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Abstract
Background With the rise of reported mental disorders and behavioral issues after the outbreak of the coronavirus 
disease 2019 (COVID-19) pandemic, psychiatrists and mental health care are urgently needed more than ever before. 
The psychiatric career carries a high emotional burden and stressful demands, which bring issues on psychiatrists’ 
mental health and well-being into question. To investigate the prevalence and risk factors of depression, anxiety, and 
work burnout among psychiatrists in Beijing during the COVID-19 pandemic.

Methods This cross-sectional survey was conducted from January 6 to January 30, 2022, two years after COVID-19 
was declared a global pandemic. Recruitment was performed using a convenience sample approach by sending 
online questionnaires to psychiatrists in Beijing. The symptoms of depression, anxiety, and burnout were evaluated 
using the Patient Health Questionnaire-9 (PHQ-9), Generalized Anxiety Disorder-7 (GAD-7), and Maslach Burnout 
Inventory-General Survey (MBI-GS). The perceived stress and social support were measured by the Chinese Perceived 
Stress Scale (CPSS) and Social Support Rating Scale (SSRS), respectively.

Results The data of 564 psychiatrists (median [interquartile range] age, 37 [30–43] years old) of all 1532 in Beijing 
were included in the statistical analysis. The prevalence of symptoms of depression, anxiety and burnout were 33.2% 
(95% CI, 29.3-37.1%, PHQ-9 ≥ 5), 25.4% (95% CI, 21.8-29.0%, GAD-7 ≥ 5) and 40.6% (95% CI, 36.5-44.7%, MBI-GS ≥ 3 in 
each of the three subdimensions), respectively. The psychiatrist with a higher score on perceived stress was more 
likely to suffer from depressive symptoms (adjusted odds ratios [ORs]: 4.431 [95%CI, 2.907–6.752]); the anxiety 
symptoms (adjusted ORs: 8.280 [95%CI, 5.255–13.049]), and the burnout conditions (adjusted ORs: 9.102 [95%CI, 
5.795–14.298]). Receiving high social support was an independent protective factor against symptoms of depression 
(adjusted ORs: 0.176 [95%CI, [0.080–0.386]), anxiety (adjusted ORs: 0.265 [95%CI, 0.111–0.630]) and burnout (adjusted 
ORs: 0.319 [95%CI, 0.148–0.686]).
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Introduction
Mental health issues have been one of the top ten lead-
ing causes of global disease burden, with no evidence of a 
reduction in the burden since 1990 [1]. There was a high 
prevalence of symptoms of depression, anxiety, insom-
nia, and acute stress during the COVID-19 pandemic [2]. 
Psychiatrists are needed more than ever to optimize the 
population’s mental health by providing interventions for 
outbreak-related distress responses [3]. Increased work 
hours and workloads are common to meet the increas-
ing mental health service demand during the COVID-19 
pandemic. During this period, all healthcare workers, 
including psychiatrists, were affected by various chal-
lenges. Besides the routine work, they must educate 
health care and community leaders about effective ways 
to support the population’s mental health during the 
COVID-19 outbreak. They have to respond to the chal-
lenges of the epidemic prevention and control require-
ments and the pressure of increased numbers of patients. 
Some mental hospitals must implement weekly or even 
monthly shift duty, meaning the psychiatrists must stay 
there for a week or even a month. In addition, due to a 
shortage of medical staff, they have to be rotated to the 
epidemic area to support large-scale nucleic acid test-
ing work. However, there are not enough psychiatrists to 
meet this demand [4], and this shortage is more severe in 
China [5, 6].

In recent years, China has gradually strengthened the 
construction of the mental health prevention and control 
system, forming progressively a national, provincial, pre-
fecture-level city, county (district), township (street), vil-
lage (community) mental health prevention and control 
service system that is mainly composed of specialized 
psychiatric hospitals, supplemented by comprehensive 
hospitals, supported by primary medical and health insti-
tutions and mental disease rehabilitation institutions, and 
supplemented by disease prevention and control centers 
[7]. The National Health Commission of the People’s 
Republic of China has set standards for different levels 
of psychiatric hospitals (http://www.nhc.gov.cn), and the 
standard considered several aspects, such as the num-
ber of beds and medical workers. Psychiatrists play the 
most crucial role in guiding the diagnosis and treatment 
of mental illnesses, but cultivating a psychiatrist is a long 
process. In China, to train as a psychiatrist, you will start 
training as a medical doctor (4–6 years), then receive 
standardized training for resident physicians, according 
to different majors, including psychiatry. After a year of 

“24-hour resident physician” training, you can become a 
psychiatrist, but completing the training requires at least 
three years. There is a national psychiatrist certification 
system, and every psychiatrist has to pass this qualifica-
tion to practice psychiatry. This process usually takes at 
least 6 years from receiving medical education. Numer-
ous studies have addressed the escalating shortage of 
psychiatrists, and several programs have tried recruiting 
future psychiatrists [8, 9]. To increase the supply of the 
psychiatric workforce, 31 medical colleges across China 
have established psychiatry programs for medical stu-
dents with vigorous promotion by the National Health 
Commission and the Ministry of Education. These are 
specialized programs with a curriculum focusing on psy-
chiatry-related teaching, to fast-track graduates to psy-
chiatry residency directly. Compared to increasing the 
number of future psychiatrists, the more urgent problem 
is investigating the mental health and work burnout sta-
tus of practicing psychiatrists to improve their health sta-
tus and better serve patients.

Psychiatrists have basic similarities with other pro-
fessional doctors but may also have some unique char-
acteristics. For example, a study proposed that good 
psychiatrists were defined as “a good communicator 
and listener with a professional manner, who respects 
confidentiality and has good doctor-patient relation-
ships“ [10]. In addition, long-term contact with people 
with mental health conditions has great mental pressure 
and practicing risk [11]. The economic income of psy-
chiatrists is relatively low [12], the social appreciation is 
unrecognized, and there is a certain sense of practicing 
shame, etc., which may cause high emotional burdens 
[13]. Besides, the high probability of experiencing patient 
suicide may be a common source of distress for psychia-
trists [14]. A previous study reported that 5% of psychi-
atry trainees in the United States experienced a patient 
suicide within one year and estimated that 20% would 
experience it at least once over their traineeship [15]. 
Compared with doctors from other specialties, psychia-
trists are more likely to suffer from various mental health 
problems [16]. Longitudinal studies in the UK also sug-
gest that psychiatrists suffer from exceptionally high lev-
els of stress and the highest levels of depression [17].

The symptoms of depression and anxiety are the 
most frequently reported mental health issues in health 
careers, including psychiatrists. The definition of depres-
sion is based on symptoms forming a syndrome, includ-
ing depressed mood, anhedonia, feelings of worthlessness 

Conclusions Our data suggest a considerable proportion of psychiatrists also suffer from depression, anxiety, and 
burnout. Perceived stress and social support influence depression, anxiety, and burnout. For public health, we must 
work together to reduce the pressure and increase social support to mitigate mental health risks in psychiatrists.
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or guilt, suicidal ideation, plan, or attempt, fatigue or loss 
of energy, insomnia or increased sleep, loss or increase 
in appetite or weight and so on [18]. Anxiety often has 
a series of symptoms, such as “feeling keyed up or tense”, 
“being unusually restless”, “having trouble concentrat-
ing because of worry”, “having a fear that something 
awful may happen”, and “feeling of that one might lose 
control of oneself” [19].Anxiety is common in the con-
text of depression, and almost two-thirds of individu-
als with major depressive disorder have clinical anxiety 
[20].Another severe condition of a psychiatrist is work 
burnout [21], which threatens the psychiatrist’s health 
and leads to performance inefficiency and despair. Burn-
out is a psychological syndrome in response to chronic 
occupational stressors, consisting of three key dimen-
sions: overwhelming exhaustion, depersonalization, and 
low personal accomplishment [22]. Burnout is closely 
related to depression and anxiety in previous study [23], 
and these symptoms often co-occur among medical staff 
[24, 25]. However, burnout and clinical symptoms of 
depression and anxiety were empirically distinct, high-
lighting the importance of screening for burnout and 
clinical symptoms to allow fast access to adequate sup-
port and treatment in health professionals [26]. Before 
the COVID-19 pandemic, a study investigated the preva-
lence of anxiety and depression among hospital psychia-
trists and reported that the prevalence of depression and 
anxiety was 22.5% and 28.1% in 285 psychiatrists [27]. A 
systematic review and meta-analysis reported a pooled 
prevalence of 23.2% for anxiety and 22.8% for depression 
in healthcare workers during the outbreak of COVID-
19 [28]. A later meta-analysis only included data from 
China revealed a higher prevalence of anxiety (31.5%) 
and depression (23.7%) in healthcare workers [29]. 
While the psychiatrists’ career carries a high emotional 
burden and stressful demands, there is a lack of studies 
estimating the prevalence and evaluating the risk factors 
related to the mental health of psychiatrists in China. A 
recent study reported that the anxiety level in psychia-
trists is lower than in physicians [27]. A recent study in 
healthcare reported no significant increase in anxiety 
symptoms after the COVID-19 pandemic [30]. Previous 
studies have shown that the overall burnout among phy-
sicians during the outbreak of the COVID-19 pandemic 
ranged from 14.7–90.4% [31], and the introduction of 
COVID-19 has heightened existing challenges that physi-
cians face, such as increased workload, which is directly 
correlated with increased burnout [32].

This study aims to investigate the prevalence and risk 
factors of depression, anxiety, and work burnout among 
psychiatrists in Beijing during the COVID-19 pandemic.
The present study surveyed psychiatrists’ mental health 
for several reasons. First, the psychiatrist-patient relation-
ship is unique among medical specialties, as psychiatrists 

become “tools” in their profession. Second, most psychia-
trists experience stressful adversities such as attacks by 
violent patients or hostile relatives of patients and expe-
riencing patient suicide. These conditions increased the 
emotional burdens of psychiatrists. Furthermore, the 
shortage of psychiatrists may cause them to neglect their 
personal care by saturating their time with multiple con-
sultations. The need for psychiatric care in China rapidly 
increases due to economic and social development and 
population aging, especially during the COVID-19 epi-
demic. Besides recruiting more future psychiatrists, the 
retention issues of currently practicing psychiatrists are 
more urgent in China. Considering the lingering effect of 
COVID-19 on people’s mental health and the importance 
of psychiatrists in this process, the survey was conducted 
in January 2022, two years after COVID-19 was declared 
a global pandemic. In this particular month, 31 province-
level regions in China have reported 3634 new confirmed 
COVID-19 cases, and Beijing has reported 135 new con-
firmed COVID-19 cases (http://www.nhc.gov.cn/; http://
wjw.beijing.gov.cn/).

Methods
Study design and participants
A cross-sectional survey was conducted in Beijing, 
China, from January 6 to January 30, 2022. The study 
was approved by the ethics committee of Peking Univer-
sity Sixth Hospital (Institute of Mental Health). Written 
informed consent was received before the respondents 
began the questionnaire. This study follows the Ameri-
can Association for Public Opinion Research (AAPOR) 
reporting guideline. A self-designed survey was initiated 
by The Beijing Medical Doctor Association, a voluntary, 
non-profit medical professional association in China. 
This online survey is published and collected through 
“Questionnaire Star” (https://www.wjx.cn/). Recruitment 
was performed using a convenience sample approach. 
Based on the feasibility of the research, the simple sam-
pling method we used was similar to stratified sampling, 
but it was not strictly a typical stratified sampling. The 
survey was sent to the psychiatric specialist hospitals and 
general hospitals with a psychiatric departments at all 
levels in Beijing through the psychiatry specialist branch 
of the Beijing Medical Doctor Association. The psychi-
atric system consists of several levels of medical institu-
tions: Primary, Secondary, and Tertiary (the National 
Health Commission set the standard). The contact per-
son of the hospital forwarded the questionnaire to their 
respective hospital’s doctor work WeChat group, explain-
ing the purpose of the survey and notifying the doctors 
to fill it out voluntarily. Each network device can only fill 
in the questionnaire once. This was an anonymous sur-
vey, and the confidentiality of the data was ensured. This 
survey was designed to investigate the mental health of 
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practicing psychiatrists in Beijing, China. The inclusion 
criteria: [1] voluntarily participate; [2] aged 18–65 years 
old; [3] working in medical institutions in Beijing now. 
The exclusion criteria: a history of mental illness that met 
the criteria on DSM-5, such as schizophrenia, bipolar 
disorder, depressive disorder, anxiety disorder, obsessive-
compulsive disorder, insomnia disorder, alcohol depen-
dence, or drug dependence, existed before engaging in 
psychiatric work. The target sample size was determined 
by assuming that the prevalence (p) of depression symp-
toms would be 28.8% [33]. We selected the depressive 
symptoms to estimate the sample size for two reasons. 
First, regarding the disease classification level of men-
tal disorders, the disease level of depression is higher 
than that of anxiety and burnout, and depression often 
has more severe consequences. Second, a larger sample 
size with a lower detection rate is needed, so we calcu-
lated the sample size according to the symptoms with 
the lowest detection rate [24]. We used G*power to cal-
culate the required sample size (n = 422). Based on a 75% 
response rate assumption, this would require surveying 
563 individuals.

Measurements and instruments
The questionnaire consists of three sections with 103 
items. The first part gathered demographic information 
of the participants, including gender, age, marital status, 
level of education, and annual income. The second part 
included questions about the professional lives: profes-
sional title; category, and level of the medical institution; 
the major sub-discipline in psychiatry; working address; 
working years in psychiatry; working days per week; 
daily working hours; the number of beds in charge; pro-
viding psychological counseling or not; and the forms of 
assaults that have been suffered. The information about 
these 2 parts is listed in eTable 1 in the Supplement. The 
survey also included questions on mental health status, 
including 5 standardized scales, including the Chinese 
versions of Patient Health Questionnaire-9 (PHQ-9) 
[34], Generalized Anxiety Disorder-7 (GAD-7) [35], 
Maslach Burnout Inventory-General Survey (MBI-GS) 
[36], Chinese Perceived Stress Scale (CPSS) [37],and 
Social Support Rating Scale (SSRS) [38], which measured 
symptoms of depression, anxiety, burnout, perceived 
stress, and social support respectively. The total scores of 
these scales were interpreted as follows: PHQ-9, normal 
(0–4), mild [5–9], moderate [10–14], and severe [15–27] 
depression; GAD-7, normal (0–4), mild [5–9], moderate 
[10–14], and severe [15–21] anxiety; MBI-GS (includ-
ing three dimensions, Emotional Exhaustion, Cynicism, 
Reduced Personal Accomplishment, each range 0–6, 
with a higher score indicating more burnout), normal 
(< 3 on each of the three dimensions), mild (≥ 3 in one of 
the three dimensions), moderate (≥ 3 in two of the three 

dimensions), and severe (≥ 3 in three dimensions). CPSS, 
scored 0–56, with a higher score indicating perceived 
higher stress. SSRS [39], scored 13–66, with a higher 
score meaning a higher level of social support the partici-
pant received. In the present study, cutoff scores of 5 for 
the PHQ-9, 5 for the GAD-7, and 3 in each dimension for 
burnout were adopted to detect depression, anxiety, and 
burnout symptoms. In addition, we divided perceived 
stress into low and high levels with 25 as the boundary 
points and social support into low, moderate, and high 
groups with 31 and 49 as the boundary points to analyze 
the impact on anxiety, depression, and burnout [40]. The 
Cronbach’s Alpha of the measurements is: PHQ-9: 0.894; 
GAD-7: 0.918; MBI-GS: 0.923; CPSS: 0.863; SSRS: 0.717.

Statistical analysis
In the initial step of our analysis, we used descriptive 
statistics to present the demographic characteristics of 
the included psychiatrists. The prevalence of depres-
sion, anxiety, and burnout status was calculated using 
the aforementioned cutoff scores and reported as the 
percentages of cases in different populations. The exact 
binomial methods produced 95%CIs. The Chi-square test 
was used to compare the differences in prevalence rates 
among different categories. Then, we used multivariable 
logistic regression models to explore which factors were 
associated with depression, anxiety, and burnout; regres-
sion coefficient (B), odds ratios (ORs) and 95%CIs are 
presented. The intent of these models was explanatory 
and illustrative rather than predictive, and detailed infor-
mation on variables in the logistic regression is listed in 
eTable 2 in the Supplement. All the variables statistically 
significant in the Chi-square test were entered into the 
multivariable model. P values were 2-sided and consid-
ered statistically significant at less than 0.05. Analyses 
were conducted using SPSS statistical software version 
22.0 (IBM Corp). Preliminary analyses were conducted in 
February 2022, and final examinations were conducted in 
June 2022.

Results
Demographic characteristics
In total, 695 individuals working in different medi-
cal institutions from 14 districts in Beijing signed the 
informed consent, and 14 did not agree to participate 
in this study. Of the 681 participants, 71 were not psy-
chiatrists, 37 had a history of mental illness before, and 
9 of them did not pass the data quality examination (1 
person filled in the working years exceeding his age, 7 
persons filled in the working days per week exceeding 7 
days, and 1 person filled in the operating hours per day 
exceeding 24  h ). Finally, the data of 564 psychiatrists 
were included in the study (see Table 1 for detailed infor-
mation). Of the sample included in the data analysis, 
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Items Participants, NO. (%)
Overall 564(100.0)

Gender

 Male 181(32.1)

 Female 383(67.9)

Age, y

 23–35 256(45.4)

 36–45 190(33.7)

 46–65 118(20.9)

Marital status

 Married 412(73.0)

 Unmarried or Divorced 152(27.0)

Having children or not

 Yes 350(62.1)

Educational level

 Bachelor degree or below 322(57.1)

 Master degree 175(31.0)

 Doctoral degree 67(11.9)

Annual income, $

 ≤ 14,360 157(27.8)

 > 14,360 ≤ 43,080 342(60.6)

 > 43,080 65(11.5)

Professional title

 Junior professional title 228(40.4)

 Medium professional title 202(35.8)

 Senior professional title 134(23.8)

Category of medical institution

 Psychiatric hospital 444(78.7)

 Other medical institutions 120(21.3)

Level of medical institution

 Primary medical institutions 46(8.2)

 Secondary hospital 170(30.1)

 Tertiary hospital 348(61.7)

Major in psychiatry

 General psychiatry 371(65.8)

 Geriatric psychiatry 59(10.5)

 Pediatric psychiatry 19(3.4)

 Addictive psychiatry 15(2.7)

 Mental rehabilitation 25(4.4)

 Psychosomatic medicine 22(3.9)

 Sleep medicine 12(2.1)

 Emergency psychiatry 13(2.3)

 Others 28(5.0)

Working years in psychiatry, y

 ≤ 10 296(52.5)

 > 10 268(47.5)

Working days per week, d

 ≤ 5 426(75.5)

 > 5 138(24.5)

Daily working hours, h

 ≤ 8 324(57.4)

 > 8 240(42.6)

Number of beds in charge

 0 126(22.3)

Table 1 Demographic and occupational characteristics of the total Sample



Page 6 of 13Dong et al. BMC Psychiatry          (2023) 23:494 

383 (67.9%) participants were female, and the median 
(interquartile range) age was 37 [30–43] years; 412 
(73.0%) were married, and 350 (62.1%) have children. 
Among the participating psychiatrists, all of them had 
a Junior college degree or higher, and more than half of 
them have a moderate annual income (342, 60.6% make 
about 14,360–43,080 $ per year). Besides, 134 (23.8%) 
of the psychiatrists have a senior professional title; 444 
(78.7%) work at a psychiatric hospital; 348 (61.7%) work 
at a principal tertiary care hospital; most of them (371, 
65.8%) major in general psychiatry; about half of them 
(296, 52.5%) working in the field of psychiatry for above 
10 years; 324 (57.4%) work more than 8  h per day; 238 
(42.2%) were in charge of at least 15 hospitalized patients, 
and 246 (43.6%) of them treated at least 15 outpatients 
in half a day. Notably, 513 (91%) of the psychiatrists have 
been assaulted at least once, including verbal threats, 
attacked with or without instruments, or other forms of 
assault by the patients or their relatives.

Prevalence of depressive and anxiety symptoms and 
burnout rate in psychiatrists
The prevalence of symptoms for the three mental health 
conditions was 33.2% (95%CI, 29.3-37.1%) for depression 
(187 participants total, including 137 participants [24.3%] 
with mild depression and 50 participants [8.9%] with 
moderate-to-severe depression), 25.4% (95%CI, 21.8-
29.0%) for anxiety (143 participants total, including 116 
participants [20.6%] with mild anxiety and 27 [4.8%] with 
moderate-to-severe anxiety), and 40.6% (95%CI, 36.5-
44.7%) for burnout (229 participants total, including 160 
participants [28.4%] with mild burnout and 69 partici-
pants [12.2%] with moderate-to-severe burnout). We also 
used χ2 tests to compare the prevalence of depression, 
anxiety, and burnout in different populations (for details, 
see Table 2). The prevalence of symptoms of the 3 men-
tal health was high among psychiatrists with low income 

(depression, 44.6%; anxiety, 32.5%; burnout, 51.0%), high 
perceived stress (depression, 60.2%; anxiety, 57.1%; burn-
out, 78.3%), and low social support (depression, 60.0%; 
anxiety, 46.3%; burnout, 67.5%). The prevalence of symp-
toms of depression was high among psychiatrists in 
males (39.8%), with Bachelor’s degree or below (37.9%), 
working in secondary hospitals (41.8%), worked in the 
field of psychiatry for more than 10 years (37.3%), treat-
ing 0 patients in half a day (38.1%), and being assaulted 
by three or more forms (45.5%). The prevalence of symp-
toms of anxiety was high among psychiatrists in males 
(31.5%), having children (28.3%), working in a psychiatric 
hospital (27.3%), working in secondary hospitals (30.6%), 
working more than 8  h per day (29.6%), and being 
assaulted by three or more forms (40.9%). The prevalence 
of burnout was high among psychiatrists aged 18–35 
years (47.7%), having no children (48.6%), with a primary 
title (52.2%), worked less than 10 years (46.3%), treating 0 
patients in half a day (50.2%).

Risk factors associated with depression, anxiety, and 
burnout
All the statistically significant variables in the Chi-square 
test were entered into the multivariate analysis (results 
in Table 3). It is particularly important that the psychia-
trists who perceived higher stress were more likely to 
suffer from depressive symptoms (adjusted ORs: 4.431 
[95%CI, 2.907–6.752]); anxiety symptoms (adjusted ORs: 
8.280 [95%CI, 5.255–13.049]), and burnout (adjusted 
ORs: 9.102 [95%CI, 5.795–14.298]). In contrast, receiving 
high social support was an independent protective fac-
tor against symptoms of depression (adjusted ORs: 0.176 
[95%CI, [0.080–0.386]), anxiety (adjusted ORs: 0.265 
[95%CI, 0.111–0.630]) and burnout (adjusted ORs 0.319 
[95%CI, 0.148–0.686]). In the multivariable analysis, hav-
ing a medium annual income (14,360–43,080 $ ) was 
found to be associated with a lower risk for the symptoms 

Items Participants, NO. (%)
 1–15 200(35.5)

 > 15 238(42.2)

Number of outpatients treated in half a day

 0 223(39.5)

 1–15 95(16.8)

 > 15 246(43.6)

Providing psychological counseling or not

 No 409(72.5)

 Yes 155(27.5)

Forms of attacks that have been suffered

 Never been attacked 51(9.0)

 Suffered only one form of attack 255(45.2)

 Suffered two forms of attack 214(37.9)

 Suffered three or more forms of attack 44(7.8)

Table 1 (continued) 
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of depression (adjusted ORs: 0.467 [95%CI, 0.292–0.784]) 
and anxiety (adjusted ORs: 0.524 [95%CI, 0.314–0.874]). 
Working in the field of psychiatry for more than 10 years 
(adjusted ORs: 1.948 [95%CI, 1.244–3.049]), and work-
ing in a secondary hospital (adjusted ORs: 2.427[95%CI, 
1.045–5.637]) was related to the higher risk for depres-
sion symptoms. Having children displayed a remark-
ably higher risk for anxiety (adjusted ORs: 2.973 [95%CI, 
1.732–5.104]). Intermediate or above professional title 
was a protective factor for burnout (adjusted ORs for 
Intermediate title: 0.479 [95%CI, 0.302–0.758]; adjusted 
ORs for senior title: 0.561 [95%CI, 0.337–0.933]).

Discussion
To the best of our knowledge, this is the first study that 
systematically investigated the prevalence of and risk 
factors associated with mental health symptoms (i.e., 
symptoms of depression, anxiety, and burnout) by stan-
dardized rating scales among psychiatrists during the 
COVID-19 pandemic in China. We found that approxi-
mately one-third of the psychiatrists exhibited depres-
sion, one-quarter showed anxiety symptoms, and more 
than 40% experienced burnout. We also identified several 
risk factors. Having a medium annual income was asso-
ciated with a lower risk for the symptoms of depression 
and anxiety. Levels of the medical institution and work-
ing duration in psychiatry were related to depression 
symptoms. Having children was a risk factor for anxiety 
symptoms. Psychiatrists with lower professional titles 
were more likely to suffer from burnout. Specifically, 
perceived stress and social support were associated with 
these three mental health issues. These findings provide a 
comprehensive profile of the psychological status of the 
psychiatrist in Beijing, China, during the period when 
the COVID-19 epidemic continues to affect and call for 
action in delivering appropriate training to protect men-
tal health and developing appropriate interventions for 
psychiatrists.

The present survey shows that during the prevalence 
of COVID-19, a considerable proportion of psychiatrists 
is experiencing mental health conditions, which is simi-
lar to previous studies on healthcare worker’s [41, 42]. In 
contrast to previous studies, we detected a higher prev-
alence of depressive symptoms than anxiety. A recent 
survey also found similar results that the prevalence of 
depressive symptoms is higher than anxiety in Mexican 
psychiatrists [43]. One of the important reasons may be 
that in the early stage of the COVID-19 epidemic, phy-
sicians often showed anxiety-related behaviors, such as 
tension, worry, and uneasiness. With the persistence of 
the epidemic, the awareness of the epidemic gradually 
improved. However, the work pressure related to the epi-
demic persists, such as being unable to visit relatives for 
a long time. The initial worry gradually decreased and 

was internalized into a continuous depressive reaction, 
including depression emotion, pessimism, and despair 
[44]. Another reason may be due to the self-diagnosis 
process, as a previous study suggested that physicians 
tend to under- or over-react to their symptoms, switching 
from diagnosing diseases with the worst prognosis to rul-
ing out a disorder altogether [45]. A similar problem may 
happen to the psychiatrist as well. However, data on anxi-
ety and depression in psychiatrists are very insufficient, 
making it impossible to conclude the impact of the pan-
demic on the mental health conditions in psychiatrists 
[28]. The burnout rate in our study is consistent with a 
recently published report, which showed that 42% of psy-
chiatrists reported burnout in the last year [46]. Plenty 
of studies have investigated burnout in doctors, includ-
ing the psychiatrist [47]. It is often reported that psychia-
trists have a lower burnout rate than other specialists 
[48, 49]. A previous study also reported a lower burnout 
rate (38.4%) among psychiatrists than other specialists in 
China [12]. According to the newly released Medscape 
Psychiatrist Lifestyle, Happiness & Burnout Report 2022, 
about half of psychiatrists (52%) reported that they were 
more burned out now than during the initial quarantine 
months of the pandemic [46].

In the present study, we found that having a medium 
annual income was associated with a lower risk for the 
symptoms of depression and anxiety. This is to some 
extent consistent with Western research, which suggest 
that lower-income Americans are less likely to report 
being in good health and are more likely to have high-
stress levels [50]. Depression and anxiety may affect 
people’s cognitive function, affecting workability and 
thus economic income [51]. Conversely, poverty itself 
can influence cognitive function by capturing attention 
and taxing mental bandwidth [52] In addition, depres-
sion and anxiety may affect an individual’s economic 
level by influencing their beliefs, preferences, creativity, 
work hours, efficiency, creativity, etc. [51]. We also found 
that working in a Secondary hospital, and working lon-
ger in the psychiatry field increases the risk of depres-
sive symptoms. This may be related to the shortage of 
medical staff in secondary hospitals, higher work pres-
sure, and relatively low income. On the other hand, the 
longer the working experience, the more work tasks one 
needs to undertake, such as undertaking routine medi-
cal work, administrative management work, organizing 
and attending various academic conferences, and so on. 
These often occupy many psychiatrists’ spare time, con-
sume a lot of energy, and increase occupational stress, 
which may affect depression [46]. In the present survey, 
having children increase the risk of anxiety symptoms. It 
is consistent with a recently published study which sug-
gested that having children increased daily stress in the 
general population [53], and parents experience greater 
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anxiety, depression, and marriage dissatisfaction than 
spouses without children [54]. Many studies have shown 
that parents’ anxiety levels increase from preparation for 
pregnancy to birth and during the care of the baby [54, 
55]. Additionally, we found that psychiatrists with lower 
professional titles were more likely to suffer from burn-
out. A recently published meta-analysis also reported 
a negative effect of lower professional levels on mental 
health in healthcare workers [56]. Lower professional 
titles often mean less experience in treating patients 
and facing complex situations, undertake more detailed, 
specific, and trivial tasks, which may increase individual 
exhaustion.

High perceived stress, which scored more than 25 in 
CPSS, was an independent risk factor for depression, 
anxiety, and burnout. Consistent with previous stud-
ies, perceived stress also increased the risk of depressive 
symptoms in interns during medical internships [57]. 
An extensive survey of psychiatrists identified “out-of-
hours of duty, dealing with difficult and hostile relatives 
of patients, arranging admissions, paperwork, balancing 
personal and professional lives, and managing suicidal or 
homicidal patients” as particularly stressful experiences 
[46]. After the outbreak of COVID-19, the Chinese gov-
ernment adopted strict prevention and control measures 
different from those of most countries in the world so that 
the development of the epidemic in China did not get out 
of control. These measures put forward higher require-
ments for medical staff, encouraging them to adopt the 
two-dot and one-line lifestyle (only going to and from the 
hospital and residence, not going to other places, espe-
cially not participating in gathering social activities), 
irregular support for epidemic prevention and control in 
different regions, and support for large-scale nucleic acid 
testing of a novel coronavirus, which may make Chinese 
doctors face higher work pressure, and make their men-
tal health status different from other countries during 
this period. It is worth noting that about 91% of the psy-
chiatrist have been assaulted at least once in the present 
study, which suggests that psychiatrists have more work-
related emotional exhaustion [58], and their work is more 
emotionally difficult than that of other doctors. A previ-
ous study showed that insomnia mediated the association 
between perceived stress and depression [59]. Another 
study showed that alexithymia moderated the perceived 
stress-mediated relations between the pandemic events 
and the changes in depressive and anxiety symptoms by 
enhancing the detrimental effect of perceived stress on 
mental health [60]. Effective and acceptable programs 
should be implemented to reduce the perceived stress 
in the psychiatrist. Tai Chi/Yoga could be an alterna-
tive method for stress reduction for individuals who live 
under high stress or negative emotions [61].

High social support scores of more than 49 in SSRS 
were an independent protective factor for depression, 
anxiety, and burnout. The existing empirical literature 
proposes that social support directly influences the 
well-being of medical staff [62, 63]. A recently published 
study reported a moderating effect of social support on 
the relationship between burnout and anxiety symp-
toms among intensive care unit staff [64]. It has been 
well-documented that social support can protect people 
from mental health problems [65]. A recent meta-anal-
ysis revealed that in Asia, good social support is related 
to decreased depression [66]. Social support, particularly 
family support, is an important social factor in geriat-
ric depression in China [67]. Seeking social support as a 
means of coping with adversity has been categorized as a 
problem-focused coping strategy and has been found to 
effectively reduce stress [68]. During the pandemic, when 
stress and anxiety are elevated, adequate social support 
may help healthcare workers maintain healthy emotional 
states [69]. Considering the significant protective effect 
of social support, formal support systems are needed to 
provide extra support for psychiatrists during life events 
to decrease the risk of mental problems and burnout.

To the best of our knowledge, this is the first study that 
systematically investigated the prevalence and risk fac-
tors associated with mental health symptoms by stan-
dardized rating scales among psychiatrists during the 
COVID-19 pandemic in China. The present study has 
several limitations. First, measures were obtained from 
self-reports rather than clinical diagnoses and may reflect 
bias in reporting. Second, this was a cross-sectional 
study. Therefore, associations between mental health 
symptoms and risk factors cannot necessarily be con-
sidered causal relationships. Third, The results may only 
reflect the mental health status of psychiatrists in Beijing 
when the COVID-19 epidemic continued for two years. 
However, due to the lack of data in the early stage of the 
pandemic, we cannot obtain the exact impact of different 
stages of the COVID-19 epidemic on the mental health 
of psychiatrists. Follow-up nationwide studies are needed 
to determine the possible long-term mental health out-
comes in psychiatrists associated with the COVID-19 
pandemic in China.

Conclusions
The prevalence of symptoms of depression, anxiety, and 
burnout was worth noting in this sample of psychia-
trists from Beijing, China, during the COVID-19 pan-
demic. Perceiving more stress and receiving lower social 
support were independent risk factors for these three 
mental health issues. Besides recruiting more future 
psychiatrists, the retention issues of currently practicing 
psychiatrists are more urgent in the shortage of psychia-
trists. Our findings may provide helpful information for 
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policymakers to help them make strategies to protect 
mental health and develop appropriate interventions for 
psychiatrists, and we proposed that effective and accept-
able programs to reduce stress and increase social sup-
port are important for psychiatrists’ mental health and 
well-being.
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