Kindled Flame, Burnt Out Soul: Depression and Burnout

Amongst Doctors

Hui Yu (Chloe) Liu



Introduction

If you stretch an elastic band hard enough, it can bend and snap. As a fourth-year medical student on
clinical placements, I’ve witnessed firsthand how gruelling the hospital environment can be for
doctors. Whilst patient care can be a rewarding experience, long working hours, repetitive

administrative tasks, and miscommunication issues can make up the majority of a doctor’s day.

Diligence, kindness, and passion are hallmarks of a good doctor. However, these qualities can be hard
to achieve without adequate support and rest. Underneath the surface, doctors are grappling with

exhaustion and despair. But haven’t doctors always worked to the bone? What’s changed?

Advances in technology and increased documentation demands have turned medicine into a
profession where doctors often spend more time on writing notes than with patients'. Concurrently,
societal expectations for patient care and autonomy have risen’. The result is a high-stress
environment that fosters a disconnect between what we demand of doctors and what the system

allows them to sustain.

This essay will explore the growing crisis of burnout and depression in the medical profession. First,

we will examine their core definitions, frameworks, and prevalences.
What is Burnout and Depression?

Burnout

Burnout is an occupational phenomenon that results from chronic workplace stress. The World Health

Organisation has defined burnout using three core criteria’:

1) emotional exhaustion - feeling drained by one’s work
2) depersonalization - having cynical and detached feelings toward work

3) reduced personal accomplishment - the sense that one’s role is no longer meaningful or effective
It affects up to 1 in 3 doctors® and is especially prevalent amongst high-stress specialties, including
emergency medicine, general medicine, and general surgery’. Doctors who are burnt out may feel

empty, view their patients as tasks rather than humans, and become doubtful of their value.

Depression



On the contrary, major depressive disorder, often referred to as depression, is a mood disorder
characterised by persistent feelings of worthlessness, helplessness, and hopelessness®. Depressive
symptoms include changes in appetite or sleep, constant fatigue, low energy, and difficulties in

concentration®.

Unlike burnout, which is often tied to workplace stressors, depression can occur across all domains of
life and be influenced by factors such as genetics and past trauma®. Having said that, the medical field
often fosters high expectations, chronic stress, and isolation, all of which can trigger or worsen
symptoms of depression. Depression can in turn impact patient care’. It has also been found to have an
impact on long term health outcomes®, and is linked to a higher risk of future depressive episodes®.
The prevalence of depression or depressive symptoms amongst junior doctors ranges from 20.9% to
43.2%’. These figures likely underestimate the true rates of depression, given the stigma associated

with disclosing mental illness in medicine.
Overlapping Constructs

Though the two are distinct constructs, burnout and depression often co-exist amongst physicians.
Persistent exposure to stressors, inadequate breaks, and emotional distress can push doctors from an
initial state of burnout to a more pervasive state of depression. Likewise, physicians with underlying
depressive symptoms or depression may be more vulnerable to burnout when faced with the various

stressors at work.

An examination of the causes of these conditions will aid the development of appropriate
interventions. As rates of burnout and depression continue to rise, so too should the efforts to address

both.

Contributing Factors

Excessive Workloads and Long Hours

A study of 1490 oncologists in the US has shown that each extra hour spent working was associated

t'%, and each additional night on call per week was associated

with a 2% increase in the odds of burnou
with a 3-9% increase'''*. Now imagine you’re a junior doctor who’s had a bad week. You worked for
60 hours, took two calls in the middle of the night on Tuesday and Wednesday, and by the weekend,
you're faced not with rest, but an endless pile of laundry and dirty dishes that you’ve neglected all

week and now need to take care of. How much does that increase your odds of burnout?



But this isn’t a bad week - it’s an average week for many. According to the 2024 National Medical
Training Survey, 62% of doctors in training reported working more than 40 hours on average per

week, and 9% worked more than 60 hours".

Perhaps it is no surprise that one of the most cited contributors to burnout and depression in doctors is
the demanding workload. Schedules can involve 24-hour shifts, heavy patient loads, and minimal
recovery time. Administrative tasks can pile up and leave little opportunity for rest. Over time,
chronic sleep deprivation alone can heighten the risk of mood dysregulation, and undermine cognitive

performance.

Emotional Toll of Patient Care

“They remained imprisoned in the CICU, kept alive in physicality by mechanical devices and
medicinal support, inexorably suffering. I revered their resiliency, though I struggled to understand
whether they were truly resilient or if this was a descriptive term [ used to assure myself that what we
were doing was just.”

- Dean Mafako, Burned Out'®

Whilst long working hours can exhaust the body, the emotional distress of medicine can erode the
soul. Perhaps the seeds of mental health issues are planted as early as medical school. Statistics have
demonstrated that medical students enter the profession with high-achieving, perfectionistic character
traits that serve them well academically'’. However, the relentless internal drive to succeed can also

foster unrealistic expectations and self-criticism.

Medicine often entails regular exposure to suffering and loss. Moral distress can result from
witnessing, perpetrating, or failing to prevent an act that violates our own moral codes'®. For example,
an ICU intensivist may only have time to examine half of the patients he is responsible for, and be
concerned about compromised care. Over time, this can result in moral injury, characterised by the
erosion of one’s moral framework'®, In this case, the intensivist may start to blame patients for being

sick, and this may bring about persistent shame and guilt.

Multiple studies have demonstrated that reported symptoms of moral distress and moral injury have
been associated with higher rates of burnout and depression'®. These emotional tolls of medicine can
accumulate over time, and are even harder to identify and confront than physical stressors. Without
formal debriefing and team support, many doctors may internalise this stress, perhaps as they’ve done

since the beginning of medical school.



Career Transitions and Uncertainty

Uncertainty is an inherent part of medical practice. Beyond the clinical aspects of patient care, it also
pervades throughout a doctor’s training and career. Newly qualified doctors often need to face
frequent relocations and meet rising expectations. Each change, whether it’s from medical school to

internship or internship to residency, can bring about new demands.

Nowadays, there is an additional challenge residents must face when applying for specialty programs.
Initially aimed to address the rural doctor shortages, emerging medical programs have resulted in the
oversupply of medical graduates in recent decades'. Hence, applicants for training positions far
outweigh the number of available spots across multiple specialties. This bottleneck is especially
prevalent in competitive programs like neurosurgery, where only 11 applicants were selected across
the country for the 2025 intake®. With no guarantee for progress, junior doctors who hope to enter
such fields must dedicate relentlessly to the field for years before even being eligible to apply for

training positions.

These structural uncertainties are not experienced in isolation, as they reflect a larger pattern of
change within the medical workforce. From July 2023 to April 2024, 4699 overseas doctors have
moved to practice in Australia, which is 50% more than doctors who registered in the entire year
before COVID, during the 2018 to 2019 period*. This influx further highlights how medicine is
increasingly shaped by national workforce shortages and for these international graduates, visa
requirement navigation and accreditation hurdles can further add to their professional and personal

uncertainty.

For both domestic and international medical graduates, the common thread is instability - whether it’s
structural, geographical, or financial. All these can disrupt doctors’ work-life balance, strain personal

relationships, and therefore result in burnout and depression.
Personal Experience

“I saw my life branching out before me like the green fig tree ... From the tip of every branch, like a
fat purple fig, a wonderful future beckoned and winked. One fig was a husband and a happy home and
children, and another fig was a famous poet and another fig was a brilliant professor ... and beyond

and above these figs were many more figs I couldn't quite make out ... I wanted each and every one of



them, but choosing one meant losing all the rest, and, as I sat there, unable to decide, the figs began
to wrinkle and go black, and, one by one, they plopped to the ground at my feet.”
- Sylvia Plath, The Bell Jar”

Throughout my fourth and final year of medical school, I became increasingly aware of the pressures
pervading the medical profession. I had to juggle full-time clinical rotations, demanding coursework
requirements, and never-ending assessments. Amidst all this, I had to make what felt like the most

important decision of my life - where I want to work as an intern.

Internship applications felt like an uphill battle. I spent hours stressing over preferences, weighing the
reputation of hospitals based on hearsay from my seniors who've already been through it all. I was
torn between different versions of myself. My logical brain told me to return to Sydney, where my
mum would spoil me with her freshly baked pineapple buns, where I could grab Acai bowls with my
friends by the beach, and where I already have a reliable support system. My sentient self wanted to
stay in Brisbane. I was familiar with the hospital layouts, I knew the best spots for matcha in town,
and overall, there was a sense of security and predictability that living here for 7 years provided.
Then, there was my impulsive brain, whispering: Maybe go to Cairns. Start a new life. Explore and go
see what it’s like to start somewhere afresh and different. Each option felt legitimate, yet high stakes.

The pressure to pick the “right” one felt unbearable.

However, the pressure of final year didn’t just stop to accommodate my internal turmoil. I often felt
like I was being pulled in a hundred directions, somewhere between early ward rounds, assessment
preparations, and the mental gymnastics of having to navigate a new rotation with new people every
few weeks. Like a metronome, I oscillated between telling myself to “just tough it out” and wondering

if everyone else felt the same and was also putting up a brave front.

However, I didn’t break down. I didn’t cry. I didn’t miss deadlines. I was functioning. Or, at least,
surviving. | had enough energy to complete tasks, but definitely not enough to rewind and reset. Over
time, I noticed a quiet shift. I stopped marvelling at things that used to fill me with wonder - the way a
few tablets could eradicate disastrous infections that once devastated populations, or how a quick
evacuation of brain bleeds could immediately restore a patient’s neurological function. I was still
learning medicine, but it didn’t feel remarkable anymore. I still cared - but caring too much and too

often was just not sustainable anymore.

Of course, there were also moments of light - kind registrars who remembered my coffee order;
friends who would send me funny memes; days where I successfully put in a cannula and left feeling

like I’ve saved a life. I’ve also tried my best to get back on track. I sought out routines and hobbies



that reminded me of life outside medicine. I reached out to friends and family for occasional weekend
brunches. Most importantly, I tried to be honest with myself about when I was struggling. Burnout
and depression in medicine can slowly creep into life under the guise of normalcy. I’'m still not sure if
I’ve figured it all out but I know that the first step toward preventing mental illness is recognising the

problem without guilt or shame.

Potential Solutions

Burnout and depression amongst doctors should not be an inevitable trajectory. After an exploration
of their definitions, causes, and a lived reality of medical training, it is important to shift our attention
to the potential solutions. Practically, we can address these issues from both the individual and the

institutional level.

Personal Preventions

When we talk about preventing burnout or improving mental health on an individual level, the first
thing that may pop into people’s minds is being told to complete yet another online module. Often,
these resources can feel like another item on the to-do list for time-poor doctors, rather than

something that eases stress.

However, evidence suggests that 82% of individual-level interventions have led to a significant
reduction in burnout or improvement in its risk factors, which effects lasting up to 6 months

post-intervention”. Hence, when well-delivered, self-directed mental health strategies definitely work.

First, doctors need to be made aware of the early signs of mental illness, so that they can recognise it
within themselves or their peers. This is a strategy implemented at the Mayo Clinic, where physician
well-being is assessed annually®*. Early detection allows for early measures to be taken to mitigate

stress.

Beyond awareness, we must also be armed with adaptive coping mechanisms. Self-reflection, peer
connection, and boundary-setting have all been shown to reduce rates of burnout and depressive
symptoms®. Whilst strategies like good sleep hygiene, exercising, and taking uninterrupted time off
work can sound basic, they remain extremely effective in emotion regulation when practised

consistently.



That said, not all personal prevention strategies have to feel like homework. More creative
approaches, like laughter therapy, recreational music-making, and relaxation techniques using “brain
machines” (neurofeedback tools), can also significantly reduce emotional exhaustion”. These

interventions act as a reminder that play and joy are not luxuries, but needs for our mental wellbeing.

Importantly, studies have shown that the interventions that included refresher sessions were associated
with longer-term benefits that last for up to 6 months after the conclusion of the course®. This acts as

a reminder that resilience building should not be a one-time act, but rather, be regularly reinforced.

Institutional Preventions

On the other hand, no amount of self healing can undo the damage of unsafe workloads or inadequate
staffing. Hence, institutional change is critical. Evidence has shown that workflow modifications, such
as frequently checking and adjusting call schedules, and diverting non-essential administrative tasks,
can reduce burnout significantly®. In the US, health systems have hired medical assistants to help
clinicians enter patient data and manage documentation”. Whilst this role is not a well-established
one in Australia, it certainly has the opportunity to offload clinician fatigue. Similarly, having
adequate supporting staff who can manage responsibilities outside doctors’ scope, including IT
troubleshooting, bed coordination, and clerical work, can further free up the time and mental

bandwidth of doctors®>%.

Beyond structural fixes, quality workplace communication also plays an important role in reforming
workplace culture®. Regular meetings that focus on difficult cases, workflow frustrations, and ethical
dilemmas should be held to foster peer engagement and reduce emotional burdens. Junior doctors may

also benefit from routine debriefings after traumatic events and structured mentoring programs.

In addition, institutions should support more flexible career pathways to accommodate their diverse
group of doctors. Many doctors may need to take a break for health, family, or personal reasons. Their
return should be supported, and not be met with disadvantage. Options like part-time training, should

not be quietly stigmatised, but actively encouraged to support a more non-linear career progression.

Regulatory bodies such as AHPRA have made immense progress over recent years in reducing stigma
by stating that mental health disorders do not need to be reported, unless they result in significant
impairment that impacts a clinician’s abilities to conduct safe practices®. However, medical boards
and specialty colleges must take further action to communicate these protections consistently and
clearly. This could include integrating the information into intern orientation packs, routinely emailing

mental health safety messages to staff, and displaying posters in staff common rooms around the



hospital. Only then can we dismantle systemic beliefs and prevent doctors from accessing care until

it’s too late.

Conclusion

As can be seen, depression and burnout remain significant challenges within the medical community.
Work overload, emotional distress, and career instability can erode the most dedicated clinicians,
compromising both doctor and patient safety. Drawing upon both existing literature and my own lived
experiences, it’s evident that these forces result not in a dramatic collapse but creep subtly into daily

lives.

Perhaps rightfully so, the medical profession demands extraordinary things from ordinary people.
However, without proper support, doctors will not be able to meet rising demands. Hence, we must
act on every level. Individually, doctors should be empowered to recognise the early symptoms of
burnout and depression and be equipped with the strategies to deal with them. Institutionally,
healthcare systems need to readjust workflows, communication structures, and deconstruct outdated

1deals that reward silence.

While the problem of doctors’ mental health is complex, it is far from insurmountable. By recognising
shared responsibilities, the medical field can evolve to become a much more supportive ecosystem -

one that upholds compassion to both the patients and the caregivers themselves.
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