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Abstract

Background

Resident burnout harms learning and negatively affects patient care, physician 

retention, and healthcare costs. Programs are increasingly prioritizing resident 

well-being. However, literature focuses on resident burnout, often overlooking 

well-being, and post-pandemic well-being has not been evaluated across 

specialties. This study assessed post-pandemic burnout and well-being among 

frontline residents nationwide and examined associations with demographics. 

Methods

A nationwide, cross-sectional survey in 2024 was conducted as part of a 

randomized controlled trial evaluating a well-being training among residents in 

high-burnout specialties (surgery, obstetrics-gynecology, family, internal, and 

emergency medicine). The survey assessed burnout and well-being outcomes. 

Prevalence rates of burnout or low well-being were calculated and compared 

across demographics. Regression models assessed associations with well-being, 

adjusting for demographic characteristics.

Results

540 residents responded. The sample was predominantly cisgender women (67%), 

White (67%), and in a non-surgical medical specialty (56%). Most residents (68%) 

had elevated stress, 83% had burnout, and 92% had elevated loneliness. Surgery 
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residents and mid-level residents had higher burnout on the depersonalization 

subscale (p<.01) while Black residents had lower depersonalization (p<.01). 

Women had lower resilience (p<.001), flourishing (p<.001), and self-efficacy 

(p<.001). Compared to those married or in long-term relationships, single 

residents had higher loneliness and lower meaning and purpose (p<.001).

Conclusions

Evidence suggests worsening trends among resident physicians concerning various 

aspects of burnout and well-being, and certain demographic groups are at higher 

risk. Our findings underscore the critical need for targeted well-being 

interventions in residency. 

Trial Registration: clinicaltrails.gov Identifier: NCT06149156, registered 

11/28/2023
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Background

Resident physicians experience high burnout rates.1,2 Burnout is a syndrome in 

response to overwhelming stress characterized by emotional exhaustion (feeling 

drained or depleted), depersonalization (cynicism or detachment towards patients 

or colleagues), and reduced personal accomplishment diminished sense of 

competence or achievement in work).3,4 Burnout often begins in medical school5 

and worsens in residency due to increasing clinical, research, and administrative 

demands.6–8 This has negative effects on physician and population health as 

burnout is linked to higher divorce, substance use, depression, and suicide rates 

among physicians9  while also increasing medical errors, compromising patient 

care, and driving physician attrition.10,11

Resident well-being extends beyond the absence of burnout, encompassing 

psychological and physical health, life satisfaction, purpose, and social 

relationships.12,13 While the Accreditation Council for Graduate Medical Education 

(ACGME) promotes shifting beyond burnout and advocates for well-being 

initiatives,14 research predominantly focuses on burnout, with few studies on 

broader well-being.15,16
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Discussions on resident well-being must also consider COVID-19 pandemic’s 

effects. COVID-19 strained healthcare systems, disrupted training, heightened 

burnout in frontline residents,17–19 and accelerated the shift towards virtual 

medical education.20 The long-term, post-pandemic effects on resident burnout and 

well-being remain unclear and there is a paucity of nationwide, multispecialty 

research in this area.

This study aims to assess post-pandemic resident burnout and well-being rates and 

evaluate demographic differences to identify groups at elevated risk.

Methods

Participants

We conducted a nationwide, cross-sectional survey in 2024 as baseline assessment 

for a randomized controlled trial evaluating a well-being intervention for residents 

in high-burnout specialties21: surgery and surgical subspecialties, obstetrics-

gynecology, family, internal, and emergency medicine. 

We invited eligible U.S. residency participants in 2024 through online residency 

and program director listservs, social media platforms, and word of mouth. 

Program directors and administrators received email invitations containing study 

details, and those interested shared with residents. Additionally, we used social 

media posts through the University of Wisconsin-Madison (UW-Madison) 

Department of Surgery and the Center for Healthy Minds as well as resident word-

of-mouth outreach to promote the survey. 

Interested residents underwent a screening questionnaire for eligibility, which 

included current enrollment in a target specialty, no daily or near-daily meditation 
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in the past six months, and no previous participation in the well-being training 

(Healthy Minds Program app). Ineligible participants included those not in a target 

specialty, who regularly meditated, or used the app (Supplementary Digital 

Appendix, eMethods 1). Participants were paid $100 for completing the 

randomized trial, but no compensation was offered for the baseline survey. 

Data collection

Validated instruments assessed burnout and well-being, including the abbreviated 

Maslach Burnout Inventory (evaluating three domains of burnout - emotional 

exhaustion, depersonalization, and personal accomplishment),22 Perceived Stress 

Scale,23 Flourishing Index,13 Brief Resilience Scale,24 PROMIS Sleep Disturbance,25 

NIH Toolbox Loneliness,26 PROMIS Meaning and Purpose,27 and General Self-

Efficacy Scale.28 Administered electronically via REDCap,29 the survey collected 

demographic data on gender, race, ethnicity, specialty, training level, relationship 

status, geography, and survey completion time. The survey was developed for this 

study (Supplementary Digital Appendix, eMethods 1). The study was approved by 

the UW-Madison Institutional Review Board as minimal risk. Participation was 

voluntary with electronic informed consent obtained. 

Data analysis

We summarized participant demographics and calculated burnout and well-being 

prevalence rates for measures with established thresholds. Specialties were 

grouped into medicine (emergency, family, and internal medicine) and surgery 

(general, subspecialties, and obstetrics-gynecology). Training level was compared 

across specialty by intern (post-graduate year [PGY]-1), mid-level (medicine PGY-2, 

surgery PGY-2-3) and senior (medicine PGY-3+, surgery PGY-4+). Race categories 
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with small numbers (multiracial, American-Indian/Alaskan Native, and Native 

Hawaiian/Pacific Islander) were grouped as Multiracial/Other, and ethnicity as 

Hispanic/Latino vs. non-Hispanic/Latino.

We applied multivariable, fixed-effects linear regression to examine associations 

between demographics and well-being outcomes, adjusting for gender, 

race/ethnicity, specialty, training level, relationship status, geography, and 

seasonality.  With <5% missing data, we applied pairwise deletion.30 Skewness and 

kurtosis of continuous variables to assess normality were within recommended 

thresholds (skewness<2, kurtosis<7).31 For binary outcomes, we used 

multivariable logistic regression. Interaction terms between gender and race 

assessed gender outcome variation across racial groups. We reported standardized 

coefficients for linear models and odds ratios (ORs) with 95% confidence intervals 

(CIs) for logistic models. We set statistical significance at p<.05. Given the study’s 

exploratory nature and large number of tests conducted, we report unadjusted p-

values and with Bonferroni correction applied for 10 outcomes (i.e., 

pcorrected=.005). Analysis was conducted in R (v4.4.0).32

Results

The study included 540 participants, after 195 screened ineligible due to not being 

in a target specialty (132), regularly meditating (163), or previously using the app 

(156, not mutually exclusive, Supplementary Digital Appendix, eMethods 1). 

Response rate could not be accurately estimated based on recruitment methods. 

Among participants, 66.8% identified as cisgender women, 31.5% as cisgender 

men, and 1.7% transgender/non-binary, with a higher proportion of women 
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compared to ACGME Resident Data 2022-2023 of the same specialties (47.2% 

female, 52.5% male, 0.3% non-binary/not reported).33 

Regarding race and ethnicity, 67.0% identified as White, 21.1% Asian, 5.3% Black, 

6.6% Multiracial/Other, and 7.0% Hispanic. This cohort had more White and non-

Hispanic residents compared to ACGME data (52.8% White, 29.0% Asian, 7.3% 

Black, 8.6% Multiracial/Other, 9.8% Hispanic).33

For specialties, 56.1% were in medicine and 43.9% were in a surgical specialty 

(Table 1), compared to ACGME data (66.2% medicine, 33.8% surgical).33

Perceived Stress

Overall, 68% of residents reported elevated stress with a mean score of 16.87 (SD 

6.79; Table 2). In linear models, all of which adjusted for demographic variables, 

cisgender women had significantly higher stress than cisgender men (β=0.27, 

p<.01, Supplementary Digital Appendix, eTable 3). In logistic models, all of which 

adjusted for demographic variables, mid-level residents had 1.72 times higher odds 

of elevated stressed than interns (OR=1.72, CI 1.08-2.74, Supplementary Digital 

Appendix, eTable 4). Race and gender did not interact in predicting stress in linear 

or logistic models (Supplementary Digital Appendix, eTables 5-6). 

Burnout

Overall, 82% of residents met thresholds for emotional exhaustion burnout (Table 

2). In linear models, mid-level residents (β=0.24, p<.05) had higher emotional 

exhaustion than (eTable 3). In logistic models, Northeast residents had 2.56 times 

higher odds of emotional exhaustion burnout (OR=2.56, 1.15-5.67, eTable 4). Race 
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and gender did not interact in predicting emotional exhaustion in linear or logistic 

models (eTables 5-6).

For burnout on the depersonalization scale, 70% overall met thresholds for 

depersonalization burnout (Table 2). In linear models, surgical specialties (β=0.28, 

p<.01) and mid-level residents (β=0.35, p<.01) had higher depersonalization than 

medicine specialties and interns, respectively. Cisgender women (β=-0.25, p<.01) 

and Black residents (β=-0.61, p<.01) had lower depersonalization compared to 

cisgender men and White residents, respectively (eTable 3). In logistic models, 

respondents in the winter had three times higher odds of having depersonalization 

burnout (OR=3.01, CI 1.12-8.05) compared to the spring (eTable 4). Race and 

gender did not interact in predicting depersonalization in linear or logistic models 

(eTables 5-6).

For burnout on the personal accomplishment scale, 49% of respondents had 

elevated levels of burnout (Table 2). In linear models, surgical specialties (β=0.20, 

p<.05) had higher lack of personal accomplishment (eTable 3). In logistic models, 

respondents in the summer had 0.49 times lower odds of personal accomplishment 

burnout (OR=0.51, CI 0.27-0.96, eTable 4). Race and gender did not interact in 

predicting personal accomplishment burnout in linear or logistic models (eTables 

5-6).

Loneliness

Overall, 92% of respondents had elevated loneliness (Table 2). In linear models, 

cisgender women (β=0.24, p<.05), Multiracial/Other residents (β=0.37, p<.05) and 

single residents (β=0.34, p<.001) were significantly lonelier (eTable 3). There 

were no significant differences in logistic models (eTable 4). A significant 
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interaction between gender and race was observed for Black residents, where 

cisgender women had lower loneliness scores compared to cisgender men (p<.05) 

in linear models (eTable 5). Race and gender did not interact in predicting 

loneliness in logistic models (eTable 6).

Sleep Disturbance

Overall, 13% of respondents reported elevated sleep disturbance (Table 2). In 

linear models, Hispanic (β=0.42, p<.05) and single residents (β=0.20, p<.05) had 

significantly higher sleep disturbance (eTable 3). In logistic models, Hispanic 

residents had 2.77 times higher odds (OR=2.77, CI 1.14-6.72), single residents had 

1.87 times higher odds (OR=1.87, CI 1.06-3.30), and Northeast residents had over 

two times higher odds (OR=2.16, CI 1.03-4.55) of sleep disturbance (eTable 4). A 

significant interaction between gender and race was observed for Asian residents, 

where transgender or nonbinary residents had significantly less sleep disturbance 

compared to cisgender men (p<.05) in linear models (eTable 5). Race and gender 

did not interact in predicting sleep in logistic models (eTable 6).

Resilience

Overall, 25% of residents had low resilience (Table 3). In linear models, cisgender 

women (β=-0.35, p<.001) had lower resilience (eTable 3). In logistic models, 

women had 2.18 times higher odds of low resilience (OR=2.18, CI 1.30-3.66) and 

surgical specialties had 0.39 lower odds of low resilience (OR=0.61, CI 0.38-0.96, 

eTable 4). Race and gender did not interact in predicting resilience in linear or 

logistic models (eTables 5-6).

Flourishing
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Overall, residents had a mean of 6.66 (SD 1.44) on the Flourishing Index13 (Table 

3). In linear models, women (β=-0.27, p<.01), mid-level residents (β=-0.26, p<.05) 

and single residents (β=-0.21, p<.05) had lower flourishing scores (eTable 3). 

Logistic models were not calculated as the measure does not have established 

cutoffs. Race and gender did not interact in predicting flourishing in linear models 

(eTables 5-6).

Meaning and Purpose

Overall, 18% of respondents reported elevated meaning and purpose (Table 3). In 

linear models, cisgender women (β=-0.24, p<.05), transgender and non-binary (β=-

0.84, p<.05), mid-level residents (β=-0.29, p<.01), and single residents (β=-0.32, 

p<.01) had significantly lower meaning and purpose (eTable 3). In logistic models, 

cisgender women had 0.44 lower odds (OR=0.56, CI 0.34-0.93), mid-level residents 

had 0.48 lower odds (OR=0.52, CI 0.29-0.92), and single residents had 0.54 lower 

odds of elevated meaning and purpose (OR=0.47, CI 0.26-0.88, eTable 4). Race 

and gender did not interact in predicting meaning and purpose in linear or logistic 

models (eTables 5-6).

Self-Efficacy

Overall, residents had a mean of 31.89 (SD=3.73) on the General Self-Efficacy 

Scale28 (Table 3). In linear models, surgical (β=0.28, p<.01), senior (β=0.30, 

p<.05), and Hispanic residents (β=0.42, p <.05) had higher self-efficacy. 

Cisgender women (β=-0.30, p<.01) and Multi-racial/Other residents (β=-0.39, 

p<.05) had lower self-efficacy (eTable 3). Logistic models were not calculated as 

the General Self-Efficacy Scale does not have established cutoffs. Race and gender 

did not interact in predicting self-efficacy in linear models (eTables 5-6).
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P-value Correction

Using a Bonferroni-corrected pcorrected=.005, the following associations remained 

statistically significant for linear models: women had lower resilience, flourishing, 

and self-efficacy; Black residents had lower depersonalization; surgery residents 

had higher depersonalization and self-efficacy; single residents had higher 

loneliness and lower meaning and purpose (eTable 3). For logistic models, women 

having over two times higher odds of low resilience remained significant (eTable 

4). 

Discussion

Stress, burnout and well-being of residents on the front lines are concerning and 

may have worsened post-pandemic. In our study, residents had higher rates of 

elevated stress (68% vs. 58%)34 and burnout (82%) compared to pre-pandemic (40-

69%)34,35 and even pandemic ranges (26-76%)36 with significant demographic 

disparities. The finding of 82% resident burnout rate was higher in comparison to 

the general population (35.2%)21 and nursing populations (35.3%).37 Also, almost 

all residents (92%) had elevated loneliness, which is linked to resident burnout38 as 

well as significant physical and mental health risk.39 This exceeds the 

approximately 50%  prevalence of loneliness reported among the general 

population.39 The persistence and evidence of worsening stress, burnout, and well-

being in residents suggests that current well-being support strategies in graduate 

medical education are insufficient and there is still a need for effective 

interventions and systemic changes.

Demographic Disparities
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Gender disparities were found in almost all outcomes. Compared to men, cisgender 

women reported higher stress and loneliness with lower resilience, flourishing, 

meaning and purpose, and self-efficacy with small effect sizes.40 They were over 

twice as likely to have low resilience, and several disparities remained significant 

after Bonferroni correction. Our findings mirror pre- and pandemic-era studies 

where women exhibited higher burnout and worse well-being,41–43 potentially due 

to negative workplace interactions,43 discrimination, harassment,41 and higher 

depression and anxiety rates.44 

Transgender and nonbinary residents reported significantly lower meaning and 

purpose with a large effect size.40 Though sample size limited statistical power for 

other outcomes, this group often reported the numerically highest distress and 

lowest well-being (Tables 2-3). Prior studies often treat gender as binary and 

gender minorities may not disclose gender due to discrimination.45,46 Cultivating 

resilience and meaning and purpose during training may be particularly important 

for women and gender minorities. 

Single residents were lonelier, more sleep disturbed, and had lower flourishing and 

meaning and purpose compared to residents in long-term relationships. Single 

relationship status has been associated with loneliness,47 and less social support 

can exacerbate burnout.48 Furthermore, single residents may struggle with work-

life boundaries, which could worsen sleep. Future research is needed to assess 

broader social networks, including friends, family, and colleagues, as well as the 

role of pregnancy and child-raising. 

Black residents and cisgender women had lower burnout from depersonalization, 

which assesses cynicism and indifference towards work and patients.34 This 

ACCEPTED MANUSCRIPT

ARTIC
LE

 IN
 PR

ES
S

ARTICLE IN PRESS



contradicts evidence linking burnout to discrimination among racial minorities and 

women.49,50 However, literature on racial burnout disparities is mixed.51,52 Our 

findings may reflect stronger patient-centered attitudes in groups with lower 

depersonalization. This could indicate a higher emotional burden, where increased 

empathy distress may affect well-being. 

Unlike cisgender women, mid-level residents showed higher depersonalization 

burnout and worse well-being – higher stress and emotional exhaustion, lower 

flourishing, meaning and purpose, and self-efficacy – compared to interns with 

small effect sizes. Pre-pandemic studies show mixed results on burnout and 

training level.53 Our findings reveal a critical training phase where expectations 

and responsibilities increase while autonomy or accomplishment remain limited. 

Greater attention to well-being during this “in-between” phase of training is 

needed.  

Geography and Seasonality

Environmental factors also play a role. Residents had three times higher odds of 

burnout from depersonalization in winter, similar to findings of an intern study,54 

which may reflect seasonal mood effects. Higher personal accomplishment in 

summer may stem from increased responsibility and autonomy when progressing 

to the next postgraduate year. 

Northeast residents had over twice the odds of emotional exhaustion and sleep 

disturbance, differing from past studies showing no geographic differences55 or 

higher burnout in the Midwest.53 Regional program differences (e.g., working 

more hours)56 may explain this pattern. However, programmatic differences in the 
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balance of clinical duties and education in residency, which may have affected 

observed outcomes, were unable to be assessed, and this warrants further study.

Recognizing Heterogeneity

The heterogeneity of outcomes by demographics joins growing literature that 

burnout is not experienced uniformly across individual characteristics,43,54,57 

highlighting a nuanced relationship between demographics, residency 

characteristics and well-being. Thus, policies and interventions needs to move 

beyond one-size-fits-all approaches and incorporate tailored solutions addressing 

the specific challenges faced by intersecting identities.

Furthermore, our findings highlight the complexity of burnout and well-being, 

which span emotional, psychological, and social domains at individual, cultural, 

and systemic levels. It is important to move beyond a unidimensional 

understanding of burnout; many studies often combine subscales (i.e., emotional 

exhaustion and depersonalization) or solely rely on one subscale.58,59 Our study 

shows that unidimensional burnout measures and lack of assessment of well-being 

may mask demographic differences and nuances. Effective interventions must 

recognize and address these variations to support high-risk groups. Further 

research is needed to understand the mechanisms driving these patterns.

Limitations

This study had several limitations. First, as part of a well-being randomized trial, 

the survey excluded potential participants, and so was prone to selection bias that 

could skew results to overly optimistic (e.g., individuals who feel they have 

bandwidth to join a study may have higher well-being) or overly pessimistic 

portrayal (e.g., individuals who feel a need to improve their well-being may be 
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more likely to participate). Second, the study sample was not probability-based 

which limits generalizability of the results. Conservatively assuming all eligible 

U.S. residents were reached, the estimated response rate would be approximately 

0.64%. However, the survey invite was sent to a small fraction of US residency 

programs, and the response rate cannot accurately be estimated due to snowball 

recruitment methods. This recruitment strategy enabled widespread dissemination 

across multiple institutions and demographic groups, and the final sample included 

residents with demographic and training characteristics similar to national 

ACGME distributions of U.S. residents.33 Third, although the study collected data 

across multiple seasons and controlled for seasonality, seasonal variation may still 

contribute to fluctuation in well-being and represents a potential confound to the 

results. Future studies examining well-being trends should incorporate sampling 

over the full calendar year to better account for seasonal effects. Finally, the cross-

sectional design prohibits causal inferences, and self-report measures may 

introduce response bias.

Conclusion

This study presents concerning trends of worsening stress, burnout, and well-being 

post-pandemic among resident physicians, and certain demographic groups may be 

at higher risk. Our findings underscore the critical need for targeted well-being 

interventions in residency. 
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Table 1: Demographic Characteristics
Demographic Overall n (%), Total N 

= 540
Medicine Specialty 303 (56.1)
  Emergency Medicine 39 (7.2)
  Family Medicine 155 (28.7)
  Internal Medicine 109 (20.2)
Surgery Specialty 237 (43.9)
  Cardiothoracic 4 (0.7)
  General 87 (16.1)
  Neurosurgery 4 (0.7)
  Obstetrics and Gynecology 71 (13.1)
  Ophthalmology 3 (0.6)
  Orthopedic 12 (2.2)
  Otolaryngology 21 (3.9)
  Plastics 18 (3.3)
  Urology 11 (2.0)
  Vascular 6 (1.1)
Gender
  Cisgender Man 168 (31.5)
  Cisgender Woman 356 (66.8)
  Transgender/Non-binary 9 (1.7)   
  NA 7 (1.3)
Level of Training
  Intern 179 (33.3)
  Mid-Level Resident 225 (41.9)
  Senior Resident 133 (24.8)
  NA 3 (0.6)
Race/Ethnicity
  White 355 (67.0)
  Asian 112 (21.1)
  Black 28 (5.3)  
  Multiracial/Other 35 (6.6)  
  Hispanic 37 (7.0)  
  NA 10 (1.9)
Relationship Status
  Single 157 (29.2)
  Married/Long-term Relationship 380 (70.8)
  NA 3 (0.6)
Geography
  Northeast 102 (19.4)
  Midwest 182 (34.5)
  South 148 (28.1)
  West 95 (18.0)
  NA 13 (2.4)
Season
  Spring 440 (81.5)
  Summer 57 (10.6)
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  Winter 43 (8.0)
Abbreviations: NA = not reported.
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Table 2: Negative Well-being Outcomes Overall and by Demographics

Variable Overall
(n=540
)

Medici
ne 
Special
ty 
(n=303
)

Surgica
l 
Special
ty 
(n=237
)

Cis 
Women 
(n=356
)

Cis 
Men 
(168)

Transg
ender/
Nonbin
ary
(n=9)

White 
(n=355
) 

Asian 
(n=112
)

Black 
(n=28)

Multira
cial/Ot
her 
(n=35)

Hispan
ic 
(n=37)

Stress 
Mean 
(SD)

16.87 
(6.79)

16.89  
(6.61)

16.85 
(7.04)

17.63  
(7.00)

15.28  
(6.01)

19.78  
(8.47) 

17.07  
(6.94)

16.77  
(6.86)

15.71  
(6.19)

16.89  
(5.53)

17.00  
(8.09)

% 
Elevated

67.96 67.33 68.78 71.35 60.71 88.89 67.89 73.21 57.14 65.71 59.46

Burnout 
EE
Mean 
(SD)

10.86 
(4.27)

10.66  
(4.31)

11.11 
(4.20)

11.24  
(4.19)

10.03  
(4.34)

12.67  
(4.00)

11.06  
(4.30)

10.45  
(4.34)

10.64  
(3.88)

10.77  
(3.79)

10.41  
(4.54)

% 
Elevated

82.41 81.19 83.97 84.27 78.57 88.89 83.10 79.46 82.14 91.43 78.38

Burnout 
DP
Mean 
(SD)

6.55 
(4.36)

5.84  
(4.22)

7.46 
(4.38)

6.36  
(4.21)

7.15
(4.67)

4.67  
(4.06)

6.74  
(4.31)

6.79  
(4.61)

4.18  
(2.92)

6.23  
(4.54)

5.49  
(4.29)

% 
Elevated

70.37 66.01 75.95 71.07 70.83 44.44 71.83 74.11 53.57 62.86 62.16

Burnout 
PA
Mean 
(SD)

14.08 
(2.66)

13.87  
(2.86)

14.34 
(2.37)

13.98  
(2.69)

14.33  
(2.52)

13.33  
(4.15)

14.15  
(2.57)

13.94  
(2.86)

14.00  
(3.15)

13.74  
(2.64)

13.84  
(2.86)

% 
Elevated

48.52 51.16 45.15 49.16 47.02 44.44 47.04 53.57 50.00 48.57 48.65

Lonelines
s
Mean 
(SD)

2.52 
(0.92)

3.39  
(0.77)

3.55  
(0.76)

3.36  
(0.78)

3.70  
(0.68)

2.98  
(0.95)

3.47  
(0.78)

3.38  
(0.77)

3.50  
(0.72)

3.39  
(0.67)

3.48  
(0.84)
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%Elevate
d

92.22 29.04 19.83 29.49 14.29 44.44 23.66 27.68 28.57 28.57 21.62

Sleep 
Disturban
ce
Mean 
(SD)

51.72 
(7.66)

51.64  
(7.94)

51.81 
(7.32)

51.98  
(7.88)

51.12  
(7.31)

52.95  
(8.06)

51.75  
(7.76)

51.10  
(7.69)

51.61  
(7.90)

53.10  
(6.87)

54.46  
(8.22)

% 
Elevated

13.33 14.19 12.24 14.04 11.90 22.22 13.80 9.82 17.86 17.14 27.03

Abbreviations: Cis = cisgender, EE = Emotional Exhaustion, DP = Depersonalization, PA = Personal 
Accomplishment, SD = standard deviation.

a. All outcomes and prevalence rates across individual, residency, and environmental characteristics are 
available in Supplementary Digital Appendix.

Variable Overall
(n=540
)

Medici
ne 
Special
ty 
(n=303
)

Surgic
al 
Special
ty 
(n=237
)

Cis 
Women 
(n=356
)

Cis 
Men 
(168)

Transg
ender/
Nonbin
ary
(n=9)

White 
(n=355
) 

Asian 
(n=112
)

Black 
(n=28)

Multira
cial/Ot
her 
(n=35)

Hispan
ic 
(n=37)

Resilience
Mean (SD)

3.46 
(0.77)

3.39  
(0.77)

3.55  
(0.76)

3.36  
(0.78)

3.70  
(0.68)

2.98  
(0.95)

3.47  
(0.78)

3.38  
(0.77)

3.50  
(0.72)

3.39  
(0.67)

3.48  
(0.84)

% Low 25.00 29.04 19.83 29.49 14.29 44.44 23.66 27.68 28.57 28.57 21.62
Flourishing
Mean (SD)

6.66 
(1.44)

6.66  
(1.40)

6.66 
(1.48)

6.48  
(1.44)

7.06  
(1.32)

5.65  
(1.80)

6.65 
(1.44)

6.73  
(1.43)

6.35  
(1.47)

6.74  
(1.42)

6.78  
(1.62) 

NAa - - - - - - - - -
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Table 3: Positive Well-being Outcomes Overall and by Demographics

Abbreviations: Cis = cisgender, NA=Not applicable. 
a. The Flourishing Index and General Self-Efficacy Scale do not have established cutoffs. 
b. All outcomes and prevalence rates across individual, residency, and environmental characteristics re 

available in Supplementary Digital Appendix. 

Meaning 
and 
Purpose
Mean (SD)

50.39 
(9.71)

50.33  
(9.88)

50.47 
(9.51)

49.40  
(9.31)

52.79 
(9.86)

41.19 
(12.27)

50.63  
(9.65)

49.69  
(9.80)

50.99  
(8.69)

48.99 
(10.11)

49.64 
(10.91)

% Elevated 17.96 19.47 16.03 14.61 26.19 <0.01 17.75 17.86 21.43 11.43 18.92
Self-
Efficacy
Mean (SD)a

31.39 
(3.73)

30.93  
(3.59)

31.97 
(3.82)

31.02  
(3.70)

32.28  
(3.64)

28.47  
(4.14)

31.61  
(3.66)

30.68  
(3.94)

31.55  
(2.65)

30.86  
(4.14)

32.14  
(4.84)
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