
RESEARCH ARTICLE Open Access

A survey of health care needs of physicians
Khalid Benkhadra1,2,3, Jayanth Adusumalli1,3, Tamim Rajjo1,3, Philp T. Hagen3, Zhen Wang1,2

and M. Hassan Murad1,2,3*

Abstract

Background: The healthcare needs of physician are not well studied.

Methods: We surveyed physicians attending a large primary care conference about their access and perceived
barriers to receiving healthcare services.

Results: Response rate was 46 % (270/592). The majority were trained in family medicine. The age category of
above 60 years was the most common (39 %) and 46 % were women. Important difficulty in accessing healthcare
services was reported by 39 % of physicians and the majority (61 %) reported reverting to self-diagnosis and
self-treatment. Female physicians reported more difficulties than male physicians (p < 0.001 for difficulty in securing
access and p = 0.02 for self-diagnosis and treatment). The barriers cited were finding time for healthcare, concern
about confidentiality, and lack of encouragement by employer. Respondents reported experiencing a career
threatening illness themselves (20 %) or in a colleague (81 %). Forty-two percent experienced being concerned
about a colleague being able to safely practice due to illness. Participants ranked substance abuse as the most
common illnesses affecting a physician’s ability to practice followed by psychiatric disorders, heart disease,
neurological disorders and cancer.

Conclusions: Physicians face important barriers to accessing healthcare services. Female physicians report worse
access. The identified barriers are modifiable. This survey calls for efforts to improve physicians’ health that require
collaboration among physicians, employers and policymakers.
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Background
The health and wellbeing of the practicing physician
force is an important public health issue. Despite a
healthier lifestyle and lower mortality than the general
public reported in older studies [1], recent evidence
shows that one in two physicians experience a major
health issue by the age of 50 [2]. Physicians face daily
challenges including irregular and long work hours [3]
and are prone to stress [4], alcohol dependence, psychi-
atric disorders and other diseases.
Although the majority of physicians do not have finan-

cial barriers to access healthcare services, a study

showed that 53 % of surveyed physicians reported having
difficulty accessing health care and 63 % often revert to
self-diagnosis and treatment. Over 80 % reported having
or knowing a colleague who had a career-threatening
illness [3]. Physicians may neglect their own health due
to lack of time or concerns about confidentiality, [3] and
have a significantly higher risk of dying from suicide
than the general population [5]. A survey showed that
although 95 % of physicians believed that working while
sick put patients at risk, 83 % reported working sick [6].
Respondents would work with significant symptoms,
including diarrhea, fever and acute onset of significant
respiratory symptoms. The reasons cited for working
sick were not wanting to let colleagues down, not want-
ing to let patients down, fear of ostracism by colleagues
and concern about continuity of care [6].
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Therefore, research on physicians’ health is important.
The total population of licensed physicians in the US
approaches one million [7]. Their health impacts their
families’ wellbeing and their patients’ health and
productivity. There is also evidence that physicians who
practice healthy behaviors are more likely to counsel
their patients regarding such behaviors [8]. This study
aims to identify barriers that physicians report facing
when accessing health care services and explore relation-
ships between these barriers and physician demographics
such as gender and working hours.

Methods
The survey employed a handwritten questionnaire
enclosed in the registration packets of attendees of a
large primary care medical education and review confer-
ence in Rochester, Minnesota, USA. This conference was
held in 2 sessions approximately 1 month apart with no
repeat participants. Each session lasted for 3 days. The
questionnaire was derived from items used in a prior
survey [3] that were modified by adding additional ques-
tions. Reminder overhead announcements were made
during conference breaks. Completed surveys were
collected without personal identifiers via a drop box at
the registration desk. No attempt was made to contact
or identify any of the respondents.
Questions with response scales from 1 to 10 were

summarized using means and standard deviation and were
analyzed as continuous variables. Two-tailed P value of
<0.05 was considered statistically significant. Working
hours were grouped into 3 main groups: <40, 40–59 and
>60 h per week and ANOVA was used to explore the rela-
tionship of working hours with other variables. T-test was
used to explore the relationship between gender and other
scale variables. We performed linear regression to assess
the correlation between difficulty with access to healthcare
and the likelihood of self-diagnosis with different barriers
in getting appropriate health care. Results were reported
as coefficient, 95 % confidence interval and p value.
Results were adjusted for age, gender and number of work
hours per week. Statistical analysis was done using STATA
12.1., College Station, TX: StataCorp LP.
This survey was deemed exempt by the Institutional

Review Board of the Mayo Clinic (IRB application #:
15–006594). The study was funded by an intramural small
grant. This was a voluntary survey and participants did not
receive compensation for completion. The actual survey
questions are included in Additional file 1.

Results
The survey was distributed to 592 conference attendees.
The majority were from the US Midwest. Two hundred
and seventy physicians completed the survey, with an
overall response rate of 46 %. Out of the physicians who

completed the survey, 84 % were trained in family medi-
cine, 9 % trained in internal medicine, and the rest were
trained in surgery, psychiatry, and pediatrics. The age
category of above 60 years was the most common
(39 %), and about half (47 %) reported working 40–59 h
weekly. Fifty-four percent were men.

Access to healthcare services
Table 1 describes the main survey questions grouped by
gender and the number of working hours per week.
Around 38.9 % of physicians reported important diffi-
culty accessing healthcare services (30.1 % of men, 49 %
of women) and likelihood to revert to self-diagnosis and
self-treatment (55.5 % of men, 67.7 % of women). Female
physicians were more likely to report difficulty with
access to health care services compared to male physi-
cians (p value < 0.001), and were more likely to revert to
self-diagnosis (p = 0.02). Physicians who worked more
than 60 h a week (compared to physicians with less
working hours), reported more difficulty in finding time
to receive appropriate health care, more difficulty acces-
sing health care in general, and more likely to revert to
self-diagnosis .

Reported barriers
Table 2 demonstrates the association between difficulty in
accessing health care and self-diagnosis, and perceived
barriers. Physicians who found difficulty accessing health-
care were more likely to face barriers such as finding time
(p value = <0.001), cost of lost work time (p value = 0.03)
and lack of encouragement by employer (p value < 0.001).
A similar trend was seen in other barriers but results were
not significant (“confidentiality”, “seeing someone I know”,
“cost of care”). Physicians who reverted to self-diagnosis
were also more likely to face these barriers, with statistical
significance in all the barriers except the cost of care.
Female physicians ranked the following barriers to acces-
sing appropriate health care higher than male physicians:
finding time (p value = 0.004), confidentiality (p value =
0.002), seeing someone they know (p value = 0.002) and
not being encouraged by their employer (p value = 0.006).

Experience of illness and suggested services
Twenty percent of respondents reported experiencing a
career threatening illness at least once and 81 % person-
ally knew of a colleague who had one. Around 42 %
reported they have dealt with the situation of wondering
whether a colleague was safe to practice medicine due to
illness. Participants ranked substance abuse as the most
common illnesses affecting a physician’s ability to prac-
tice. This was followed by psychiatric disorders, heart
disease, neurological disorders and cancer.
In terms of the most useful services that can be imple-

mented to improve physicians’ access to health care,

Benkhadra et al. BMC Health Services Research  (2016) 16:472 Page 2 of 5



participants ranked ‘rapid access for serious medical
conditions’ as the most useful followed by ‘access to
comprehensive care in a 1 to 2 days’.

Free text comments
Some respondents reported that they would continue
working even when they were ill because of worry about
inconveniencing patients and partners. Others cited cost
as a barrier because they worked in a practice that pays
using relative value units system. Two respondents
reported the detrimental effect on health caused by
stress associated with using electronic medical records
and clerical tasks. Others reported that their employer
required informing administrative staff regarding
personal days several months in advance. One respond-
ent suggested providing physicians with time during the
work day for exercise. Another respondent reported
increased difficulty in smaller practices; particularly as it
pertains to finding time and confidentiality.

Discussion
Main findings
The results of this study showed that physicians, despite
being intimately involved in healthcare delivery, still face
difficulties in accessing health care services. Barriers
included finding time and to a lesser extent, concerns

about confidentiality and lack of encouragement by
employer. Self-diagnosis and self-treatment were a
common result. Physicians who worked more hours per
week reported more difficulty in finding time for their
healthcare needs and were more likely to revert to self-
diagnosis and treatment. Female physicians were more
likely to face difficulties with access to health care, and
to revert to self-diagnosis compared to male physicians.
Although the cost of care is not usually thought of as
barrier for a physician, some of the respondents did
identify the cost of lost work time as a barrier. Substance
abuse was ranked as the first illness to affect physicians’
ability to practice and many physicians have experienced
career threatening illnesses in themselves or colleagues.

Limitations and strengths
This study has several limitations. An overwhelming
majority of respondents were family medicine physicians
and many were older than 60 years of age; thus, results
may not apply to other specialties or to younger
physicians. We did not collect data on the characteristics
of the physicians’ employer or practice to maintain
anonymity. Open comments however suggested that
physicians working in smaller and isolated practices had
greater difficulty in finding time to seek healthcare
services and concerns regarding confidentiality. The

Table 1 Access to care and barriers

Gender Working hours

Overall Men Women P value <40 40–60 >60 P value

Difficulty with access to healthcarea 3.6 ± 3 2.98 ± 2.9 4.2 ± 2.9 <0.001 2.1 ± 2.4 3.7 ± 2.9 4.5 ± 3.1 <0.001

Likelihood of self-diagnosisb 6.2 ± 2.8 5.9 ± 2.8 6.6 ± 2.8 0.02 5.3 ± 2.7 6.2 ± 2.8 7 ± 2.6 <0.001

Main barriersc

Finding time 7.4 ± 2.6 7 ± 2.8 8 ± 2.3 0.004 6.1 ± 2.7 7.5 ± 2.6 8.4 ± 2.1 <0.001

Confidentiality 5.1 ± 3.1 4.5 ± 2.9 5.8 ± 3.2 0.002 5 ± 3 5.1 ± 3.2 5.3 ± 3.2 0.84

Inability to see someone I know 5.2 ± 3 4.7 ± 2.7 5.8 ± 3.2 0.002 5.1 ± 3 5.3 ± 2.9 5.1 ± 3.1 0.85

Not encouraged by employer 3.2 ± 2.7 2.7 ± 2.5 3.7 ± 2.9 0.006 2.6 ± 2.3 3.2 ± 2.8 3.6 ± 3 0.1

Results are expressed as mean ± standard deviation
aThe scale used is a 10 point scale (1–10) where 1 is very easy and 10 is very difficult
bThe scale used is a 10 point scale (1–10) where 1 is less likely and 10 is more likely
cThe scale used is a 10 point scale (1–10) where 1 is minor barrier and 10 as major barrier

Table 2 Association between difficulty in accessing health care and self-diagnosis, and perceived barriers

Difficulty with access Likelihood of self-diagnosis

Barrier Coef (95 % CI) P value Coef (95 % CI) P value

Finding time 0.64 (0.44, 0.84) <0.001 0.40 (0.16, 0.63) <0.001

Confidentiality 0.11 (−0.06 ,0.27) 0.2 0.22 (0.06, 0.38) 0.01

Inability to see someone I know 0.10 (−0.07 ,0.26) 0.25 0.19 (0.03, 0.34) 0.02

Cost of care 0.04 (−0.16 ,0.25) 0.69 0.17 (−0.03, 0.36) 0.1

Losing work time 0.18 (0.02, 0.35) 0.03 0.21 (0.06, 0.37) 0.01

Not encouraged by employer 0.37 (0.19 ,0.54) <0.001 0.18 (0.01, 0.35) 0.03
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strengths of this study include a reasonable sample size.
We almost doubled the size of a similar survey [3] and
addressed some of its limitations by adding questions to
allow stratification by age, gender and work hours.
Although a response rate of 46 % is generally acceptable
in surveys similar to this one [9, 10], we have no data on
nonrespondents or physicians that did not attend this
educational conference. Nonrespondents may have dif-
ferent perceptions or barriers to healthcare. Nonetheless,
recent empirical findings illustrate cases in which the
linkage between nonresponse rates and nonresponse bias
is absent [11]. Therefore, we don’t believe that inferences
from this survey are highly affected by nonresponse bias.

Practical implications
This survey shows that physicians face important
barriers to healthcare services. The situation has not
improved and the barriers remain unchanged when
compared to the survey conducted a few years ago [3].
For practical purposes and from a quality improvement
perspective, all the identified barriers are modifiable.
Lack of time to pursue healthcare services, worry about
confidentiality and the desire to see a physician of
choice, are all factors that can be accommodated by
employers. Collaboration among physicians, employers
and policymakers will be needed however to make
meaningful changes.
Dealing with physicians as an occupational group or a

population with special health needs can be done in the
context of an employee health clinic or occupational
health practice. Such clinics can develop expertise in
providing physicians with interventions to reduce burn-
out and improve health, such as mindfulness and resili-
ency interventions, exercise programs and preventive
services [12–14]. Participants in this survey have identi-
fied some of these strategies on their own and brought
up in their narrative comments exercise, scheduling
changes to allow for medical visits, and the need to
reduce stress associated with using electronic medical
records and clerical tasks.
Issues pertaining to the health of physicians have been

under increasing scrutiny in the past few years. Physicians
with healthy behaviors are more likely to counsel their
patients about preventive measures and healthy life style.
A study has shown that patients found physicians who
disclosed healthy personal habits to be more motivating
and believable [15]. It is plausible to expect a similar
motivation in patients of physicians who disclose good
preventive behaviors with regards to regular clinic visits
and appropriate preventive screening.
Our finding of particularly poor access to healthcare

reported by female physicians is troubling. The Accredit-
ation Council for Graduate Medical Education (ACGME)
reports an increase in female residents from 35 % in

2001–02 to 42 % in 2009–10; and the federation of State
Medical Boards (FSMB) shows that at least 32 % of physi-
cians with an active license in 2014 are women [7]. One
study found that female surgeons have a higher point
prevalence of alcohol abuse than their male counterparts
[16]. Unfortunately such disparities are documented for
non-physician women as well [17].

Conclusions
Physicians face significant barriers to accessing health-
care services. Female physicians report more difficulty
with such access. The identified barriers are modifiable.
This survey calls for efforts to improve physicians’ health
that require collaboration among physicians, employers
and policymakers. Survey participants and the literature
suggest various strategies including interventions to
reduce burnout and improve health, such as mindfulness
and resiliency interventions, exercise programs and
preventive services, scheduling changes to allow for
medical visits, and the need to reduce stress associated
with using electronic medical records and clerical tasks.

Additional file

Additional file 1: Survey/questionnaire used in this study. File contains
the actual survey questions. (DOCX 18 kb)

Acknowledgements
None.

Funding
This survey was funded by an intramural small grant from Division of
Preventive, Occupational, and Aerospace Medicine, Mayo Clinic, Rochester,
MN, US.

Availability of data and materials
All data and materials are available upon request.

Authors’ contributions
The study was conceived by MHM, PTH and KB. Data were collected and
analyzed by KB, JA and ZW. Manuscript was drafted by KB and MHM.
Manuscript was critically revised and approved by all authors. MHM is the
guarantor of this work.

Competing interests
The authors declare that they have no competing interests. Some of the
authors are physicians who take care of other physicians as their own
patients.

Consent for publication
Non applicable since manuscript doesn’t contain individual person’s data.

Ethics approval and consent to participate
This survey was deemed exempt by the Institutional Review Board of the
Mayo Clinic. IRB application #: 15–006594. Consent to participate was implied
by the fact that the participants completed the survey; which is allowed
according to the Institutional Review Board of the Mayo Clinic, Rochester,
MN.

Author details
1Evidence-Based Practice Research Program, Mayo Clinic, 200 First Street SW,
Rochester, MN 55905, USA. 2Mayo Clinic Robert D. and Patricia E. Kern Center

Benkhadra et al. BMC Health Services Research  (2016) 16:472 Page 4 of 5

dx.doi.org/10.1186/s12913-016-1728-4


for the Science of Health Care Delivery, Rochester, MN, USA. 3Division of
Preventive, Occupational, and Aerospace Medicine, Rochester, MN, USA.

Received: 18 May 2016 Accepted: 29 August 2016

References
1. Frank E, Brogan DJ, Mokdad AH, Simoes EJ, Kahn HS, Greenberg RS. Health-

related behaviors of women physicians vs other women in the United
States. Arch Intern Med. 1998;158(4):342–8.

2. Harms BA, Heise CP, Gould JC, Starling JR. A 25-year single institution
analysis of health, practice, and fate of general surgeons. Ann Surg. 2005;
242(4):520–6. discussion 526–529.

3. Steffen MW, Hagen PT, Benkhadra K, Molella RG, Newcomb RD, Murad MH.
A survey of physicians’ perceptions of their health care needs. Occup Med
(Lond). 2015;65(1):49–53.

4. Schneck SA. “Doctoring” doctors and their families. JAMA. 1998;280(23):2039–42.
5. Schernhammer ES, Colditz GA. Suicide rates among physicians: a

quantitative and gender assessment (meta-analysis). Am J Psychiatry.
2004;161(12):2295–302.

6. Szymczak JE, Smathers S, Hoegg C, Klieger S, Coffin SE, Sammons JS.
Reasons why physicians and advanced practice clinicians work while sick: a
mixed-methods analysis. JAMA Pediatr. 2015;169(9):815–21.

7. Young A, Chaudhry HJ, Pei X, Halbesleben K, Polk D, Dugan M. A census of
actively licensed physicians in the United States, 2014. J Med Regul. 2005;
101(2):8–23.

8. Vickers KS, Kircher KJ, Smith MD, Petersen LR, Rasmussen NH. Health
behavior counseling in primary care: provider-reported rate and confidence.
Fam Med. 2007;39(10):730–5.

9. Gidengil CA, Linder JA, Beach S, Setodji CM, Hunter G, Mehrotra A. Using
clinical vignettes to assess quality of care for acute respiratory infections.
Inquiry. 2016;53. doi:10.1177/0046958016636531.

10. Shanafelt TD, Hasan O, Dyrbye LN, Sinsky C, Satele D, Sloan J, West CP.
Changes in burnout and satisfaction with work-life balance in physicians
and the general US working population between 2011 and 2014. Mayo Clin
Proc. 2015;90(12):1600–13.

11. Groves RM. Nonresponse rates and nonresponse bias in household surveys.
Public Opin Q. 2006;70(5):646–75.

12. Krasner MS, Epstein RM, Beckman H, Suchman AL, Chapman B, Mooney CJ,
Quill TE. Association of an educational program in mindful communication
with burnout, empathy, and attitudes among primary care physicians.
JAMA. 2009;302(12):1284–93.

13. Shanafelt TD, Oreskovich MR, Dyrbye LN, Satele DV, Hanks JB, Sloan JA,
Balch CM. Avoiding burnout: the personal health habits and wellness
practices of US surgeons. Ann Surg. 2012;255(4):625–33.

14. Zwack J, Schweitzer J. If every fifth physician is affected by burnout, what
about the other four? Resilience strategies of experienced physicians. Acad
Med. 2013;88(3):382–9.

15. Frank E, Breyan J, Elon L. Physician disclosure of healthy personal behaviors
improves credibility and ability to motivate. Arch Fam Med. 2000;9(3):287–90.

16. Oreskovich MR, Kaups KL, Balch CM, Hanks JB, Satele D, Sloan J, Meredith C,
Buhl A, Dyrbye LN, Shanafelt TD. Prevalence of alcohol use disorders among
American surgeons. Arch Surg. 2012;147(2):168–74.

17. Agency for Healthcare Research and Quality. Healthcare quality and
disparities in women: Selected findings from the 2010 National Healthcare
Quality and Disparities reports, Rockville. http://www.ahrq.gov/research/
womenqrdrfs2010.htm.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Benkhadra et al. BMC Health Services Research  (2016) 16:472 Page 5 of 5

http://dx.doi.org/10.1177/0046958016636531
http://www.ahrq.gov/research/womenqrdrfs2010.htm
http://www.ahrq.gov/research/womenqrdrfs2010.htm

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Access to healthcare services
	Reported barriers
	Experience of illness and suggested services
	Free text comments

	Discussion
	Main findings
	Limitations and strengths
	Practical implications

	Conclusions
	Additional file
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Author details
	References

