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ABSTRACT 

Background: The erosion of work–life balance (WLB) among medical professionals has 

emerged as one of the most consequential and under-addressed challenges in contemporary 

healthcare management. Despite a growing international evidence base on physician burnout and 

occupational distress, the literature remains methodologically fragmented and geographically 

concentrated. Most notably, India's rapidly expanding corporate hospital sector  now the primary 

employer of specialist physicians in urban India has attracted virtually no scholarly attention in 

the peer-reviewed WLB literature. 

Objective: This systematic review synthesises peer-reviewed evidence published between 2015 

and 2024 on WLB among medical professionals. It aims to map the determinants and 

consequences of WLB deficits in global healthcare contexts, identify consistent patterns across 

demographic and geographic subgroups, and articulate the critical research gaps that remain 

unaddressed with particular emphasis on specialist physicians in Indian corporate hospitals. 

Methods: A PRISMA-aligned systematic search was conducted across PubMed/MEDLINE, 

Scopus, Google Scholar, and EBSCO using structured Boolean queries. Forty-three studies 

published between 2015 and 2024 were selected through a two-stage screening and quality 

appraisal process using the Mixed Methods Appraisal Tool (MMAT) and AMSTAR-2 checklist. 

Data were extracted into a standardised matrix and synthesised through iterative thematic 

analysis. 

Results: Seven coherent themes emerged: (1) workload and time pressure as the universal 

primary driver of WLB deficits; (2) gender disparities and the 'double duty' burden on female 

physicians; (3) organisational culture as a critical enabler or barrier; (4) burnout as the best-

evidenced outcome; (5) job satisfaction and workforce retention as downstream consequences; 

(6) COVID-19 as a systemic stress multiplier; and (7) cross-cultural and healthcare-system 

variations in WLB outcomes. Six significant research gaps were identified, with the Indian 

corporate hospital context representing the most prominent empirical lacuna. 

Conclusions: WLB deficits among medical professionals are structural products of 

organizational design, not personal failings. Improving physician WLB requires simultaneous 
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structural interventions addressing workload regulation, schedule control, gender equity in HR 

policy, and organisational culture. The Indian corporate hospital sector urgently needs context-

specific empirical research to support evidence-based policy reform. 

 

Keywords: work–life balance, medical professionals, burnout, corporate hospitals, India, 

systematic review, occupational stress, job satisfaction, gender, specialist physicians 

1. INTRODUCTION 

The question of whether physicians can sustain professional excellence alongside meaningful 

personal lives has evolved, over recent decades, from a topic of informal collegial discussion into 

a pressing object of empirical inquiry. Work–life balance (WLB)  once conceptualized narrowly 

as the challenge of dividing time between paid work and domestic responsibility is now 

understood as a multidimensional construct reflecting an individual's sense of effectiveness, 

satisfaction, and meaning across the multiple roles that together constitute a full life.1,2 For those 

in medicine, this construct operates under conditions that most organizational theories were not 

designed to accommodate: patient care does not conform to scheduled shifts, clinical 

emergencies are not deferrable, and the emotional labour of medicine does not leave the building 

when a doctor does. 

The empirical evidence documenting the consequences of this structural mismatch is now both 

substantial and sobering. By 2014, more than half of all practicing physicians in the United 

States reported experiencing burnout a rate more than double that observed in the general 

working population in the same period.3 In 2019, the World Health Organization formalized 

burnout's clinical standing by classifying it as an occupational phenomenon in the International 

Classification of Diseases, Eleventh Revision (ICD-11), signaling that physician distress had 

transitioned from a welfare concern to a recognized public health challenge.4 The COVID-19 

pandemic did not so much create these problems as accelerate and expose how close many 

healthcare systems already were to the point of structural failure. 

India's corporate hospital sector introduces a further and largely unstudied dimension to this 

global picture. Over the past two decades, for-profit multi-specialty hospital chains have 

expanded rapidly to become the dominant employers of specialist physicians in urban India. 

These institutions operate under commercial imperatives patient volume targets, consultant 

productivity metrics, insurance billing compliance, and competitive accreditation pressures that 

layer additional demands onto the clinical workloads already documented to drive WLB deficits 

worldwide. Yet the academic literature examining this sector as its primary focus is, to a striking 

degree, absent. 

This systematic review was undertaken to address this gap through critical synthesis of available 

global evidence. Its objectives are threefold: to map the principal determinants and consequences 
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of WLB deficits among medical professionals as documented in the peer-reviewed literature 

published between 2015 and 2024; to identify consistent patterns across demographic subgroups, 

specialties, and geographic contexts; and to articulate the critical empirical gaps that remain 

unaddressed, with particular emphasis on specialist physicians in Indian corporate hospitals. The 

review draws on 43 sources and follows PRISMA-aligned procedures throughout. 

2. METHODS 

2.1 Study Design 

This study employs a systematic review design guided by the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) 2020 framework.5 The review protocol was 

developed a priori and documented prior to commencement of the database search. 

2.2 Search Strategy 

 A systematic literature search was conducted across four electronic databases 

PubMed/MEDLINE, Scopus, Google Scholar, and EBSCO  between January and March 2024. 

Search terms were organized into three concept clusters combined with Boolean operators 

(AND/OR). Cluster 1 encompassed WLB and related constructs: 'work–life balance', 'work 

family conflict', 'work–family enrichment', 'work–life integration', 'quality of work life'. Cluster 2 

targeted the study population: 'physician', 'doctor', 'medical professional', 'hospital staff', 

'healthcare worker', 'medical resident', 'specialist'. Cluster 3 covered outcomes and contextual 

variables: 'burnout', 'job satisfaction', 'turnover intention', 'organisational commitment', 

'occupational stress', 'wellbeing', 'gender'. Publication date filters restricted results to 2015–2024. 

Supplementary sources included reports from the WHO, OECD, AMA, and Medscape where 

these provided large-scale empirical evidence not otherwise available in peer-reviewed form. 

2.3 Inclusion and Exclusion Criteria 

Studies were eligible for inclusion if they: examined WLB or a closely related construct 

(burnout, work–family conflict, quality of work life) among medical professionals or general 

employee populations; employed any recognised research methodology; and contributed 

substantive evidence on determinants, dimensions, or outcomes of WLB. Studies reporting 

patient outcomes without reference to staff wellbeing, and studies lacking sufficient 

methodological description to enable quality appraisal, were excluded. General WLB studies 

from non-healthcare populations were included when they provided theoretical frameworks with 

direct applicability to medical professional contexts. 
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2.4 Study Selection and Quality Appraisal 

From an initial pool of over 200 sources identified through database and supplementary citation 

searches, 43 studies were selected through a two-stage screening process: title and abstract 

screening followed by full-text review against inclusion and exclusion criteria. Methodological 

quality was assessed using the Mixed Methods Appraisal Tool (MMAT) Version 20186 and the 

AMSTAR-2 checklist for systematic reviews included in the corpus.7 Data were extracted into a 

standardised matrix recording author(s), year, country, study design, target population, key 

variables, and principal findings. Thematic synthesis followed iterative inductive coding and 

pattern identification across the full dataset. 

2.5 PRISMA Selection Summary 

Of the 200+ initial records identified through database and supplementary searches, duplicates 

were removed, records were screened on title and abstract, and remaining full texts were 

assessed for eligibility. The final corpus comprised 43 studies retained for inclusion. Principal 

reasons for full-text exclusion were: absence of WLB or a closely related construct as a primary 

variable; medical or professional populations not represented; and insufficient methodological 

reporting to permit quality appraisal. 

3. RESULTS 

3.1 Overview of Included Studies 

The 43 included studies span the publication period 2015–2024 and represent 18 countries across 

five continents. Study designs include: cross-sectional quantitative surveys (n = 12), physician 

lifestyle surveys and large-scale national polls (n = 8), systematic reviews and meta-analyses (n 

= 9), qualitative and mixed-methods studies (n = 6), comparative international analyses (n = 4), 

conceptual and theoretical frameworks (n = 3), and policy or organisational reports (n = 1). 

Medical populations include attending specialist physicians (n = 18), medical residents (n = 8), 

general practitioners (n = 6), female medical professionals (n = 7), and mixed healthcare 

professional groups (n = 4). Geographically, studies cluster in North America (n = 17), Europe (n 

= 12), Asia (n = 9), and Australia/Middle East (n = 5). Table 1 presents the full characteristics of 

all included studies. 
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Table 1. Characteristics of Studies Included in the Systematic Review (N = 43) 

S.No 
Study (Author & 

Year) 
Study Design 

Country / 

Population 
Key Finding / Contribution 

1 Shanafelt et al. 

(2015)³ 

Longitudinal 

Survey 

USA – 

Physicians 

Burnout 54.4% vs 28.4% in 

general population; WLB 

satisfaction fell to 40.9%; EHR 

administrative burden 

identified as independent 

driver beyond clinical hours. 

2 Kumari (2015)⁴⁰ Survey India – Women 

doctors, private 

hospitals 

Night shifts and overburdened 

schedules cause high WLB 

dissatisfaction; absence of 

family-friendly policies in 

most surveyed institutions. 

3 Kossek, Valcour 

& Lirio (2015) 

Global 

Review 

Multi-national – 

General 

workforce 

Digital technology and 

globalisation erode work–life 

boundaries; flexible 

arrangements and supportive 

cultures improve WLB across 

contexts. 

4 Federico & 

Danyal (2015) 

Qualitative 

Review 

Global – Junior 

doctors 

Junior doctors neglect family 

and personal health; 'emotional 

blindness' as primary coping 

strategy; formal wellbeing 

modules recommended. 

5 Greenhaus & 

Allen (2015)¹ 

Conceptual 

Review 

Global – 

Theoretical 

WLB = effectiveness + 

satisfaction across roles; 

organisational policy, 

supervisor support, and 

flexibility are key structural 

shapers. 

6 McIntosh et al. 

(2015)¹³ 

Qualitative 

Review 

UK – Female 

medical 

practitioners 

Rigid schedules and high 

workloads cause clinical 

exhaustion; female doctors at 

risk of premature workforce 

exit. 
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S.No 
Study (Author & 

Year) 
Study Design 

Country / 

Population 
Key Finding / Contribution 

7 Allen et al. 

(2016)⁸ 

Meta-

Analysis 

Global – Multi-

occupational 

Excessive workload, time 

pressure, and low schedule 

control significantly increase 

work–family conflict across 

cultures. 

8 Anuradha & 

Pandey (2016)¹⁷ 

Survey India – Women 

doctors, private 

hospitals 

WLB–job satisfaction 

relationship confirmed; 

domestic help and role 

separation work as coping 

strategies when institutional 

flexibility is present. 

9 Arima (2016) Conceptual Global – 

Medical 

professionals 

WLB as personal contentment, 

not time division; organisations 

must facilitate role integration. 

10 AlHazemi & Ali 

(2016) 

Survey Middle East – 

Medical staff 

Female staff and those with 

young families face higher 

work–family conflict; gender-

sensitive policies 

recommended. 

11 OECD (2016)³⁷ Comparative 

Analysis 

OECD nations – 

Cross-sector 

Shorter working hours and 

strong social support 

consistently correlate with 

better WLB outcomes. 

12 Pradhan (2016)¹⁶ Survey India – Male and 

female doctors 

Female doctors regularly make 

career trade-offs; cultural shifts 

needed for gender equity in 

medicine. 

13 Kalliath & 

Brough (2017)² 

Literature 

Review 

Global – 

Management 

literature 

WLB is subjective and varies 

by occupation and life stage; 

supports need for profession-

specific studies. 

14 Dyrbye et al. 

(2017)¹⁰ 

NAM Policy 

Analysis 

USA – Clinicians Workload and clerical burden 

are primary WLB destroyers; 
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S.No 
Study (Author & 

Year) 
Study Design 

Country / 

Population 
Key Finding / Contribution 

systems-level approach and 

wellbeing KPIs recommended. 

15 Fernandes et al. 

(2017) 

Walton 

Model 

Analysis 

Brazil – 

Healthcare 

professionals 

Fair compensation, safe 

conditions, and growth 

opportunities critical; long 

hours undermine WLB. 

16 Imo (2017) Systematic 

Review 

UK – NHS 

doctors 

Significant emotional 

exhaustion documented; 

understaffing and performance 

targets are primary drivers. 

17 Lemaire & 

Wallace (2017)³⁹ 

Survey Canada – 

Physicians 

Burnout linked to suboptimal 

patient care and errors; 

physician wellness framed as 

patient safety strategy. 

18 Medscape 

(2017)¹² 

Physician 

Survey 

USA – Residents WLB cited as biggest 

challenge by 1 in 3 residents; 

manageable schedule is the 

most effective burnout 

prevention. 

19 Rothenberger 

(2017)²¹ 

Framework 

Review 

USA – 

Healthcare 

leaders 

Restoring WLB requires de-

implementing cultural norms 

normalising physician 

exhaustion; EHR burden 

reduction a priority. 

20 Tripathi (2017) Review India – Female 

professionals 

Female doctors sacrifice 

personal time due to societal 

expectations; institutional 

flexibility is a structural 

necessity. 

21 Azeem (2018)²⁰ Survey Healthcare – 

General 

Strong positive WLB–job 

satisfaction correlation; 

spillover theory supported; 

WLB policies improve 
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S.No 
Study (Author & 

Year) 
Study Design 

Country / 

Population 
Key Finding / Contribution 

retention. 

22 Linzer & 

Harwood 

(2018)¹⁵ 

Review USA – Female 

physicians 

'Double duty' of domestic and 

clinical demands produces 

higher emotional exhaustion 

despite fewer average clinical 

hours. 

23 Nørøxe et al. 

(2018) 

Nationwide 

Cross-

sectional 

Denmark – 

General 

practitioners 

High satisfaction but 

significant burnout; low work 

autonomy is a critical 

predictor. 

24 Peckham 

(2018)¹⁶ 

Physician 

Lifestyle 

Survey 

USA – 

Physicians 

42% overall burnout; female 

48% vs male 38%; systemic 

causes must be structurally 

addressed. 

25 Rodrigues et al. 

(2018)¹¹ 

Systematic 

Review & 

Meta-

analysis 

Global – 

Medical 

residents 

Burnout prevalence 51%; 

emotional exhaustion and 

depersonalisation high; duty 

hour restrictions supported. 

26 Sirgy & Lee 

(2018)⁹ 

Integrative 

Review 

Global – 

Employees 

Better WLB linked to higher 

happiness, mental health, and 

job performance across life 

domains. 

27 Aziz-Ur-

Rehman et al. 

(2019) 

Survey Pakistan – 

Healthcare 

workers 

WLB positively associated 

with organisational 

commitment; supervisor 

support moderates the 

relationship. 

28 Dousin et al. 

(2019)²⁴ 

Survey Malaysia – 

Doctors and 

nurses 

Work–life enrichment linked to 

higher performance and lower 

turnover; role enrichment 

benefits organisational 

outcomes. 

29 Haar et al. Cross- Multi-country – WLB positively influences job 
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S.No 
Study (Author & 

Year) 
Study Design 

Country / 

Population 
Key Finding / Contribution 

(2019)²⁷ national 

Survey 

General 

employees 

satisfaction, life satisfaction, 

and mental health universally. 

30 Bartlett et al. 

(2021) 

Mixed 

Methods 

Australia – 

Medical 

professionals 

Leadership transparency and 

authentic recognition reduce 

WLB strain; psychological 

safety mediates the 

relationship. 

31 Bodendieck et 

al. (2020)¹⁸ 

Cross-

sectional 

Survey 

Germany – 

University clinic 

doctors 

Work–family balance severely 

disrupted during COVID-19, 

particularly for female 

physicians with children. 

32 Galbraith et al. 

(2020)³⁴ 

Systematic 

Review 

Global – 

Frontline 

doctors 

Clinical-severity mental health 

consequences documented; 

professional stigma is a barrier 

to help-seeking. 

33 Khan et al. 

(2021)¹⁹ 

Cross-

sectional 

Survey 

Canada – 

Physicians 

Female and minority 

physicians report significantly 

higher pandemic-era burnout; 

gender and ethnicity intersect. 

34 Le et al. (2020)³⁶ Systematic 

Review 

Asia – Workforce WLB outcomes in Asia are 

distinct; collectivist cultural 

values reshape the work–

family interface. 

35 Restauri & 

Sheridan 

(2020)³⁵ 

Review USA – Clinicians Pandemic introduced PTSD-

level trauma distinct from 

burnout; moral injury requires 

specific intervention. 

36 Wu et al. 

(2020)³² 

Prospective 

Study 

China – Medical 

staff 

Depression 50.4%, anxiety 

44.6%, insomnia 34% among 

frontline staff during COVID-

19 outbreak. 

37 Medical 

Economics 

Physician 

Survey 

USA – 

Physicians 

65% reported pandemic 

negatively impacted burnout; 
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S.No 
Study (Author & 

Year) 
Study Design 

Country / 

Population 
Key Finding / Contribution 

(2020)³³ PPE shortages and patient 

isolation compound WLB 

strain. 

38 Hodkinson et al. 

(2022)²⁵ 

Systematic 

Review & 

Meta-

analysis 

Global – 

Physicians 

Burnout drives career exit, 

reduced hours, and suboptimal 

care; patient safety and 

workforce sustainability at 

stake. 

39 Bodendieck et 

al. (2022)²⁶ 

Cohort Study Germany – 

General 

practitioners 

Better WLB associated with 

lower burnout on all three 

dimensions and greater 

motivation to stay in practice. 

40 Humphries et al. 

(2020)²⁹ 

Mixed 

Methods 

Ireland – 

Hospital doctors 

73% report unsustainable 

work–home strain; toxic 

rosters and lack of control 

motivate emigration more than 

pay. 

41 GMC (2023)³⁰ Workplace 

Survey 

UK – General 

practitioners 

Majority of GPs struggling 

with workload; significant 

minority actively seeking to 

leave profession. 

42 Ferreira et al. 

(2023)²⁸ 

Corporate 

Hospital 

Study 

Global – 

Medical 

professionals 

WLB–job satisfaction 

relationship strong in corporate 

hospitals; work–family 

enrichment improves 

organisational outcomes. 

43 Voltmer et al. 

(2024)³¹ 

Comparative 

Study 

Germany & 

Norway – 

Physicians 

German physicians report 

higher effort–reward 

imbalance; Norwegian 

regulated hours produce 

superior wellbeing outcomes. 

44 Physicians 

Foundation 

Physician 

Survey 

USA – 

Physicians and 

60% experience burnout; 79% 

cite administrative burden 

AHURI Final Report Journal | ISSN: 1834-7223 | Impact Factor: 5.7

Volume 19 Issue 3 2026 | Page No:41



S.No 
Study (Author & 

Year) 
Study Design 

Country / 

Population 
Key Finding / Contribution 

(2024)²³ residents reduction as essential; 

corporatisation reduces 

physician autonomy. 

Note. QWL = Quality of Work Life; EHR = Electronic Health Record; ICD-11 = International 

Classification of Diseases, 11th Revision; WLB = Work–Life Balance; KPI = Key Performance 

Indicator; NAM = National Academy of Medicine. 

3.2 Thematic Synthesis 

Iterative thematic analysis produced seven coherent and empirically substantiated themes from 

the 43 included studies. These are summarized in Table 2 and elaborated in the sub-sections 

below. 

Table 2. Thematic Framework: Seven Themes, Core Insights, and Representative Studies 

Theme Key Insight from the Literature Representative Studies 

Theme 1 Workload 

& Time Pressure 

Excessive working hours, on-call demands, 

duty hour violations, EHR administrative 

burden, and specialty-driven schedule 

unpredictability are universally the strongest 

drivers of WLB deficits. The dose–response 

relationship between hours worked and 

burnout is well-established across all 

populations studied. 

Shanafelt et al., 2015; 

Dyrbye et al., 2017; 

Humphries et al., 2020; 

Rodrigues et al., 2018; 

Medscape, 2017 

Theme 2 Gender 

Disparities & Dual 

Burden 

Female physicians consistently face a 

'double duty' of clinical and domestic 

responsibilities. The gender gap in burnout 

is documented universally but is most severe 

in corporate and private hospital settings. 

Linzer & Harwood, 

2018; Pradhan, 2016; 

McIntosh et al., 2015; 

Khan et al., 2021; 

Bodendieck et al., 2020 

Theme 3 

Organisational 

Culture & Support 

Supervisor support, flexible rostering, 

formal parental leave, and leadership 

attitudes toward WLB are the most 

modifiable organisational variables. 

Corporate hospitals driven by productivity 

metrics create structurally challenging WLB 

environments. 

Azeem, 2018; Dousin et 

al., 2019; 

Rothenberger, 2017; 

Bartlett et al., 2021; 

Dyrbye et al., 2017 
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Theme Key Insight from the Literature Representative Studies 

Theme 4 Burnout as 

the Central 

Outcome 

Burnout — comprising emotional 

exhaustion, depersonalisation, and reduced 

personal accomplishment — is the primary 

and best-evidenced outcome of WLB 

deficits. Global physician burnout 

prevalence ranges from 34.5% (residents) to 

54.4% (attendings). 

Rodrigues et al., 2018; 

WHO, 2019; Hodkinson 

et al., 2022; Peckham, 

2018; Bodendieck et al., 

2022 

Theme 5 Job 

Satisfaction & 

Retention 

WLB is a consistent, strong predictor of job 

satisfaction, organisational commitment, and 

intent to remain in practice. WLB deficits 

directly motivate emigration, part-time 

reduction, and early career exit. 

Dousin et al., 2019; 

Haar et al., 2019; 

Voltmer et al., 2024; 

Ferreira et al., 2023; 

Humphries et al., 2020 

Theme 6 COVID-

19 as a Stress 

Multiplier 

The pandemic intensified pre-existing WLB 

challenges while simultaneously dismantling 

childcare infrastructure, escalating clinical 

hours, introducing PTSD-level trauma, and 

adding financial uncertainty. Female doctors 

bore a disproportionate burden. 

Wu et al., 2020; 

Galbraith et al., 2020; 

Khan et al., 2021; 

Restauri & Sheridan, 

2020; Bodendieck et al., 

2020 

Theme 7 Contextual 

& Cross-Cultural 

Variations 

Burnout rates and WLB satisfaction vary 

significantly by country and healthcare 

system type. Nations with regulated working 

hours and strong social support 

(Scandinavia) consistently outperform 

deregulated commercial models (USA, 

Germany) on physician wellbeing. 

OECD, 2016; Haar et 

al., 2019; Voltmer et al., 

2024; Medscape, 2019; 

Le et al., 2020 

Note. Themes identified through iterative inductive coding. Individual studies may contribute to 

multiple themes. EHR = Electronic Health Record. 

3.2.1 Theme 1: Workload and Time Pressure — The Universal Driver 

Across the entire corpus of 43 studies irrespective of country, specialty, career stage, or 

methodological design one finding holds with near-uniform consistency: working excessive 

hours is the principal engine of physician distress. This is not merely a matter of total weekly 

hours; the evidence implicates the unpredictability of working time, the burden of on-call duties, 

and increasingly  the administrative infrastructure surrounding clinical work as independent and 

compounding contributors.8,9 
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Shanafelt and colleagues' longitudinal comparison of US physicians, spanning surveys conducted 

in 2011, 2014, and 2017, remains the most methodologically rigorous documentation of this 

trend.3 By 2014, burnout had reached 54.4% among physicians  more than double the 28.4% rate 

in the general working population while WLB satisfaction had deteriorated to 40.9%. A 

particularly important contribution of their work was the identification of electronic health record 

(EHR) documentation as a rapidly growing driver of WLB dissatisfaction, operating 

independently of clinical hours. This substantively reframes the workload problem: the issue is 

not solely the time physicians spend with patients, but the expanding clerical infrastructure that 

has colonised the recovery time physicians might otherwise have spent in rest, reflection, or 

family life. 

Dyrbye and colleagues' analysis for the National Academy of Medicine reinforced this with a 

structural argument: physician burnout is irreducible to individual characteristics.10 Mindfulness 

programmes and resilience workshops are structurally inadequate responses when the primary 

drivers of distress are systemic design failures. Their call for healthcare organisations to measure 

clinician wellbeing as a core performance indicator on par with clinical outcomes remains 

aspirational across most health systems globally, and particularly so in India's corporate hospital 

sector. 

Medical residents represent the extreme end of the workload distribution. Rodrigues and 

colleagues' meta-analysis estimated an overall burnout prevalence of 51% among medical 

residents across multiple continents meaning that at any given time, roughly half of the global 

trainee physician workforce is experiencing clinically significant occupational distress.11 

Medscape's resident lifestyle surveys consistently identify work–life balance as the single biggest 

challenge for one in three residents, ranking above financial debt, clinical fear, and relationship 

difficulties.12 If physicians begin their careers already experiencing burnout, the implications for 

long-term workforce sustainability are direct and serious. 

3.2.2 Theme 2: Gender Disparities and the Double Duty Burden 

The experience of WLB is not gender-neutral in medicine. Female physicians experience higher 

burnout rates, lower WLB satisfaction, and more significant career disruption than their male 

counterparts not as an expression of lesser resilience, but as a predictable structural consequence 

of carrying a greater total daily load.13,14 

Linzer and Harwood described this as the 'double duty' the simultaneous demands of a full 

clinical career and a disproportionate share of domestic and caregiving responsibilities that social 

norms continue to assign to women regardless of professional status.15 Their analysis found that 

female physicians reported higher emotional exhaustion than male colleagues despite, on 

average, working fewer clinical hours a finding that becomes entirely logical once domestic 

labour is factored into estimates of total daily effort. Peckham's physician lifestyle survey 

confirmed this numerically: 48% of female physicians reported burnout compared to 38% of 

male physicians.16 
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In India, the double duty is compounded by social norms framing domestic responsibility as 

inherently female regardless of professional standing. Pradhan's survey found that female Indian 

doctors regularly made career trade-offs delaying subspecialisation, reducing clinical 

commitments, or avoiding high-demand specialties  that their male counterparts did not face.13 

Anuradha and Pandey's study of women doctors in Jharkhand identified adaptive coping 

strategies that worked effectively only when supported by institutional flexibility; where that 

flexibility was absent, no personal coping strategy was sufficient.17 

The COVID-19 pandemic provided a distressing natural experiment in gendered WLB. 

Bodendieck and colleagues documented severely disrupted work–family balance in German 

university hospital doctors, particularly among female physicians whose childcare infrastructure 

collapsed precisely when clinical demands were escalating.18 Khan and colleagues' Canadian 

survey found that female and minority physicians reported significantly higher pandemic-era 

burnout, highlighting the intersecting effects of gender, ethnicity, and domestic structure on 

occupational distress.19 

3.2.3 Theme 3: Organisational Culture as the Determining Variable 

Workload is the proximate cause of WLB deficits, but organisational culture is frequently the 

distal cause the institutional environment in which excessive workload becomes normalised, 

where requesting schedule adjustments signals insufficient commitment, and where self-care is 

framed as a professional liability rather than a clinical necessity. Culture is harder to quantify 

than hours, but the evidence indicates it exerts at least as much influence on WLB outcomes.20 

Rothenberger's framework for physician well-being articulates this clearly: restoring WLB 

requires not just reducing objective workload, but actively dismantling the cultural scripts that 

frame physician exhaustion as evidence of dedication rather than as a symptom of organisational 

failure.21 The concept of 'joy in medicine' the intrinsic satisfaction from meaningful patient 

relationships, unencumbered by regulatory documentation identifies a cultural target as 

important as any structural intervention. 

Yates identifies the 'corporatisation of medicine'  the progressive replacement of physician-led 

professional cultures with business-driven management models as a primary and rapidly growing 

driver of occupational distress.22 When hospitals are managed primarily as commercial 

enterprises, productivity metrics and throughput targets reshape the implicit behavioural 

expectations of professional life. The Physicians Foundation's 2024 survey found that 79% of US 

physicians identified administrative burden reduction as essential to their wellbeing, attributing 

the growing burden directly to the consolidation and corporatisation of medical practice.23 

Dousin and Collins' Malaysian study offers a constructive counterpoint: when healthcare 

organisations deliberately cultivate a culture of work–life enrichment, both job performance and 

physician retention improve measurably.24 Corporate hospitals are not inherently hostile to 

WLB; their cultures must simply be actively and intentionally designed to support it, rather than 

allowing commercial pressures to set the institutional default. 
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3.2.4 Theme 4: Burnout as the Defining Outcome 

Burnout has become the dominant conceptual lens through which physician WLB deficits are 

identified and communicated, and for substantive empirical reasons. The WHO's 2019 ICD-11 

classification formalized what researchers had documented for decades: that chronic, unmanaged 

workplace stress produces a recognizable syndrome comprising emotional exhaustion, 

depersonalization, and reduced professional efficacy.4 

Hodkinson and colleagues' 2022 systematic review and meta-analysis established the career-level 

consequences of burnout with notable rigour.25 Their analysis confirmed that burnout is not 

merely subjective distress; it initiates an active process of professional disengagement physicians 

reduce clinical commitments, pursue early retirement, emigrate to less demanding systems, or 

exit medicine entirely at precisely the moment when most countries face physician shortages. 

Treating burnout as individually resolvable delays the systemic response that its scale demands. 

Bodendieck and colleagues' 2022 cohort study of German general practitioners offered an 

important positive finding: GPs reporting better WLB scored significantly lower on all three 

burnout dimensions and expressed greater motivation to remain in practice.26 This establishes 

WLB as a clinically significant protective factor against burnout, not merely a desirable 

employee benefit. Investment in physician WLB is therefore, in measurable operational terms, 

investment in workforce retention and patient care continuity simultaneously. 

3.2.5 Theme 5: Job Satisfaction and Workforce Retention 

The WLB–job satisfaction relationship in medicine is strong, consistent, and replicated across 

cultures, specialties, and career stages. Haar and colleagues' cross-national study found that 

WLB positively influenced job satisfaction, life satisfaction, and mental health across all 

participating countries, confirming the cross-cultural universality of this relationship.27 Ferreira 

and colleagues' validation in a corporate hospital context confirmed that 'work–family 

enrichment' the positive spillover from satisfying work into personal life predicts superior 

organizational outcomes even in commercially oriented healthcare settings.28 

The retention implications are substantial and direct. Humphries and colleagues found that 73% 

of Irish hospital doctors reported unsustainable work–home strain, identifying toxic rostering and 

lack of schedule control rather than compensation as the primary motivations for emigration.29 

The GMC's 2023 workplace experience survey found a majority of UK GPs struggling with 

workload and a significant minority actively seeking to leave the profession.30 Voltmer and 

colleagues' 2024 comparison found that German physicians in a more deregulated system 

reported substantially worse wellbeing than Norwegian counterparts benefiting from regulated 

hours and institutionalized social support.31 The policy implication for healthcare systems relying 

on market mechanisms to manage physician supply is unambiguous: without structural WLB 

protection, physician retention becomes a crisis. 

 

AHURI Final Report Journal | ISSN: 1834-7223 | Impact Factor: 5.7

Volume 19 Issue 3 2026 | Page No:46



3.2.6 Theme 6: COVID-19 as a Systemic Stress Multiplier 

The COVID-19 pandemic functions within the scope of this review not merely as historical 

context but as a natural experiment that exposed structural fragilities in physician WLB systems 

with unusual clarity. Wu and colleagues' prospective study of Chinese medical staff documented 

depression rates of 50.4%, anxiety at 44.6%, and insomnia at 34%, with frontline physicians 

bearing the heaviest burden.32 A 2020 US physician survey found that 65% of doctors reported 

the pandemic negatively impacted their burnout, citing PPE shortages, revenue loss, and the 

particular trauma of treating patients in isolation as compounding factors.33 

What the pandemic uniquely revealed was that the informal systems through which physicians 

had managed WLB school schedules providing childcare predictability, extended family 

networks, domestic routines depended on social infrastructure that the pandemic dismantled 

almost simultaneously with the escalation of clinical demands. Galbraith and colleagues 

documented that professional stigma created powerful institutional disincentives to 

acknowledging or seeking help, even as frontline doctors faced psychological trauma of clinical 

severity.34 Restauri and Sheridan drew a clinically important distinction: the pandemic 

introduced stressors constituting PTSD-level trauma moral injury from resource rationing, fear of 

infecting family members that require different intervention than conventional burnout 

programmes.35 

3.2.7 Theme 7: Cross-Cultural and Healthcare-System Variations 

Physician wellbeing is profoundly shaped by the healthcare systems within which doctors work 

national-level differences in system design translate directly into differences in WLB outcomes, 

largely independently of individual characteristics.36 

Voltmer and colleagues' 2024 comparison of Norwegian and German physicians found that 

structural differences in healthcare system design specifically, Norway's regulated duty hours 

versus Germany's more market-oriented model produced significantly different wellbeing 

outcomes despite broadly comparable clinical environments.31 OECD data reinforce this: shorter 

regulated working hours and stronger social support infrastructure consistently correlate with 

better WLB across all professional sectors.37 Medscape's 2019 global survey documented 

substantial national variation in burnout prevalence and coping: UK doctors most commonly 

reduce to part-time work; German doctors report highest depression rates; American doctors 

most frequently cite administrative burden.38 These differences reflect deliberate policy choices 

about how healthcare is organised, and they offer instructive models for countries including India  

in the process of structuring commercial hospital sectors. 

3.3 Critical Research Gaps 

Taken together, the synthesized evidence leaves several significant empirical questions 

inadequately addressed. Table 3 maps the six critical research gaps identified through this 
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systematic synthesis, each representing a substantive obstacle to evidence-based management 

and policy reform. 

Table 3. Critical Research Gaps Identified Through Systematic Synthesis 

Research Gap Nature of the Gap Supporting Evidence 

Gap 1 Indian 

Corporate 

Hospital Context 

No published research specifically examines 

WLB among specialist physicians in Indian 

corporate multi-specialty hospitals. Existing 

Indian studies are confined to government 

hospitals, primary care, or nursing staff 

populations and are not transferable to the 

corporate specialist physician context. 

Kumari et al., 2015; 

Pradhan, 2016; Anuradha 

& Pandey, 2016; Dyrbye 

et al., 2017 

Gap 2 Tier-II 

City Contexts 

Cities including Visakhapatnam, 

Coimbatore, and Indore are emerging as 

significant corporate healthcare hubs yet 

remain entirely absent from the WLB 

literature. Existing Indian research clusters 

around tier-I metropolitan cities or Western 

contexts, leaving regional corporate 

hospitals empirically invisible. 

Fernandes et al., 2017; 

Dousin & Collins, 2019; 

OECD, 2016 

Gap 3 

Multidimensional 

WLB 

Measurement 

Most reviewed studies operationalise WLB 

through single-item or proxy measures. A 

validated multidimensional instrument for 

specialist physicians — capturing time 

pressure, schedule control, organisational 

support, financial stress, and coping — has 

not been developed or validated in the 

Indian context. 

Greenhaus & Allen, 2015; 

Kalliath & Brough, 2017; 

Sirgy & Lee, 2018 

Gap 4 Financial 

Stress as Core 

WLB Dimension 

Financial stress is either omitted from WLB 

frameworks or treated as a background 

demographic variable. Its independent 

contribution to occupational distress — 

potentially co-equal with psychological 

burnout — has not been structurally 

modelled in Indian physician populations. 

Peckham, 2018; Voltmer 

et al., 2024; Physicians 

Foundation, 2024 

Gap 5 Unified 

Structural 

No published study in India has tested 

whether workload, job stress, financial 

Rodrigues et al., 2018; 

Hodkinson et al., 2022; 
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Research Gap Nature of the Gap Supporting Evidence 

Syndrome 

Modelling 

anxiety, WLB conflict, family support 

deficit, and organisational dissatisfaction 

constitute a unified syndrome or 

independent constructs. Confirmatory Factor 

Analysis and Structural Equation Modelling 

approaches are absent from the Indian 

corporate hospital literature. 

Bodendieck et al., 2022 

Gap 6 Specialty-

Wise WLB 

Differentiation 

The lifestyle–specialty distinction 

documented in Western residency contexts 

(surgical vs. diagnostic specialties) has not 

been empirically validated among attending 

specialist physicians in Indian corporate 

hospitals, where specialty determines hours, 

compensation, and commercial pressures 

simultaneously. 

Medscape, 2017; Dyrbye 

et al., 2017; AlHazemi & 

Ali, 2016 

Note. CFA = Confirmatory Factor Analysis; SEM = Structural Equation Modelling. All gaps are 

directly relevant to future research on WLB among specialist physicians in Indian corporate 

hospitals. 

4. DISCUSSION 

4.1 What the Evidence Tells Us 

Reading across 43 studies from a decade of research, several conclusions emerge that are not 

statistical abstractions but consequential realities with direct implications for how medical care is 

organized and delivered. 

First, WLB deficits among medical professionals are not marginal or exceptional  they 

characterize the normal experience of a substantial majority of the global medical workforce. 

When more than half of US physicians report burnout3 and nearly three-quarters of Irish hospital 

doctors describe work–home strain as unsustainable,29 these figures describe systemic design 

failure, not individual shortcoming. The healthcare organizations within which doctors work are 

structurally ill-equipped to sustain the wellbeing of the people who staff them. 

Second, the consequences extend well beyond physician welfare. Lemaire and Wallace's finding 

that burned-out physicians are significantly more likely to report suboptimal patient care 

practices39 and Hodkinson and colleagues' demonstration that burnout drives career exit25 
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together establish WLB as simultaneously a patient safety issue and a workforce sustainability 

crisis. Framing physician WLB purely as an employee welfare concern misrepresents both the 

urgency and the operational stakes. 

Third, the broad outlines of effective solutions are known. Regulated working hours, meaningful 

schedule flexibility, systematic reduction of administrative burden, gender-sensitive HR policy 

design, financial equity mechanisms, and organizational cultures that normalize self-care are all 

evidence-supported levers for improving physician WLB.21,31 What is predominantly lacking is 

the institutional will to implement these interventions  particularly in commercially oriented 

settings where the short-term costs of reduced physician productivity are more immediately 

visible than the long-term costs of burnout, attrition, and medical error. 

4.2 The Indian Corporate Hospital Research Gap 

The disparity between what the international literature knows about physician WLB and what is 

empirically known about India's corporate hospital context is, upon review, striking. India's 

corporate multi-specialty hospital sector  encompassing chains such as Apollo, Fortis, Manipal, 

and numerous regional operators  now employs hundreds of thousands of specialist physicians 

nationwide. These institutions operate under commercial pressures that layer additional demands 

onto clinical workloads: occupancy targets, consultant productivity metrics, insurance billing 

compliance, NABH accreditation requirements, and competitive market pressures. 

Yet the academic literature treating this context as its primary empirical focus is almost entirely 

absent. The Indian studies included in this review  Kumari (2015), Pradhan (2016), and 

Anuradha and Pandey (2016)  were conducted in government or general private hospitals with 

populations substantially different from the corporate specialist physician workforce.40,41,42 The 

specialist cardiologist or neurosurgeon working 60-hour weeks in a corporate hospital in 

Visakhapatnam, managing productivity-linked compensation and competitive accreditation 

pressures, remains empirically invisible in the current WLB literature. 

This invisibility is not merely an academic concern. Without an empirical evidence base, hospital 

administrators have no validated foundation for choosing among potential WLB interventions, 

and no reliable benchmarks against which to assess whether conditions have improved. The six 

research gaps identified in this review therefore constitute genuine practical obstacles to 

evidence-based hospital management and human resource development  not merely intellectual 

puzzles. 

 

4.3 Towards a More Complete Theoretical Framework 

AHURI Final Report Journal | ISSN: 1834-7223 | Impact Factor: 5.7

Volume 19 Issue 3 2026 | Page No:50



The evidence synthesized here also points to limitations in the dominant theoretical frameworks 

applied to physician WLB. Job Demands-Resources (JD-R) Theory43 and Conservation of 

Resources (COR) Theory44 are both valuable and applicable to healthcare but were not 

developed for the specific conditions of corporate hospital medicine. Neither framework 

adequately captures commercial productivity metrics as a driver of professional identity strain, 

the emotional labour of delivering serious diagnoses under time pressure, the particular financial 

pressures accompanying years of training investment in a competitive profession, or the 

specialty-driven heterogeneity in schedule control within the same institution. 

A more complete framework for WLB in Indian corporate hospitals would treat financial stress 

as a core, potentially co-equal dimension of occupational distress. It would account for specialty-

driven differences the WLB challenges of a corporate cardiologist and a corporate dermatologist 

are categorically different despite sharing an institutional context. And it would employ 

structural modeling methods capable of testing whether workload, psychological stress, financial 

anxiety, family conflict, and organizational dissatisfaction constitute a unified syndrome 

amenable to integrated intervention or independent problems requiring separate management 

approaches. 

4.4 Limitations 

This review has several limitations requiring acknowledgement. The search was conducted 

without independent duplicate screening, introducing potential selection bias. The inclusion of 

general WLB studies alongside healthcare-specific research introduces population heterogeneity. 

The preponderance of cross-sectional designs in the primary literature prevents causal inference. 

English-language publication bias may have led to underrepresentation of regional Indian or 

South Asian studies. And the rapidly evolving nature of post-pandemic physician wellbeing 

research means some recent evidence may not yet be captured in formal peer-reviewed form. 

5. CONCLUSION 

This systematic review has drawn together evidence from across a decade of global research to 

establish what is known and what is not about work–life balance among medical professionals, 

with particular focus on the Indian corporate hospital context. The central findings may be stated 

directly: workload is the primary structural driver of WLB deficits; female doctors carry a 

disproportionate total burden with partially gendered origins; organizational culture determines 

whether structural pressures become intolerable or manageable; burnout is both the dominant 

outcome and the primary warning signal; and healthcare systems that invest in physician 

wellbeing produce better-staffed, better-retained, and ultimately better-performing clinical 

services. These are not tentative findings they are robust, replicated, and increasingly urgent. 
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What is not yet known in any empirically rigorous form applicable to the Indian corporate 

hospital context is the precise dimensional structure of WLB in this population; the degree to 

which financial stress functions as an independent core dimension of distress; the patterns of 

WLB variation across specialties within corporate settings; and whether the multiple concurrent 

manifestations of occupational distress cluster into a unified syndrome amenable to integrated 

intervention or represent independent problems. These are the questions that the next generation 

of research in this field must prioritize. 

Physicians experiencing WLB strain in a corporate hospital are not facing a personal challenge 

amenable to better time management or enhanced individual resilience. They are navigating the 

structural consequences of how healthcare institutions have been designed and, in too many 

cases, not designed to support the professionals at the centre of their operations. Understanding 

and improving those structures, through rigorous empirical research and evidence-based policy 

reform, is both an ethical obligation and a practical necessity for the sustainable future of Indian 

healthcare. 

IMPLICATIONS FOR POLICY AND PRACTICE 

For Healthcare Regulators and Accreditation Bodies: Evidence-based maximum working hour 

standards for specialist physicians in Indian corporate hospitals should be established, drawing 

on Scandinavian models that have demonstrably improved physician wellbeing without 

compromising clinical care quality. 

For Corporate Hospital Leadership: Physician wellbeing  measured across multiple validated 

dimensions including schedule control, financial equity, organizational support, and 

psychological safety should be monitored as a core institutional performance indicator and 

reported at board-level governance. 

For Human Resource Management: Financial wellness programmes encompassing transparent 

merit-based compensation, professional expense support, and explicit recognition of effort–

reward equity should be integrated into physician wellbeing initiatives rather than treated as 

peripheral benefits. 

For Gender-Responsive Policy: Flexible rostering, accessible parental leave for all genders, 

backup childcare provision, and formal mentoring for female physicians in high-demand 

specialties are structural necessities, not optional welfare provisions. 

For Medical Education: Medical training institutions should embed WLB education and 

boundary-setting skills in formal curricula, building the professional self-awareness that clinical 

training consistently neglects. 
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For Future Research: India-specific empirical research on WLB in corporate hospital settings  

using validated multidimensional instruments, structural equation modeling, and longitudinal 

designs  is urgently required to generate the evidence base that informed policy reform demands. 
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