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Abstract

Objective: The Coronavirus Disease-19 (COVID-19) pandemic caused a decline in hospitalist 

wellness. The COVID-19 pandemic has evolved, and new outbreaks (i.e., Mpox) have challenged 

healthcare systems. The objective of the study was to assess changes in hospitalist wellness and 

guide interventions.

Methods: We surveyed hospitalists (physicians and advanced practice providers [APPs]), in May 

2021 and September 2022, at a healthcare system’s 16 hospitals in four US states using PROMIS® 

measures for global well-being, anxiety, social isolation, and emotional support. We compared 

wellness score between survey periods; in the September 2022 survey, we compared wellness 

scores between APPs and physicians and evaluated the associations of demographic and hospital 

characteristics with wellness using logistic (global well-being) and linear (anxiety, social isolation, 

emotional support) regression models.
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Results: In May 2021 vs. September 2022, respondents showed no statistical difference in top 

global well-being for mental health (68.4% vs. 57.4%) and social activities and relationships 

(43.8% vs. 44.3%), anxiety (mean difference:+0.8), social isolation (mean difference:+0.5), and 

emotional support (mean difference:−1.0) (all, p≥0.05). In September 2022, in logistic regression 

models, APPs, compared with physicians, had lower odds for top (excellent or very good) global 

well-being mental health (odds ratio [95% CI], 0.31 [0.13–0.76]; p<0.05). In linear regression 

models, age <40 vs. ≥40 years was associated with higher anxiety (estimate ± standard error, 

2.43±1.05; p<0.05), and concern about contracting COVID-19 at work was associated with higher 

anxiety (3.74±1.10; p<0.01) and social isolation (3.82±1.21; p<0.01). None of the characteristics 

showed association with change in emotional support. In September 2022, there was low concern 

for contracting Mpox in the community (4.6%) or at work (10.0%).

Conclusion: In hospitalists, concern about contracting COVID-19 at work was associated with 

higher anxiety and social isolation. The unchanged wellness scores between survey periods 

identify opportunities for intervention. Mpox had apparently minor impact on wellness.
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Introduction

During the Coronavirus Disease-19 (COVID-19) pandemic, hospitalists (physicians and 

advanced practice providers [APPs], refer to nurse practitioners and physician assistants) 

were the leading teams caring for adult patients hospitalized with COVID-19 infection. 

The objective of the study was to evaluate the wellness of hospitalists and guide wellness 

interventions.

Several studies have reported the negative impact of the COVID-19 pandemic on the 

wellness of health care workers in different specialties (e.g., emergency medicine, hospital 

medicine), professions (e.g., physicians, APPs, nurses), and settings (e.g., clinic, emergency 

room) and frequently included anxiety, insomnia, and depression [1–11]. Early in the 

pandemic, we surveyed Internal Medicine hospitalists at our healthcare system’s 16 

hospitals in four US states [4]. In our healthcare system, hospitalists refer to physicians 

and APPs (i.e., nurse practitioners and physician assistants) who provide 24×7 care to adults 

hospitalized with general medical conditions. Hospitalists triage patients in the emergency 

department, oversee the hospital course, and coordinate transition in care at hospital 

discharge. Compared with the pre-pandemic period (March 2020), the early phase of the 

pandemic (May 2020) was associated with lower global well-being (i.e., mental health [1 

question]; social activities and relationships [1 question]), higher mean score for anxiety (8 

questions) and social isolation (8 questions), and lower mean score for emotional support (9 

questions), assessed using PROMIS® measures [4]. Assessment of wellness in October 2020 

and May 2021 showed that hospitalists remained concerned about contracting COVID-19 

at work with different patterns of change in anxiety, social isolation, and emotional support 

[2–4]. Since May 2022, the COVID-19 burden (e.g., incidence rate, volume of hospitalized 

patients) evolved coincident with the availability of preventive and therapeutic options. 

During the COVID-19 pandemic, in August 2022, The White House declared Mpox as a 
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national health emergency. Mpox is a rare disease caused by the Mpox virus and transmitted 

through close, skin-to-skin contact. By August 2022, over 47,000 cases were confirmed in 

92 non-endemic countries, with over 17,000 in the US [12]. In the US, by August 2022, the 

Mpox outbreak had grown exponentially with signs of slowing down. There was concern for 

an Mpox epidemic, which would have increased strain on healthcare systems. However, the 

wellness of hospitalists and their perspective on Mpox were not known, thereby limiting the 

development of wellness interventions and information sessions.

To address these knowledge gaps, we surveyed hospitalists, in September 2022, at our 

healthcare system’s 16 hospitals in four US states on demographics, wellness, and 

perspective on Mpox. We compared results by profession (physicians and APPs) and 

with those from the preceding survey in May 2021 to identify opportunities for wellness 

interventions.

Methods

The study was conducted by the Hospital Experiences to Advance Goals and Outcomes 

Network (HEXAGON) team [13] and was deemed ‘Exempt’ by the Mayo Clinic 

Institutional Review Board.

Survey timeline, sites and respondents

We conducted a COVID-19 wellness study with surveys in May 2020, October 2020, May 

2021, and September 2022, as reported [2–4]. The present study is based on May 2021 and 

September 2022 surveys. The May 2021 survey was conducted from May 10–June 6, 2021 

and pertained to wellness from March 15–April 30, 2021. The September 2022 survey was 

conducted from September 27–November 5, 2022 and pertained to wellness and Mpox from 

August 1–September 15, 2022.

We surveyed Internal Medicine hospitalists, which included physicians and APPs (i.e., nurse 

practitioners and physician assistants) from Mayo Clinic in Rochester MN, Jacksonville 

FL, Phoenix/Scottsdale AZ, and Mayo Clinic Health System (MCHS) hospitals, as reported 

[4]. The sites were randomly labeled A–D and included academic and community hospitals 

in urban and rural counties. MCHS included a network of hospitals in Minnesota (Austin/

Albert Lea, Cannon Falls, Fairmont, Lake City, Mankato, Owatonna, and Red Wing) and 

Wisconsin (Barron, Bloomer, Eau Claire, La Crosse, Menomonie, and Osseo).

Survey development and administration

Hospitalists were surveyed on demographics, work hours, and living situation using 

Research Electronic Data Capture (REDCap®), as listed in Supplement 1 [4,14,15]. 

Wellness was assessed using Patient-Reported Outcomes Measurement Information System 

(PROMIS®) surveys (Supplement 1) [4,16]. Global well-being (PROMIS® Scale v1.2–

Global Mental 2a) was rated on a 5-point Likert scale (excellent, very good, good, fair, poor) 

[17]. Global well-being was analyzed as top (excellent or very good) or lower (good, fair, or 

poor) category. Anxiety (PROMIS® Neuro-QoL Short Form v1.0–Anxiety)[18–20], social 

isolation (PROMIS® Short Form v2.0–Social Isolation 8a)[21,22], and emotional support 

(PROMIS® Item Bank v2.0–Emotional Support–Short Form 8a)[23] were assessed using 
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eight questions each (score range 8–40). For emotional support, the study team added one 

question (“I got emotional support from my colleagues”), which was scored independently 

and not included in the overall score. Anxiety, social isolation, and emotional support were 

rated on a 5-point Likert scale (never, rarely, sometimes, usually, always). Each hospitalist 

received a unique survey link, sent to the work email, with up to two weekly reminders. 

Survey participation was voluntary.

Data analysis

Mean scores for anxiety, social isolation, and emotional support were calculated as 

described [20, 21,23]. Respondent demographics and wellness scores were compared 

between surveys (May 2021 and September 2022).

For the September 2022 survey, demographics and wellness scores were compared between 

physicians and APPs. We used separate logistic regression models for the outcome of top 

global well-being and reported the results as odds ratio (95% confidence interval). We 

used separate linear regression models for anxiety, social isolation, and emotional support, 

and reported results as estimate (± standard error [SE]). The models included explanatory 

variables for age group (<40 years; ≥40 years), gender (men; women/other), profession 

(APPs; physicians), concern about contracting COVID-19 at work (strongly agree or agree; 

other [neutral, disagree, or strongly disagree]), and survey site (A–D). Data were analyzed 

using SAS® 9.4 (SAS Institute Inc.) with statistical significance at 2-tailed p<.05.

Results

During both survey periods, COVID-19 mortality was highest in Florida (~350 deaths/week 

[May 2021] and ~175 deaths/week [October 2022]) compared with Arizona (~50 deaths/

week [both periods]), Minnesota (~50 deaths/week [both periods]) and Wisconsin (~30 

deaths/week [both periods]) (Figure 1).

Respondents to the May 2021 and September 2022 surveys had similar demographic 

characteristics including proportion of respondents aged <40 years (50.0% vs. 44.3%; 

p=0.37), men (46.5% vs. 45.8%; p=0.91), and APPs (41.2% vs. 38.9%; p=0.71). In both 

surveys, most respondents reported caring for patients with known or suspected COVID-19 

(80.4% vs. 86.8%; p=0.17), whereas a smaller proportion reported concern about contracting 

COVID-19 at work (27.2% vs. 29.8%; p=0.66) (Table 1).

May 2021 vs. September 2022: global well-being

In both surveys, most respondents reported top global well-being for mental health (68.4% 

vs. 57.4%; p=0.08), whereas a smaller proportion reported top global well-being for social 

activities and relationships (43.8% vs. 44.3%; p=0.93) (Table 1).

May 2021 vs. September 2022: anxiety, social isolation, and emotional support

The mean difference in raw scores for anxiety, social isolation, and emotional support did 

not differ significantly between September 2022 and May 2021 surveys (Supplementary 

Table 1). The mean scores (±SD) for anxiety were 15.7 ± 5.5 (May 2021) and 16.5 ± 6.0 
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(September 2022) (mean difference: −0.8; p=0.24); for social isolation, the scores were 14.6 

± 5.9 (May 2021) and 15.1 ± 6.3 (September 2022) (mean difference: −0.5; p=0.59), and for 

emotional support, the scores were 33.7 ± 5.9 (May 2021) and 32.7 ± 7.0 (September 2022) 

(mean difference: +1.0; p=0.22).

September 2022 demographics

The response rate to the September 2022 survey was 35.2% (n=131/372) and included 

38.9% APPs (n=51/131) and 61.1% physicians (n=80/131). There were differences in the 

proportion of respondents aged <40 years (56.9% of APPs vs. 36.3% of physicians; p=0.02), 

proportion who lived with children (47.1% of APPs vs. 65.0% of physicians; p=0.04), 

or with spouse, partner or significant other (80.4% of APPs vs. 93.8% of physicians; 

p=0.02), and who worked <4 weeks (20.0% of APPs vs. 40.0% of physicians; p=0.02) 

(Supplementary Table 2). Most respondents cared for patients with known or suspected 

COVID-19 (92.0% of APPs vs. 83.5% of physicians; p=0.17), and a lower proportion 

reported concern about contracting COVID-19 at work (25.5% of APPs vs. 32.5% of 

physicians; p=0.39).

September 2022: global well-being

The proportion of respondents with top global well-being−mental health was higher for 

physicians (66.7%) compared with APPs (43.1%) (p=0.008). In logistic regression models 

including age group, gender, profession, concern about contracting COVID-19 at work, 

and survey site, only profession was associated with top global well-being−mental health: 

APPs, compared with physicians, had 69% lower odds of top global well-being−mental 

health (adjusted odds ratio 0.31, 95% CI 0.13–0.76; p<0.05) (Table 2). In contrast, the 

proportion of respondents with top global well-being−social activities and relationships 

did not differ between physicians (48.8%) and APPs (37.3%) (p=0.20) and in logistic 

regression models, none of the characteristics (age group, gender, profession, concern about 

contracting COVID-19 at work, and survey site) showed association with odds of top global 

well-being−social activities and relationships.

September 2022: anxiety, social isolation, and emotional support

The mean score (±SD) for anxiety was similar between APPs (17.2 ± 5.2) and physicians 

(16.1 ± 6.5) (mean difference: −1.1; p=0.33) (Supplementary Table 3). In multivariable 

linear regression models, higher anxiety was associated with respondents aged <40 years 

(vs. older) (estimate ± SE, 2.43 ± 1.05; p<0.05) and with concern about contracting 

COVID-19 at work (estimate ± SE, 3.74 ± 1.10; p<0.01), whereas gender, profession, and 

survey site showed no independent association (Table 3).

Similar to anxiety, the mean score (±SD) for social isolation was similar between APPs 

(15.5 ± 6.8) and physicians (14.8 ± 6.0) (mean difference: −0.7; p=0.57) (Supplementary 

Table 3). In multivariable linear regression models, higher social isolation was associated 

with concern about contracting COVID-19 at work (estimate ± SE, 3.82 ± 1.10; p<0.01), 

whereas other characteristics showed no independent association (Table 3).
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Similar to anxiety and social isolation, the mean score (±SD) for emotional support 

was similar between APPs (33.9 ± 6.0) and physicians (32.0 ± 7.5) (mean difference: 

−1.9; p=0.12) (Supplementary Table 3). In multivariable linear regression models none 

of the examined characteristics (age group, gender, profession, concern about contracting 

COVID-19 at work, and survey site) showed independent association with emotional support 

scores (Table 3).

September 2022: Mpox

Compared to ~30% of respondents concerned about contracting COVID-19 at work, a 

smaller proportion was concerned about contracting Mpox at work (~10%) and in the 

community (~5%) (Table 1). Many respondents relied on institutional resources as the 

primary source of information on Mpox (68.6% of APPs and 48.8% of physicians) and 

reported that it was the responsibility of the US Centers for Disease Control and Prevention 

and the institution to provide information on Mpox.

Discussion

In this study of hospitalists in a healthcare system’s 16 hospitals in four US states, APPs, 

compared with physicians, had similar odds of top global-wellbeing−social activities and 

relationships, but 69% lower odds of top global-wellbeing−mental health. Concern about 

contracting COVID-19 at work was associated with higher anxiety and higher social 

isolation, independent of profession, demographic and hospital characteristics. Between 

the September 2022 and May 2021 surveys, there was no change in top global well-being 

and scores for anxiety, social isolation, and emotional support. To our knowledge, this is 

the longest running wellness study of physicians and APPs and identifies opportunities for 

overall and profession-specific wellness interventions.

Based on surveys initiated in May 2020, we reported changes in wellness of physicians 

and APPs [2–4]. The pre-pandemic top global well-being−mental health was 90% (March 

2020), which was higher than in subsequent surveys: 53% (May 2020), 53% (October 2020), 

68% (May 2021), and 57% (September 2022) [2,4]. Similarly, pre-pandemic top global 

well-being−social activities and relationships was 88% (March 2020), which was higher 

than in subsequent surveys: 24% (May 2020), 32% (October 2020), 44% (May 2021), and 

44% (September 2022) [2,4]. Compared with physicians, APPs had 50% lower odds of top 

global well-being–mental health [2]; this difference in APPs persisted in the present study 

with 69% lower odds of top global well-being–mental health. Compared with physicians, 

APPs had 59% lower odds of top global well-being–social activities and relationships 

[2]; however, in the present study, this difference was eliminated. The improvement in 

global well-being–social activities and relationships may reflect targeted work programs 

(e.g., dedicated social rooms, snack breaks, lunch programs) that fostered social interaction, 

increased non-work social interaction, and reduced travel restriction, among other factors. 

While institution-specific interventions may be more effective in addressing wellness, a 

recent study based on 26 US hospitals reported a Best Practices for Hospital Medicine 

Programs−Checklist, Assessment, Relationship, Evaluation, Safety needs (CARES) model 

to address wellness in hospital medicine [24]. Suboptimal wellness of physicians and/or 
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APPs affects individuals, their families, hospital medicine team function, and patient care. 

The lower global well-being–mental health of APPs vs. physicians warrants qualitative 

studies with APPs to identify individual, organizational, and other factors that affect mental 

health. Such studies may also generate ideas to design targeted interventions.

In our study, wellness scores in September 2022 were similar to those from May 2021. 

Between the two survey periods, the prevalence of COVID-19 had declined in all US states 

with the study sites, COVID-19 vaccines were widely available, and hospital practices 

were restructured to accommodate practice-related changes in patient volumes [25,26]. 

In a previous study, we surveyed hospitalists, from December 2020–January 2021, on 

perceptions of the potential benefit of the COVID vaccine [27]. In that study, physicians 

and APPs reported that patients and coworkers receiving the COVID-19 vaccine would 

significantly improve anxiety, social isolation, and emotional support [27]. Despite the 

availability of COVID-19 vaccines during our survey periods, uptake across US states 

differed, and the emergence of COVID-19 variants may have had mixed effects on 

hospitalists’ anxiety. In our study, the proportion of respondents concerned about contracting 

COVID-19 at work was lower (~27% in May 2021 and September 2022) compared to ~75% 

in May 2020 and ~55% in October 2020 [2]. Despite this, in September 2022, concern 

about contracting COVID-19 at work was independently associated with higher anxiety and 

higher social isolation. These results highlight opportunities to address hospital practice and 

develop interventions to reduce COVID-19 transmission.

Hospitalists aged <40 years (vs. older) had a higher level of anxiety independent of 

profession, concern about contracting COVID-19 at work, and other factors. In support, 

studies have reported higher anxiety in younger adults (e.g., community dwellers, nurses) 

during the COVID-19 pandemic, attributed to job insecurity, loneliness, and uncertainty 

about the pandemic [28–30]. Given improvement in the COVID-19 burden, social activities, 

and travel, anxiety levels may have declined in hospitalists aged <40 years, a topic that will 

be evaluated in the future.

In our healthcare system, physicians and APPs had access to the same wellness resources, 

interventions, supports, and profession-based differences may stem from differences in 

perceived work autonomy, job stability, and ability to maintain social interactions with 

colleagues, although these possibilities require formal evaluation [31]. Suboptimal wellness 

of physicians and APPs may have long-term effects on the workforce. In our healthcare 

system, the number of physicians and APPs increased from 297 (May 2020) to 372 

(September 2022) reflecting an expansion of hospital practice and greater need to ensure 

a healthy workforce. Previous studies have reported the interplay of organizational support, 

professional factors, and wellness to affect burnout [32–36]. A meta-analysis of 22 studies, 

from 2014–2019, identified several interventions (e.g., self-care workshop, meditation) to 

reduce burnout in physicians and nurses, suggesting that a bundled (vs. single intervention) 

strategy may be more effective in reducing risk of burnout [37]. In support, a study 

using multimodal interventions (e.g., group meetings, individual coaching) resulted in 

lower hospitalist burnout (32% in intervention vs. 56% in controls) during the COVID-19 

pandemic [38]. The study was based at two hospitals and will require evaluation in other 

settings [38].
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In our study, APPs and physicians were less concerned about contracting Mpox in the 

community or at work. There was sparse information on health care workers’ perspective 

on Mpox. In an online survey of 1130 healthcare workers in the Kingdom of Saudi Arabia 

(from May 27, 2022–June 5, 2022), 56.5% of respondents were more concerned about 

COVID-19 than Mpox, with concern that Mpox would reach pandemic proportions [39]. 

Based on CDC data through June 2023, the Mpox burden had declined with no imminent 

concern for transition to a pandemic [12].

Similar to other survey studies, this study has limitations, as reported [2–4]. The survey 

response was ~35%, consistent with rates we and others have reported [2–4,41,42]. 

However, the wellness scores and potential benefit of interventions in non-respondents is 

not known. We examined several demographic and hospital characteristics; however, the 

role of other potentially confounding factors (e.g., family illness) or factors unavailable for 

analysis (e.g., individual income, household income, immunization status) is not known. 

This study has strengths. It is the longest running study on wellness of hospitalists and 

guides wellness interventions. The survey sites are within the same healthcare system; 

however, the heterogeneity in state burden of COVID-19, patients, hospitalists, and other 

hospital workers, increases generalizability to other healthcare systems [4,27].

Conclusion

In this assessment of hospitalists, in September 2022, concern about contracting COVID-19 

at work was independently associated with higher anxiety and social isolation. Global well-

being remained below pre-pandemic levels despite significant reduction in the prevalence 

of COVID-19. The similar scores, for global well-being, anxiety, social isolation, and 

emotional support, compared with 16 months prior (May 2021), highlight opportunities 

for targeted interventions to achieve pre-pandemic levels of wellness.
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Figure 1. Weekly Deaths Attributed to COVID-19 in US states with the study sites.
US CDC data on weekly deaths in Arizona (panel A), Florida (panel B), Minnesota (panel 

C), and Wisconsin (panel D) with overlay of the approximate survey periods. Note the 

different y-axis scales. Surveys were conducted from May 4–May 25, 2020 (survey 1), 

October 26–November 9, 2020 (survey 2), May 10–June 6, 2021 (survey 3), and September 

27–November 5, 2022 (survey 4). This study was based on results from surveys 3 and 4. 

Data from US CDC [43].
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Table 1:

Characteristics of respondents, by survey period

May 2021
(n=114)
no. (%)

September 2022
(n=131)
no. (%)

p value

Demographics

Age <40 years 57 (50.0) 58 (44.3) 0.37

Gender 0.91

 Men 53 (46.5) 60 (45.8)

 Women/Othera 61 (53.5) 71 (54.2)

Profession 0.71

 APPsb 47 (41.2) 51 (38.9)

 Physicians 67 (58.8) 80 (61.1)

Living situation during pandemic 0.41

 Lived alone 14 (12.3) 10 (7.7)

 Lived with 1–4 members 93 (81.6) 109 (83.8)

 Lived with 5–10 members 7 (6.1) 11 (8.5)

People living with you during pandemicc

 Children 66 (57.9) 76 (58.0) 0.98

 Parents 13 (11.4) 13 (9.9) 0.71

 Spouse, partner, or significant other 92 (80.7) 116 (88.5) 0.09

Worked <4 weeks 39 (34.2) 42 (32.3) 0.75

COVID-19

Primary source for COVID-19 information

 News websites 25 (21.9) 17 (13.0)

 Social medial platforms 1 (0.9) 2 (1.5)

 Institutional resources 81 (71.1) 98 (74.8)

 Discussion with family and friends 0 (0.0) 2 (1.5)

 Other 7 (6.1) 12 (9.2)

Cared for patients with known or suspected COVID-19 90 (80.4) 112 (86.8) 0.17

Concerned about contracting COVID-19 at workd 31 (27.2) 39 (29.8) 0.66

Changed where you lived due to fear of transmitting COVID-19 to family members 2 (1.8) 3 (2.3)

Global well-being e

 Mental health 78 (68.4) 74 (57.4) 0.08

 Social activities and relationships 49 (43.8) 58 (44.3) 0.93

Mpox

Concerned about contracting Mpox in communityd --- 6 (4.6) ---

Concerned about contracting Mpox at workd --- 13 (9.9) ---

Primary source for Mpox information --- ---
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May 2021
(n=114)
no. (%)

September 2022
(n=131)
no. (%)

p value

 News websites 41 (31.3)

 Social medial platforms 4 (3.1)

 Institutional resources 74 (56.5)

 Discussion with family and friends 2 (1.5)

 Other 10 (7.6)

Responsibility to provide Mpox informationc --- ---

 My responsibility 71 (54.2)

 Hospital Medicine leadership 64 (48.9)

 Mayo Clinic leadership 96 (73.3)

 Centers for Disease Control and Prevention 110 (84.0)

 US Food and Drug Administration 16 (12.2)

Helpful for Hospital Medicine leadership to conduct ≥1 Mpox sessiond --- 71 (54.2) ---

For each survey period, ‘during pandemic’ and questions referred to the preceding six-week period: May 2021 (March 15, 2021–April 30, 2021) 
and September 2022 (August 1, 2022–September 15, 2022). Percentages may not add to 100 due to rounding.

Mpox questions were asked only in the September 2022 survey.

a
Other included non-binary/other, prefer not to respond, and missing.

b
Advanced practice providers (APPs) refer to nurse practitioners and physician assistants.

c
Respondents could select more than one option.

d
Agree included strongly agree and agree; other included neutral, disagree, and strongly disagree.

e
Options were excellent, very good, good, fair, and poor. Top global well-being included excellent and very good.

p value based on chi-square or Fisher test.

Data missing: living situation during pandemic (n=1), worked <4 weeks (n=1), cared for patients with known or suspected COVID-19 (n=4), 
changed where you lived due to fear of transmitting COVID-19 to family members (n=3), global well-being–mental health (n=2) and global 
health–social activities and relationship (n=2).

Survey questions listed in Supplement 1.

Abbreviation: COVID-19, Coronavirus disease 2019.
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Table 2:

Characteristics of respondents and self-reported global well-being in the September 2022 survey

Global well-being–mental health Global well-being–social activities and 
relationships

Odds ratio (95% confidence interval)a

Age <40 years vs. ≥40 years 0.65 (0.30−1.44) 0.73 (0.34−1.55)

Women/Other vs. men 1.23 (0.53−2.90) 1.29 (0.58−2.90)

APPsb vs. physicians 0.31 (0.13−0.76)* 0.56 (0.23−1.32)

Concerned about contracting COVID-19 at work

 Strongly agree or agree vs. otherc 0.80 (0.34−1.86) 0.81 (0.37−1.79)

Survey site

 A vs. D 0.75 (0.26−2.22) 0.99 (0.37−2.68)

 B vs. D 0.38 (0.12−1.17) 0.79 (0.27−2.30)

 C vs. D 0.56 (0.21−1.51) 0.63 (0.24−1.63)

Separate logistic regression models for global well-being–mental health and global well-being–social activities and relationships, adjusted for other 
listed covariates. Survey sites (Rochester, Mayo Clinic Health System, Arizona, and Florida) were randomly labeled A–D.

a
Odds ratio for top (excellent or very good) vs. lower (good, fair, or poor) category.

b
APPs (advanced practice providers) refer to nurse practitioners and physician assistants.

c
Other included neutral, disagree, or strongly disagree.

*
p<0.05

Data missing: survey site (n=1).

Survey questions listed in Supplement 1.

Abbreviation: COVID-19, Coronavirus disease 2019.
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Table 3:

Characteristics of respondents and self-reported anxiety, social isolation, and emotional support in the 

September 2022 survey

Anxiety (higher value 
indicates higher anxiety)

Social isolation (higher 
value indicates higher 

isolation)

Emotional support (higher 
value indicates lower 

support)

Estimate (±SE)a

Intercept 12.31 12.78 32.39

Age <40 years vs. ≥40 years 2.43 (±1.05)* 0.59 (±1.16) 2.22 (±1.27)

Women/Other vs. men 0.92 (±1.12) 0.61 (±1.23) 1.16 (±1.34)

APPsb vs. physicians 0.88 (±1.19) 0.64 (±1.31) 0.73 (±1.43)

Concerned about contracting COVID-19 at 
work

 Strongly agree or agree vs. otherc 3.74 (±1.10)** 3.82 (±1.21)** −1.59 (±1.32)

Survey site

 A 1.31 (±1.40) −0.48 (±1.54) −0.03 (±1.68)

 B 3.53 (±1.49) 1.79 (±1.64) −0.52 (±1.79)

 C 1.51 (±1.31) 0.25 (±1.44) −4.13 (±1.58)

 D ref. ref. ref.

 p value 0.13 0.63 0.05

Separate linear regression models for anxiety, social isolation, and emotional support, adjusted for other listed covariates.

Survey sites (Rochester, Mayo Clinic Health System, Arizona, and Florida) were randomly labeled A–D.

a
Compared with reference group (ref.; estimate=0).

b
Advanced practice providers (APPs) refer to nurse practitioners and physician assistants.

c
Other included neutral, disagree, or strongly disagree.

*
p<0.05,

**
p<0.01

Data missing: survey site (n=1), living situation (n=1).

Survey questions listed in Supplement 1.

Abbreviation: COVID-19, Coronavirus disease 2019; SE, standard error
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