people you want- it’s already
hard to talk about with your colleagues and then you have to send all this
documentation to a complete stranger and feel judged for it because the implication is
that you can’t practice or you’re not safe to practice if you’ve had problems with anxiety
or depression.” (Participant 9)

Disclosure of mental health issues may, however, lead to positive implications such as increased
awareness of mental health issues at work, destigmatization of these experiences, and fostering
support from colleagues.

“I ended up telling a lot of my resident colleagues and a lot of them ended up taking
leaves of absence during residency and being quite open about it. So | think a lot of it is
just internalized stigma that we have towards it. Like we feel like we’re failing the
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program or we have to be strong all the time, but ultimately a lot of people are
struggling, and | think when you’re more open about it a lot more people become open
about it.” (Participant 9)

Disclosure of personal information regarding mental health plays a significant role for female
physicians at work and in relation to the regulator. Stigmatization of mental health issues drives
the value of personal privacy on mental health issues, which cannot be upheld by the CPSO.
However, disclosing this information to colleagues may also be an important strategy to gain
collegial support and make positive changes towards normalizing mental health experiences at
work.

Gendered experiences of leaving work

Motivations for taking a leave
Leaves of absence for mental health reasons

Three participants had taken leaves of absence for mental health reasons during their
residency, but none had taken any form of mental health leave since entering practice.
Participants’ motivations for taking this leave included feelings of burnout and depression,
recognizing previous signs and symptoms of mental health issues, and experiencing stressful life
events.

“I did take a leave of absence during residency because | did have a burnout....| took one
month off. | was very depressed, | felt very burnt out, and | had to go seek help. | was
followed by a psychiatrist and a therapist. That was about a month long, until |
returned.” (Participant 9)

“And then | moved to [City], and started my residency... And | felt the same sort of
feelings coming back again, | didn't want to go to work. | just wanted to stay in my bed
and sort of recognized it as something that | needed to address. And so again, | reached
out to the wellness sort of service for the residents. And that lady was very, very helpful.
She said, ‘Okay, right now, we got to stop, you can't go to work tomorrow, I'm writing
your program director to let her know you’re now on leave.” | think that day, I still
remember very well it felt like | was somehow not cut out for being in medicine, |
wondered about sort of what trajectory this would take, | knew it was important for my
health, especially because I'd been there before. And so | kind of felt like | had the
warning signs and sought help at a time when | needed it and wasn't afraid to seek
help.” (Participant 4)
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“When | took my leave of absence in residency, | had been on medication very stable for
quite a long time. And then | had kind of a major life event, things got turned upside
down a little bit and my mood started to be an issue again. And | was very, very
proactive. And | said | needed time off. And | took a leave of absence.” (Participant 1)

As noted in two of these cases, helpful assistance was sought from a psychiatrist or therapist.
Each of their absences were only about one month long.

Maternity leaves

Although my focus of inquiry was about mental health related leaves of absence, it became
evident that maternity leaves were an important topic to the early-career female physicians |
spoke to, which itself had implications for their mental health. Five participants had taken
maternity leaves and three of those had taken more than one maternity leave. These leaves
were taken during residency and in practice during early career. Maternity leaves across
participants ranged from three months to a year, a year being the typical length of time for
maternity leaves for women of this age cohort. Participants had a range of experiences with
how long they wanted to be off work. Some felt that the time they had taken off was too short
and were planning on taking longer in the future.

“And so | took six months off with my first and then | definitely went back | feel too
early. It was a time when | still very much wanted to breastfeed my children till one. My
first didn't take a bottle, she wouldn't drink water, she wasn't the greatest eater. So
every time | went to work, you know, sort of the pumping and everything felt that much
more stressful. And then because she wouldn't eat during the day, then she does all
night. And then I'd have to do that and go back to work... And so the second time
around, | sort of learned from the first and | said, ‘You know what, if there's no rush for
me to get back to work then I'm going to tell people that I'm not coming back until
later.” And so | decided to go back to work at eight months for my second and | worked
only a week a month doing palliative care... Did that for an additional four months, and
then went back to work. And it felt a lot better the second time.” (Participant 4)

One participant felt that her time off for maternity leave was too long and resulted in a loss of
skills and confidence in the operating room.

“And so the first time | took six months, | remember coming back thinking that was too
long, like | wouldn't do that again in surgery, it was too long from not being in surgery,
and | found that just too hard to come back and to be expected to pick up where you
left off when you're adjusting to a baby, who you're leaving now for the first time and
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first kid, and like the emotions that go around them, and then just being expected to be
'on' the way you were when you left. So the second time | took three months and then
same thing the third time, so to try to kind of avoid that.” (Participant 7)

The accounts of early-career female physicians on taking a leave — whether for mental health
reasons or maternity-related leaves — produced some similar experiences.

Stigmatization of leaves of absence
A culture of showing up to work

Similarly to mental health issues, there is stigma around taking a leave of absence which is
often driven by the culture of medicine of stoicism. Medical cultural impacts how physicians
view leaves of absence, whether for short of longer-term reasons. As one participant describes,

“It's not an explicit part of the curriculum, but you are trained to show up to work. And
that is irrespective of whether you are well or unwell from a mental perspective,
physical perspective, whatever it may be, you are trained to show up. And you are
celebrated if you are vomiting in the call room and still at work, that is just the culture of
medicine.” (Participant 1)

“...there’s this perception that you’re kind of like macho and a little bit tough as nails?
And | don’t think anyone would admit to needing time. And | don’t think anyone would
want to face the perceptions of others when they return, if they came back from that.”
(Participant 7)

One participant describes the impact that this type of culture has had on her own perception of
how mental health leaves are viewed at work.

“I think taking leave outside of maternity leave, | think people might have some

questions about that and | certainly would have to be in kind of bigger trouble to take
that | think. | would not want to. Even knowing that mental health is super important,
mental health is health. But | don't think that | would wish to do that.” (Participant 3)

“There was some interesting research back in the day with medical students,
[which]...said that medical students will cope and cope and cope with their studies until
everything else has fallen apart. And | suspect that's probably the same with physicians.
Like I think that people will let their personal lives fall apart before they let their career
lives fall apart. So | think it would have to be pretty bad. And | had never really
considered this because I've never really had to consider taking a mental health leave--
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and | feel kind of bad saying that now because that's probably shows some of my bias.
So | wish it were not like that.” (Participant 3)

Regulatory barriers

Mental health leaves of absence face additional stigmatization from medical regulatory
authorities, which can act as a barrier to taking a leave. In Ontario, for example, the CPSO
requires that physicians must report on mental health problems and leaves of absence during
the registration and renewal process.

“I think there still [stigmatization of mental health], and | think a big-- | don't wanna say
a big problem, but when you look at this CPSO kind of renewal thing of like, when you
take a leave of absence, and then you have to kind of report about why... if you've taken
it for x, y, z reason. Then when you go back, you need a supervisor for a little bit of time.
I mean, it is a big hassle... But | could see myself not wanting to take more than 90 days,
because of the stupid paperwork | would have to do. And if | would get my bladder
taken out, or was in a car accident, this wouldn't be even an issue.” (Participant 2)

“When | applied for my CPSO license, they immediately see that you took a month off
from residency and they ask like for a letter from the Dean saying that you’re in good
standing, they ask you for a letter explaining why you took a month off, and they’ll ask
for your doctor’s note with your diagnosis, treatment and prognosis. So they want to
know the medication you’re getting to the dose. They want to know if you’re seeing a
therapist. And they want to know your prognosis... So | did feel like | was getting
burnout towards the end of my first year [of practice]... | didn’t take a leave of absence
because | didn’t want this... | ended up having to disclose to them everything about my
leave of absence during residency, quite personal information that | didn’t feel
comfortable disclosing to them. And because of that, | didn’t want to ask for another
leave of absence, because | didn’t want the CPSO to find out. So for me, that was a
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barrier in terms of taking a leave of absence at all.” (Participant 9)

These add to the culturally induced stigmatization experienced by residents and early-career
physicians. Leaves of absence in residency also posed issues for participants when applying for
their license to practice.

Lack of redundancy in the system: A cause and consequence

The lack of “redundancy in the system” (Participant 8) is a systemic problem stemming from a
“shortage of staff” (Participant 9). This constitutes a conundrum for those experiencing mental
health issues — they both exacerbate them and also create a barrier to taking a leave. A number
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of participants noted difficulty finding a dedicated person who can “pick up your slack” or
“cover your workload while you’re gone” (Participant 7). Consequently, the work gets
distributed among one’s colleagues at work. This can lead to feelings of guilt in those who need
to take a leave, further leading to stigmatization.

“You can't just like take time off medicine. It's not a desk job where if you don't show
up, it's okay, you just have to do a little bit more the next day. Patients need to be seen.
And we don't have systems set up where there's backup, except for in Emerg[ency].
There is no backup, if you don't come to work, patients get canceled, they don't get to
see a doctor. So there's so much more pressure for you to consider your own wellness
and you're putting it over someone else's wellness as well. | think that that's a big thing.
Because you're making your colleagues have to take on more work. So if you look out
for your wellness, you're sacrificing someone else's.” (Participant 1)

Even during residency, when you are working as part of a larger group of trainees alongside
supervisors, you are still required to find someone to cover your leave depending on the
residency program and specialty you are in. Participants had differing experiences with covering
their practice across specialties:

“Some specialties again, are more challenging, like where residents are very much
required in order to fill the call schedules. You know, | know friends in [obstetrics and
gynaecology] who've been pressured, ironically, but also not surprisingly, not to have
babies because of the call schedule. But for me, | was in my second year of family
medicine, the majority of it was outpatient, and it didn't really matter, patients were
going to get seen.” (Participant 1)

“I'had to email my colleagues, who | had lied to and told | was going away for a rotation
- I didn’t want to disclose that | was going away on mental health leave - | had to ask for
people to cover me. | was trying to be vague about it. But | had not seen that coming,
that there is no system in place to cover a resident who is going on leave where they
don’t have to disclose or ask for help from other colleagues.” (Participant 9)

Family medicine, for example, is better suited for locums and physicians can find a locum
physician to cover their workload while they are on leave. In surgical specialties, finding a
surgical locum to cover your patients is not common practice and it becomes challenging to

take any time off.
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“...it's not common, like you wouldn't get a locum the same as in family medicine... in
family medicine it's very common to have someone come and take over your practice
for two weeks when they go on vacation, for example, or a month or whatever. And mat
leave that would be a common thing, but we don't have that in surgery. So if you're off
for any extended length of time, if say it's two weeks or whatever, then you just have
to... move [your patients] around and you cover that. So that when you're back, you
deal with all the stuff that you missed. But if you went for a longer time, then your
patients need to be followed and your colleagues would have to do that. There's no
such thing as like locums to come in and help cover your practice because there's just
not a lot of extra [body part] surgeons kicking around who have idle time who can come
and fill in for you.” (Participant 7)

Accessing locums is a strategy to accommodating your leave in the workplace; however, this
comes with its own set of challenges. A family physician in a group practice explains that:

“If | take a day off, | know that my colleague can cover my patients. And because she's
kind that way, but she's not going to cover like all my patients, just the emergency
things. And if | need to take a longer period of time, she can't do that indefinitely. So |
have to find the locum and finding a locum especially in [Urban city] is like a fool's game,
it's really hard to do. We can often barely find people to cover our vacations, let alone a
spontaneous... need to leave. So then you worry, ‘Well, who's going to take care of my
practice when I'm gone?’ And there's a lot less incentive to take time off.” (Participant 6)

There is a significant impact on colleagues when a physician goes on a leave, because “there’s
no system in place to compensate for you when you go.” (Participant 9) Often, the work a
physician is responsible for gets distributed to other physicians in the workplace when a
member of the team goes on a leave. This makes physicians conscious of how much time they
take off and causes them to feel guilty for putting extra work on their colleagues.

“I booked my vacation, and | felt actually very guilty about booking a vacation because |
sort of thought, ‘Well, it's been really busy with the pandemic, and | really should be
there.” But then | also thought ‘I really don't, this is ridiculous, I'm one person, | am not
the be all and end all and everybody will survive if | am not there for a week.” And so |
talked it over with my friend... it was just nice to have a sounding board who also
similarly goes through needless guilt over these kinds of things to validate that this is
something that all of us experience.” (Participant 6)
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“And then | felt guilty because then my residents, who are already overwhelmed, had to
cover for me. And then | was getting emails from staff asking, ‘Are you ok, what’s going
on’ and then | got yelled at by a supervisor because we had a research project and when
| told her | was going on leave she was like, ‘Well, what’s gonna happen with the
project?’...So all that was very confusing | would say because there’s a lot of guilt that
goes into taking a leave and so | think | felt that | was really letting my program down.”
(Participant 9)

“There’s no system in place to back you up so they [your colleagues] are stuck with your
work. And if | felt overworked, they’re gonna feel overworked, and we all feel
overworked already, so now they have to cover my practice too. So | think that was
maybe just the most surprising part. They just don’t have a system in place to
compensate for that, for someone being away.” (Participant 9)

Female physicians are particularly impacted by feelings of guilt when taking maternity leaves,
given that they last for longer periods of time.

“And | think it does affect us, because there’s this guilt associated with it. But at the
same time, you spent all your fertile years in medical school, so a lot of women want to
start their families when they graduate because that’s when they have the most control
on their schedule. But | think also when they feel the most guilty about it because
they’re just starting these new positions and they’re trying to build their careers.”
(Participant 9)

In particular, disclosure around requiring a maternity leave is a stressful experience because of
the guilt associated with being off work. This extends to disclosure around pregnancy or the
desire to have children because it implies a maternity leave in the future.

“I think we feel like it’s gonna be negatively seen because it implies a maternity leave
and because the demand on the system is so high and there’s so much need for
physicians that getting a position, getting a good job, and taking time off from it feels-
not like wrong, but you feel judged for it, or you feel a bit guilty about it. So at least
that’s my perception. ...it’s like very negatively seen to get a permit and then leave for
mat leave right away. It’s like you took up this spot and you’re not using it. Like you took
up a license and you’re not filling up your responsibility.” (Participant 9)

In all, the lack of redundancy in the system also causes what can be considered the “Catch-22”
of leaves, a paradoxical situation specific to mental health leaves of absence.
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“Every time that you are away, you're feeling that pressure like ‘Ok, when can | get
back?’ So that’s definitely a challenge... And then you recognize that the reason why
you maybe needed to take a break because of mental health reasons is because you
were working too hard, now you’re subjecting all of your workplace colleagues to that.
It’s a really, really hard thing to feel like.” (Participant 8)

A number of participants, however, explained the importance of collegiality, particularly
collegial support from other female coworkers, when considering or taking a leave of absence
for any reason.

“So | have found colleagues, particularly female colleagues, who are mothers to be very,
very supportive. That has been my experience. When | was in my third trimester, | was
supposed to be doing inpatient. And one of my colleagues said, ‘No, you cannot. You're
in your third trimester with COVID. Sorry, I'm going to take this.” So she worked my
week for me. And similarly with my maternity leave, | felt guilty about my decision to
take a year. And so | messaged my colleague, who's actually seeing my patients while
I'm off. And | thought, as a courtesy that | should tell her first, because ultimately, she's
the one who's picking up the slack. And she is a mother and she said, ‘You're replaceable
at work, you're irreplaceable as a mother.” And so I've had tremendous support from
women in my workplace.” (Participant 1)

The lack of redundancy in the system prevents all physicians from taking a leave of absence
because of the challenges related to finding someone to cover your practice while you are
away, but this is experienced differently by gender. Different specialties have different
experiences in accessing locum physicians to take over their patients during their leave and
finding a locum is challenging in itself. Across all specialties, feelings of guilt are endemic to
taking time off because of the implication this has on colleagues. These issues ultimately stem
from a lack of a well-developed system in place to compensate or accommodate for a physician
who leaves work.

Leave of absence, disrupted

Even after planning and accommodating a leave of absence from work, participants felt that
they could not be entirely removed from their work. Often, female physicians were encouraged
to continue working in some capacity during their maternity leaves or to come back to work
early, particularly by male physicians and supervisors.

“I was told recently, repeatedly from my boss, that it was okay, that | could work during
my mat leave, and that a lot of women get bored and want to work during their mat
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leaves. So | was told that many times. | am very protective of my time with my family,
though. And because | don't feel beholden to this job, you know, | think I'm sort of at a
point where, if they're asking too much, then I'll find employment elsewhere. That
allows me some flexibility that | think | wouldn't otherwise have.” (Participant 1)

“l was asked by my department head sort of like three months into my mat leave as to
whether or not | would help to cover and another person's mat leave. That felt a little
bit funny. | said, ‘No, | can't, this is my mat leave.” | was a little bit surprised that he
asked.” (Participant 4)

One participant was also asked to find someone to cover her patients while in residency, after
she had already begun her leave for mental health reasons.

“The only challenge | found was... because we have a practice as residents with patients,
they made me find people to cover my own practice. And they emailed me after my
leave of absence to tell me that.” (Participant 9)

Sometimes, the nature of one’s work, such as research grants on a specified timeline, could not
be put on hold during a leave. One participant explained the expectation that female physicians
continue some work-related responsibilities during their maternity leave, particularly in
academic practice.

“There are expectations on you. And you see that in some of the women in our division.
Like the research associates and those kinds of things, who are on maternity leave right
now. They’re still answering emails, they’re still submitting papers, they’re doing those
things. So is it really being on leave? But then you’re also not being compensated. So
what does that mean? It’s almost like you’re working for free just to make sure that
your career stays afloat. Which is not the way it should be. There’s a fundamental
problem there.” (Participant 8)

The felt expectation that female physicians continue working in some capacity during their
leaves from work can have negative consequences for someone who is taking a mental health
leave of absence, which in turn may hinder their timely recovery.

Attrition from medicine

Participants mentioned leaving medicine as a potential outcome of mental health challenges
left unaddressed. Some had considered leaving the profession themselves and others knew
colleagues who left.
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“...there have been maybe like five sit downs with my husband in the last three years
where I've said, ‘Okay, this is it, like, we're out? Like | have to leave.” What does that tell
you? I'm not sure. And it's been because of work stress. So | guess that could be
considered burnout. Like at times when | have considered leaving medicine in my first
three years of practice. Like that's kind of telling. But what's kept me, to be truthful, is
sometimes that the harder path is actually leaving. It's easier to stay, it's easier to carry
on. Because to leave means to take an action. So I'd have to talk to my supervisor or my
division head, I'd have to face my colleagues and say I'm leaving. And that's a hard thing
to do. Really hard thing to do. And so the default then is to keep going.” (Participant 7)

“Actually, one of my really good friends is just leaving medicine right now. And she’s

been in practice for two years and a half... and she burnt out this summer. She took a
month off... And then went back to work, and she tried a progressive return to work,
and she realized it wasn’t for her. So she’s leaving.” (Participant 9)

One participant had considered leaving medicine but identifies the financial barrier of paying
off her student debt.

“I’'m still trying to navigate within the medical field finding a job that works. And partly
it’s because | have a lot of student debt. There’s not a lot of other jobs that allow you to
pay off 6 figure debt that you accumulate during residency, so | find that makes you
stuck in the beginning because you really want to pay that off. So that to me is a huge
barrier to considering other professional options.” (Participant 9)

At the more extreme end of the spectrum, challenges around taking a leave of absence and
mental health issues may result in physicians leaving the profession entirely.

Supporting early-career female physicians: the gap between what exists and what is
needed

Throughout the interviews, early-career female physicians explored several promising practices,
supports, programs, and other interventions that would be beneficial to implement which
support physician mental health and one’s ability to take a leave of absence. Two levels of such
supports will be discussed. The first is that of existing mental health supports that are available
and can be accessed. The second are promising practices that physicians recommended and
would like to see implemented.
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Existing supports available

The discussion surrounding existing supports that were available was dominated by supports
for mental health, with little focused at leaves of absence. The supports discussed included
both those that participants were aware of but had not accessed, and those that they had
reached out to previously. They can be categorized at different levels, depending on where the
support is coming from; (1) association level, and (2) institutional level.

Association level

Since all participants lived and worked in Ontario, the majority of the available supports are
Ontario specific, though similar supports exist in each province through their provincial medical
associations. At the association level, participants discussed the Ontario Medical Association
(OMA) and the Canadian Medical Association (CMA) as providing resources for physicians
specific to mental health. Provincial health programs were commonly known by participants. In
particular, the OMA Physician Health Program (PHP) was most prevalent. Participants identified
their ability to connect physicians to a psychologist who is specialized in providing care to
physicians. This program had been accessed by some participants both voluntarily and as
mandated by the CPSO.

“..the OMA, for example, they can put you in touch with a psychologist who is trained
for physicians.” (12Mar20)

“This was my one and only leave of absence for mental health in residency, and that was
for a month. And then | had graduated return to residency. And because of these issues,
when | applied for my independent practice license... the College of Physicians and
Surgeons of Ontario asked that | be followed by the Physician Health Program affiliated
with the Ontario Medical Association. So | was basically monitored for two years.”
(Participant 1)

The OMA also offers other mental health supports to physicians, such as insurance coverage.
“The OMA offers us medical insurance, and new this year, they increased our limit for
psychological services by a lot. | want to say it’s in the 1000s now. So that was, |
thought, really good for people who are using those services.” (Participant 5)

“The OMA is on their game, at least in Ontario. They advertise a lot to early career

physicians, for people who are transitioning. So | had OMA related benefits as a med
student, subsequently as a resident” (Participant 3)
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“Yeah, through the Ontario Medical Association, there’s resources for physicians. And |
mean, resources are typically like psychologists who have said they’ll work with
physicians, | think. And so | think that’s more or less what the support is.” (Participant 7)

The CMA was mentioned by a participant as an organization that “is very supportive and has a
lot of new wellness initiatives to help” (Participant 5) and has ramped up wellness supports
during the COVID-19 pandemic.

Supports at provincial and national association level are important to help physicians access
mental health services and promote wellbeing in the profession.

Workplace or institutional level

There are also supports provided at the hospital or university level for those that are employed
or work in an institutional setting. The workplace offers an Employee Assistance Program (EAP)
that can be accessed for mental health concerns, but it didn’t sound like they were well used.

“Hospital-wise, | know that they have EAPs and whatnot. It’s not something that I've
reached out to yet, but | know that they are there.” (Participant 5)

“So we have an EAP through the hospital, which has free mental health, | believe.”
(Participant 3)

Many participants described wellness committees at their affiliated university and workplaces,
though here too not often used.

“The University has a Wellness Committee with a Wellness Office for physicians...”
(Participant 3)

“There’s a Wellness Committee in the hospital. So | know that there are places definitely
that | could turn to if | need help.” (Participant 4)

“There’s a Wellness Committee at work. | don’t know that they have improved my
wellness in any way.” (Participant 1)

“I know that there’s within the University like a Wellness Lead... and she’s sort of a
person that you could reach out to as well and | actually did once... | think | heard her
talk and she mentioned how she has people come to her who are on the brink of ready
to leave medicine. And it seemed like she had experience with that.” (Participant 7)
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Formal mentorship programs for early-career female physicians also exist in some capacity
during residency, though these are offered through the university or institution and may not be
available once someone graduates. In fact, those early-career physicians may themselves
become mentors to others, though they are seeking help themselves. Mentorship programs, or
lack thereof, has mental health implications for female physicians.

“I' was a faculty mentor for 2 or 3 people. ...it's all women in the residency training
program - and | think that the younger women [residents] want to gravitate to the
younger women who are doing the things that they want. And so | think that you kind
fall into this in-between where you’re a bit more of a connection to the residents
because you were kind of recently one, and you don’t necessarily feel like you’re exactly
in the older class yet, so you’re kind of this in-between. Your life is just a little bit more
relatable to them | think.” (Participant 8)

Supports at the workplace or institutional level exist, such as the EAP or Wellness Committees,
but were not accessed by participants. Participation in mentorship programs between residents

and staff physicians were more prevalent among early-career female physicians.

Social supports

Social supports were highlighted by the majority of the participants and focussed around
informal peer supports. Peer supports that exist and were accessed by participants took the
form of group chats, lunches and dinners with co-workers, groups over social media, and
informal discussion about complications or difficult patient cases. A majority of these peer
supports were with other early-career female physicians that participants could relate to either
in person or through social media.

“1 did actually form a whole group of women surgeons and so in [my specialty] there's
only one other and within [surgery] though, there's quite a few... So | got a group
together and we were meeting for dinner actually every two months, and did that for
over a year. Our last meeting was last February and COVID has just completely made
that not possible. ...So it's on hold for now. But that was something that was really good.
And you know these things, it sounds minor, but it really is | think one of the effects of
COVID. That's not what your study’s on, but how are just the social supports that we put
in place- how much they actually really matter?” (Participant 7)

Support groups online include a variety of online forums, Facebook groups, and other support
networks for early-career physicians and female physicians.
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“I know that there are a couple of female physician specific support groups, there's also
a few early in career physician support networks that exist, mainly over Facebook. ...And
I've seen people ask a lot of questions and kind of get answers from that kind of
platform. Is it really like a personal kind of support? Like would | call anybody up at
11pm because | had a question... no, but as kind of a broader support network, I've seen
those be available as well.” (Participant 5)

“I don't know if you know about the Canadian Women in Medicine group organization.
So | think they're doing a lot of groundwork, and a lot of things to support. And I'm
hopeful that it gets better. I'm part of an online forum of like women physicians who
suffer from mental health issues, and | would say a lot are supporting... but still a lot of
the conversation starts, ‘I'm not comfortable posting this in the general group.” Right?
So they only put in people who've been added. Because we kind of are all similar.”
(Participant 2)

“There are forums, there are online things, but there's also like 50 different online
forums that we're supposed to be signed up for, and it's just too many. There's a
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Facebook group that's helpful.” (Participant 6)

Peer support from coworkers was also important to some participants. The impact of the
pandemic on these opportunities for peer support was felt by participants and highlighted how
necessary these supports are for mental health.

“1 think [the pandemic] brought to light some things that were actually helping a lot of
people to cope from a mental health perspective. So for example, I'd say sort of with
palliative care, it's very much of a group dynamic. Where the burden of what we see is
lessened by sharing that burden or knowing that there are others to share that burden.
So ever since the pandemic we’ve been isolated from each other. So we would use to
have lunch with each other, we just talked about our families, it might be an informal
way to talk about difficult cases. It was a break in our day where we could do that. So
now we can't eat together, we can't really socialize together. For a long time rounds
were done separately. And so without that face to face contact, | think that's actually
had a big impact with our team.” (Participant 4)

Peer supports, both broader online supports and collegial supports at work, appear to be the

most accessible and utilized forms of supports for early-career female physicians. These have
varying degrees of effectiveness but are important resources, nonetheless.
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Promising practice recommendations

In response to the problems faced by early-career female physicians, they offered several
recommendations and promising practices for mental health issues and leaves of absence that
would support them in the workplace. These include social supports, such as peer support and
mentorship, formal supports for mental health care, formal supports around taking leaves of
absence for mental health and parental leave, and promising culture changes.

Social supports
There was a strong thematic focus across all participants to have social supports, both formal

and informal. The most common forms of social supports that were recommended were peer
supports and mentorship opportunities. Many participants took part in some form of peer
support and some recommended informal or peer supports specifically for early-career female
physicians.

“I’'m sure it exists and | just haven’t looked into it but if there’s like female support
groups, like for females in their first 5 years of practice that they can uniquely access,
that would be really cool. | even wonder if they already exist and | don’t know about
them. But | think it’s just knowing that it’s there helps to destigmatize it on its own, to
know that these things exist and they exist because there’s a need in the first place. |
think that increasing awareness about it could really help.” (Participant 9)

“You know what the most important thing is? | have the [Name] Group Chat. And we
encourage each other quite a lot to go above and beyond. So having a tribe of women
has been exceptionally important for my kind of wellness and development, particularly
in the medical world.” (Participant 3)

Mentorship
Some participants mentioned mentorship groups that exist in their institutions, however there

was a need for more formalized and effective mentorship program, especially for early-career
and female physicians.

“Number one, professional mentorship. Early on, formalized professional mentorship
rather than asking people to just lean on their contacts from residency. As somebody
who didn't have a lot of great contacts from residency, | felt really lost. And | feel like
that really frustrated me early on. So allowing for early career physicians to feel like they
have somebody that they can talk to. ...an actual formalized mentorship where | can ask
somebody ‘Hey, how do | get paid this way?’ That would be great.” (Participant 6)
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“I know that there is mentorship out there, but | wonder if it needs to be more
formalized. | think, from my point of view, it's really hard to know if a mentor is assigned
to me as to whether or not we see eye to eye on a lot of different things or that mentor
is able to support me in the things that | want to do not just at work, but also sort of at
home, and how it all fits together.” (Participant 4)

A couple of participants noted the importance of female mentors in particular, especially those
with lived experience:

“...definitely hearing or being in touch with a woman who maybe had similar early
careers, would be helpful to see how they navigated through different parts of the
system. But maybe, to me that feels like support, but maybe not necessarily a solution
either, because | think it's actually the institutional requirements that need to change
and not us to their requirements.” (Participant 4)

“I think that strong female mentors is really important and something that I’'m a part of
a division that has a formal mentorship program. So | have a division - like a mentor,
somewhere else that was kind of matched to me. They said ‘What do you want in a
mentor’ and | said ‘somebody who is a young woman with a family.” That was my kind of
big request. So | think effective mentors is helpful. ...l work in a place that is pretty small
so to find somebody that would fit that for me... it’s just kind of that access is really
hard. | do think that having somebody that’s been though some of these challenges
before is really, really helpful.” (Participant 8)

Developing, or improving, mentorship programs aimed specifically at early-career female
physicians is an important strategy to support their wellbeing in the workplace, particularly if
the mentor is someone female physicians can relate to and have similar experiences with
mental health and leaves of absence.

Formal supports specifically for mental health

Formal supports for mental health present in a variety of ways including debrief sessions,
insurance coverage for mental health services, and the provision of mental health supports in
the workplace. Debrief sessions were discussed by two participants who had tried to initiate
them in their workplace but were faced with barriers to their implementation.

“I think regular sharing of complications would be helpful in an environment that you

can feel, you can be honest, and you're not going to be judged, and you're not going to
be talked about. So we don't have that. And | made it point of organizing ...Morbidity
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and Mortality rounds, where you talk about complications. ...And my colleagues after
he's like, ‘Il was worried about what you're going to show or say... the stuff you brought
up, those aren't complications, that's just like part of expected outcomes.’ Like, he
didn't even consider it. And | was like, wow, this was quite telling. ...And so to have that
regularly to see that you're not the only one who has complications, it would be good, it
would be nice, it would be helpful. ... would benefit from knowing other people get
these things, too.” (Participant 7)

“And then one of the projects that I'm working on is trying to integrate something called
'Schwartz Rounds' at the hospital, which is a kind of more of a... group debrief... So it's
an interprofessional kind of case review of difficult situations that's open to all of the
medical staff of like nursing, if the janitorial staff want to come... it's come one come all,
students, physicians, nurses, whoever, and they talk about a specific case, and it's not
focused on the medical side so much as the more emotional side of things. So we're
applying for funding right now to try and get that started at the Department of
Medicine.” (Participant 3)

“Like even at our own hospital, sometimes we have really hard cases... | was talking
about this with a colleague because we had a really tough case recently and | was like
‘Who can we talk to?’ Like there’s no one here to debrief cases with us, like a
psychologist or something in the hospital for the physicians who are there to debrief on
like really tough case that you don’t know how to handle or you're struggling with
emotionally. So even just systems like that.” (Participant 9)

Some participants identified the need for free and easily accessible mental health care given
the difficult nature of physicians’ work and recommended these services in the workplace.

“It’s maybe unrealistic but it would be really cool if every hospital at the hospital level,
had resources available for mental health. ...like either a psychologist available on hand,
or like a physician available on hand.” (Participant 9)

“I think that all physicians should have access to a free therapist, but that’s my personal
opinion. Because physicians of all stripes will see traumatic death, challenging
diagnoses, crazy families that will not leave you alone and will yell at you. And that can
really wear on a person and we should all have the ability to pay somebody to hear that
from us instead of kind of burdening our family.” (Participant 3)
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One participant discussed the potential negative consequences of having mental health
supports at work, preferring instead a more arms-length approach offered by formal programs
through the OMA and CMA.

“The trouble is, often these communities, you could look at it one way and say, we're
really big, but at the end of the day we all somehow know each other. And so, you could
have like a wellness or a mental health support person in house, but then it's kind of too
close to home oftentimes, and so people won't reach out anyway. So | don't think that
locally, or institutionally, often, | think that's kind of why there's that limitation. And so
that's why | think that the OMA supports and the CMA supports are very helpful,
because it's more arm's length, and gives people a little bit more comfort with
confidentiality. But in terms of supporting leave, you need that to be kind of at your
institution.” (Participant 5)

The expansion of insurance coverage for mental health care was also discussed.

“I think that more robust mental health coverage for things like therapy—so we do have
the Physician Health Program, but my understanding is that even if you do call it, it’s like
short term counselling, though | could be wrong. But | pay for external insurance to
cover my therapy, which is fine, but... We pay our Provincial Association thousands of
dollars a year, it would be cool if they could offer something to help us cover that cost.”
(Participant 6)

More comprehensive mental health supports were recommended at the institutional and
provincial level to address mental health problems. Mental health issues can be preventatively
addressed through the implementation of debrief sessions after difficult cases and having easily
accessible mental health care. Physicians struggling from mental health issues would also
benefit from having in-house and arms-length mental health services and more robust mental
health coverage for long-term problems.

Formal supports for leaves of absence
Formal supports to help early-career physicians navigate leaves of absence were discussed with

a focus on both mental health and parental leaves. Leaves of absence can be supported by
“having a real process” (Participant 6) and having “transparency... around what are the policies,
what is possible, and how does that work.” (Participant 1). Flexibility surrounding leaves was
also noted by participants.
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“Flexibility in terms of scheduling, I'm sure would be really helpful for people coming

I”

back and just for health in general.” (Participant 3)
Across all types of leaves, the most prevalent recommendation to support physicians in taking
leaves was to increase the redundancy in the system.

“Yeah, just like having more doctors. It’s just really unrealistic, but just having more
doctors... | think just knowing that... there’s people there to cover for you. Which once
again, it’s not everyone- if you can’t work, you can’t work. | think you’re just like quite
aware of this barrier when you’re seeking help.” (Participant 9)

“1 think that if there was some resource where people could find coverage in a
centralized way, because again, right now, when | book for a locum, | email the locums |
know and see if they have friends and put something on. It's a really piecemeal
situation. And | have to do all the legwork. And there's again, there's a website, but
nobody goes on the website, and nobody ever uses it. So it's totally useless resource.”
(Participant 6)

“I think some redundancy in the system. And so what | mean by that is, if I'm not there,
nobody’s there. If I’'m not there and somebody’s able to be there, it takes a lot of weight
off of you ... | knew that there was somebody there that could step in or there was some
way that things could be restructured to kind of help with that.” (Participant 8)

As noted by several participants, physicians are not covered during time off because they are
‘self-employed’ and many work fee-for-service. Recommendations were made to have leaves
covered financially.

“Yeah, | think if there's some kind of, well, like salary. If you're on salary, it'd be a lot
easier. Now, you missed the day at work, and it's an unpaid day. You face like, going for
a COVID test and knowing ‘Okay, if I'm waiting for a COVID test, | can't work, and if I'm
positive, I'm going to be two weeks off of work. And that's going to be unpaid.” It makes
it very just internal dilemma.” (Participant 7)

“Yes, drug benefits and formalized leave. We have neither of those things... formalized

plans for maternity leave, paternity leave in the physician group doesn’t exist. And that
makes things very challenging.” (Participant 8)
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“I know a lot of female physicians who are the main breadwinners in their families and
so they deliver and they’re immediately back at work. Because we don’t get mat leave...
Like covered. Like basically paid. Cause | think we can take whatever time we want,
we’re just not going to get paid.” (Participant 9)

Gender-specific recommendations

Recommendations that would help support early-career female physicians at work more

generally were also identified. Recommendations around improving workplace response to

harassment to take the responsibility away from the person reporting the harassment were

explored by a participant.

“I think at least certainly education needs to change. But there also needs to be a lot
less tolerance of those things. So my experiences were reported, friends of mine
experiences were reported - these people still work, these people still teach, these
people still encounter people in a less powerful situation than they are. And as I'm sure
that you’ve heard many times, not just in medicine, but it becomes the onus of the
person to speak and prosecute them. ...Whereas an anonymous complaint does not
hold much weight. So you either have to be the face of this, and own it and take it all on,
and be the person that this person will know ruined their career or... you say nothing.
Because nothing else is strong enough to get things to happen, which I think is a really
challenging thing.” (Participant 8)

One participant described the importance of leadership training to help early-career female

physicians advocate for themselves and set boundaries at work.

“I think that leadership training and the training to ask for what we want is important.
And the reason that | bring that up is because not long ago, | did some extra training.
And one of the things they talked about is developing strengths. But then the next step
onto knowing what your strengths are, is finding the words to be able to say, ‘these are
my strengths in this context. And therefore, | would like you to put this on my plate,
while taking this other thing that's maybe not my strength off my plate’ and trying to
practice how to do that.” (Participant 3)

Childcare opportunities at work were another support for female physicians.

“I'think, ultimately, if we’re going to support women in the workplace, there have to be
systems, right? ...there have to be childcare opportunities, there has to be some built in
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flexibility, there has to be some fail safes, and there is none in medicine. For the vast
majority.” (Participant 1)

“I think there are little things... possibly having a daycare or having different things like
that, that might help support people taking leave.” (Participant 5)

As a resident, one participant had proposed a new strategy to increase flexibility for physicians
taking maternity leave to her residency program and was denied.

“And | had proposed that... during your maternity leave you could participate to
educational sessions, and then in exchange, you would get those educational sessions
kind of the day off when you come back from your mat leave. So like one Friday a
month, and you could use that as study time or whatever. And it was denied. It was a
big fat no. And | was like, ‘But why? I'm not really sure?’ To me, it was the perfect
exchange, right? Like, | come while I'm on mat leave, and there, | get an extra day to
study...” (Participant 2)

Early-career female physicians suggested recommendations that would support them at work
and addresses sources of mental health concerns and gender-specific challenges.

Promising culture changes
Participants also made recommendations that could improve their workplace and medical

culture as a whole to address the problems regarding mental health and leaves of absence.
Culture change stemming from leadership was a common theme among participants,
highlighting again the importance of having supportive women in leadership positions.

“Well, | think a culture where people encourage you take the time and people model it,
because the other thing is that you would just see your supervisors doing the same
thing. So you're like, “‘Well, if my boss is coming to work sick, | guess | have to come to
work sick.” And also, maybe there's very little slack built into this system. And now when
| look back with hindsight, | can see that actually, as a medical student, | was a little bit
useless. And | could have taken a day here and there and nobody would have actually
been put out. My senior resident could have done it, a staff physician could have seen
their patients, instead of running a clinic simultaneously. | could have just not been
there. But at the time, you just think this is going to reflect badly on me. | think now
with COVID, people are actually taking this sort of seriously, taking action, because you
really can't go to work sick, because you don't want to get the whole unit infected with

63



COVID if you have COVID. So from that perspective, that's been sort of a blessing in
disguise.” (Participant 6)

“Well, | think if it comes from leadership, and | think, some defined parameters. To say,
if you've done this, you've done enough. | would love that. To acknowledge that a
healthy and happy employee or a work environment, consists of people who are doing
things that bring them joy, and are outlets for them. And | think that we have a long way
to go with respect to that. ...So | feel like it would come from leadership. ...like for us, we
have a group of 30 and one person who's the head. And if that person, when you met or
when you started practice, or each year, met and said, ‘What are you doing outside of
work? How are you finding the workload? And what is it that energizes you? How can
we make this schedule work for you? How many days would you like to be working? Is
this working for you?’ ...if that was acknowledged, to say, ‘Let's put some boundaries on
this and help people with that.” | think that would be a really big start.” (Participant 7)

“That’s what | see as being more useful is education and setting up systems like
wellness... | think initiatives that focus more on education that look at systems for how
to change culture, those to me are the right direction.” (Participant 1)

Some participants felt that culture change is a matter of time, as younger generations enter the
workforce.

“I'just need our generation to kind of take over the majority. | think that'll change a lot. |
think that in the next 10 years, when it's like more of my people come into more
positions of leadership, become department heads and... Hopefully, with some ideas. |
think that things will get a lot easier because like the millennials just tend to get that a
little bit more. ...So | think that's perhaps more kind of weight towards there's a real
cultural change.” (Participant 3)

“Yeah, they’re very systemic, it’s very hard to change. But | think that the newer
generation of med students that are going through, you see a little bit more education
around that, you see a little bit more value on kind of gender equality and those kinds of
things. So I’'m hopeful we’re moving in the right direction.” (Participant 8)

As medical curriculum changes and younger generations of physicians enter practice and

positions of leadership, systemic changes will occur, and medical culture will shift to better
align with values around equity and wellness.

64



In this chapter, | presented the study findings from the perspective of early-career female
physicians. | described the demographic details of the early-career female physician sample and
explored early career female physicians’ gendered experiences of mental health. This included
an overview of their mental health experiences, the contextual influences of mental health,
how early-career female physicians cope with mental health issues and seek care, the
stigmatization of mental health and disclosure, and attrition from medicine as a consequence of
poor mental health. Next, | presented the findings on participants’ experiences with leaves of
absence from work across various sub-themes including: physicians’ motivations for taking a
leave, the stigmatization of leaves and the culture surrounding them, the lack of redundancy in
the system as a barrier to taking leave, the concept of disrupted leaves of absence, and the
impact of collegiality as a facilitator to leaves. Lastly, | presented the existing and recommend
supports for early-career female physicians regarding mental health and navigating leaves of
absence at work. In the next chapter, | summarize the major findings in each of the three major
thematic areas and discuss them in relation to the extant literature to address the study
objectives.
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Chapter 5: Discussion & Conclusion

In this chapter, | summarize the major findings and discuss them in relation to the extant
literature. The three main topics | will be discussing are: (1) the gendered experiences of mental
health of early-career female physicians, (2) the gendered experiences of taking a leave of
absence, and (3) how to support early-career female physicians in the workplace. | focus
predominantly on the major themes from the findings that intersect with female gender and
early career stage.

Gendered experiences of mental health of early-career female physicians
Early-career female physicians had a variety of mental health experiences, but overall, their
mental health suffered because of factors that intersect with their gender and career stage.

The idea that female physicians experience unique stressors at work that influence their mental
health is well explored in the literature. The findings of this study were comparable to the
literature on female physician mental health. Stressors explored by Byerly,?® Robinson,?? and
Bogler et al.1® encompass systemic inequalities such as gender biases and harassment,
motherhood, and lack of female representation, which were all discussed by participants. In
particular, the challenges outlined in Bogler et al.1° were all experienced by participants,
suggesting that these stressors are widespread and little changes to address them have been
made over the years. This strengthens the literature and draws parallels between the practice
of medicine in other jurisdictions and specialties and the context in Ontario. In addition to
demonstrating consistency with past findings, this study contributes to the literature by
describing how the transition to early career can impact mental health because of increased
responsibility at work and less supports for physicians. This study also provides additional
insight on the culture of self-sacrifice and the expectations of female physicians to provide
emotional labour which leads to poor mental health.

Gender biases
Bogler et al.1% identifies that early-career female physicians face implicit gender biases from

both patients and colleagues and give the example that female physicians are less likely to be
introduced as the doctor. This was a prominent challenge for participants who described their
experiences with being called the nurse or unit clerk and having to work hard to prove they are
the physician in charge. As participants explored, these types of microaggressions are further
compounded when gender intersects with younger age and ethnicity.

In an older article, Frank®! found that among female physicians, the number of perceived bad
mental health days was significantly associated with a history of harassment. Further,
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harassment influences fatigue, depression, and suicidal ideation.®! To this day, a culture of
harassment is present in medicine and medical training and predominantly affects women
physicians.

Emotional labour
An interesting theme explored by participants was the expectation the female physicians

provide more emotional labour. In their review on emotional labour and health care, Erickson
and Grove!* discuss the role of gender across various health professions, including medicine.
The occupational culture and educational experience of women nurses and physicians follow
the traditional gender roles and power relations that expect women to be caring and nurturing
towards others. This supports the findings that being emotional was considered a negative
trait and female physicians were more likely to take on the emotional labour associated with
patients than their male colleagues. The implications surrounding emotional labour and the
traditional power relations associated with it may explain why female physicians may be
considered “below” their male colleagues and may experience discrimination or differential
treatment from nursing or other staff and from patients.

Additionally, increased provision of emotional labour may lead to increased compassion
fatigue, or “a state of physical/emotional distress caused by repeatedly caring for those
experiencing traumatic episodes.”®? among women physicians. A study on American surgeons
found that female surgeons exhibit higher levels of burnout and compassion fatigue compared
to their male counterparts, which was further exacerbated by having less professional
experience.5?

Motherhood
The pathway to motherhood was a prevalent stressor identified by participants including

planning for children, pregnancy, struggles with infertility, breastfeeding, maternity leave, and
the subsequent return to work. The masculine structure of medical work can also be seen
through the lack of accommodations for female physicians who are mothers. This has
important mental health implications, which is why it came up in the context of interviews on
mental health related leaves.

Robinson?? identifies the stressors associated with pregnancy and motherhood, such as
choosing when to time the pregnancy to align with training and career and deciding how to
accommodate maternity leaves and return to work including childcare arrangements and guilt
around not being present full time with their child. The challenges surrounding maternity leave
were important for participants and add to the extant literature, particularly the challenges
associated with accommodating a leave during practice, deskilling following a leave, and
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breastfeeding upon return to work. Robinson?? also identifies the role strain between being a
professional and a mother or wife at the same time. These stressors were described in the
American context but are evidently present in the Canadian context as well.

Being a mother also presents with additional stressors from domestic responsibilities which
creates work-life conflict.®®* When domestic labour is unequally distributed, career
advancement and academic productivity may be hindered for female physicians.®® Ultimately,
this may lead to career dissatisfaction which may explain the higher rates of attrition from
medicine for early-career female physicians. Participants did not explore in depth the
distribution of labour at home, but it was noted that balancing work and home responsibilities
may be different from male physicians.

The impact of these gendered stressors may lead to further mental health problems such as
anxiety, depression, post-traumatic stress disorder, and substance use disorders, among
others.?? Participants described their experiences with burnout and other mental health issues
such as depression and anxiety, but did not explore substance use.

Peer support, gender representation, and leadership
It is evident that peer support is an important strategy to address mental health concerns,

particularly peer support from colleagues that are of similar demographic, career stage, and life
stage as you. As such, it is important to increase representation of female physicians in
masculine specialties such as surgery, to allow women the opportunity to connect with
colleagues similar to them and facilitate peer support. A lack of role models and
encouragement may also contribute to the lack of representation of female physicians in
certain specialties and in leadership, which in turn is a source of stress and has mental health
implications.?

By increasing the number of female physicians in leadership, participants described that this
could lead to positive culture changes, positive role models, and gender-sensitive interventions.
The gender disparity in leadership also leads to implications on the mentorship of female
physicians. Byerly?® explains that women are more likely to be mentored by lower-level
managers and given life advice but not career strategies, while men are more likely to be
mentored by senior executives, be given career strategies, and be sponsored by their mentees.
In medicine, this further leads to the discrepancy of women in leadership positions and the lack
of female leadership role models.
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Gendered experiences with leaves of absence of early-career female physicians

Barriers to leaves of absence leading to presenteeism

There were few intersections of gender and career stage on one’s experiences with taking a
mental health leave of absence. Early career female physicians faced similar barriers to taking a
mental health leave of absence as explored in the general physician literature, which can
ultimately lead to presenteeism.

There is a small body of literature on presenteeism and leaves of absence that takes gender
into consideration which reports a variety of results. Some studies found that there is higher
presenteeism among women physicians, while others report that there are no gender
differences.®* A study measuring sickness absence among general practitioners in Sweden
found that female physicians had higher prevalence of sickness absence and most commonly
noted reasons related to stereotypical female gender roles, such as a greater concern for
patients.®* My study did not explicitly explore presenteeism among female physicians but
identified several barriers physicians experience which contributes to presenteeism.

Participants also identified that presenteeism was prevalent in medicine because of a culture of
showing up to work regardless of mental or physician condition. This culture is well studied in
the literature and is linked to presenteeism.3? Giaever et al.3? explain that professional culture
in medicine such as loyalty among physicians, social bonds at work, importance and meaning of
medical work, and receiving positive feedback from colleagues and supervisors for staying at
work contributes to presenteeism. Similarly, participants experienced guilt when needing time
off work for mental health reasons because of the additional workload placed on colleagues.
These factors that contribute to a culture of showing up to work are linked to female gender
roles such as concern for others, as Sendén et al.®* explain.

Giaever et al.?2 identify that presenteeism is a consequence of “irreplaceability,” including being
irreplaceable at work due to having specific competencies. Pit and Hansen® also identified that
having a sense of responsibility over patients because there is no one to replace physicians if
they leave as contributing to presenteeism. Participants described the barrier of irreplaceability
on one’s ability to take a leave of absence as a lack of redundancy in the system, and not having
an effective system to cover your patients during the leave.

These barriers to taking a mental health leave of absence prevent early-career female
physicians from taking the time they need to address their mental health concerns. In turn,
physicians remain at work, exhibiting presenteeism, and further exacerbate their mental health
issues.
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Stigmatization
Stigmatization of mental health issues compounded by the stigmatization of leaves of absence

in the profession makes the experience of taking a mental health leave of absence particularly
challenging.3247 Stigmatization and its impact on mental health of physicians is a well-studied
topic in the literature across all levels of training including medical students, residents, and
practicing physicians.3247.6667 Moreover, the participants in my study explored stigmatization
from the perspective of the regulatory body as a barrier to taking a leave of absence. Disclosure
of mental health issues and mental health leaves of absence to the CPSO leads to disciplinary
measures such as being monitored or licensure restrictions and implies that you are not fit to
practice.

Additionally, stigmatization of pregnancy and maternity leaves is widely present in medicine
which intersects with experiences of early-career female physicians. Rangel et al.®® found that
almost 60% of female surgical residents in the United States of America reported stigma
associated with pregnancy and 73% had witnessed faculty members or colleagues make
negative comments about pregnant trainees or childbearing during training. This is a gendered
phenomenon as male physicians perceive less stigma for taking parental leave than female
physicians.?® In this study, participants identified this stigmatization and explained that it leads
to stress around disclosing one’s desire to become pregnant or being pregnant because it
would be negatively seen in the department and imply a maternity leave.

Supporting early-career female physicians at work

Participants identified several supports that are recommended to support early-career female
physicians in the workplace. These included; social support, mentorship, formal supports for
mental health, formal supports for leaves of absence, general gender specific supports, and
promising culture changes.

Debrief sessions as a formal mental health support
Several supports are offered in the literature that intervene at the workplace level or the level

of the individual physician, such as increasing resiliency.®’” A smaller subset of this literature
discusses supports that intersect with female gender or early career stage.

Formal supports for mental health recommended by early-career female physicians are
important for all physicians across all levels of training, career, and other intersectional
characteristics. Participants recommended the provision of debrief sessions at work following
difficult or traumatic cases. This is a common practice studied, and recommended, in the
literature to promote resiliency and address burnout and compassions fatigue.®® A study by
Toews et al.”® in the context of nursing found that the consequences of clinical debriefs are
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primarily advantageous and positively impact healthcare teams, patients, and organizations.”
They explain that the purpose of debriefing is to “reflect, evaluate, examine and exchange
information regarding clinical practice, professional education and the emotions of those
involved in the critical event,” and required a skilled facilitator and a psychologically safe
environment. Relatedly, Schwartz Center Rounds, an interdisciplinary forum were the
psychosocial and emotional aspects of patient care are discussed, is another strategy in the
literature that participants noted.”!

Formal strategies such as these may be particularly well suited to female physicians who work
in male dominated specialties and lack peer support to discuss complications or difficult patient
cases. A structured forum for sharing experiences and emotions provides resolution to some
feelings and increases recognition that others have similar experiences.”?

A study on gender inequities identified several supports that were recommended by study
participants including the promotion of effective mentorship, supporting physicians during
periods of increased family responsibilities, providing training on 