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Abstract

Family medicine residents are at risk for burnout due to extended work hours, lack

of control over their work schedule, and challenging work situations and environ-

ments. Building resiliency can prevent burnout and may improve a resident’s quality of

life and health behavior. This report describes a program designed to build resiliency,

the ability to bounce back from stress, in family medicine residents in a medium sized

U.S. residency training program. Interactive sessions emphasized building self-aware-

ness, coping skills, strengths and meaning in work, time management, self-care, and

connections in and outside of medicine to support resident well-being. System

changes which fostered wellness were also implemented. These changes included

increasing the availability of fresh fruits in the conference and call room, purchasing an

elliptical exercise machine for the on call room, and offering a few minutes of mind-

fulness meditation daily to the inpatient residents. Results to date show excellent

acceptance of the program by trainees, increased consumption of nutritious foods,

more personal exercise, and self-reported decreased overreactions to stress.

Resiliency programs can effectively serve to meet accreditation requirements while

fostering residents’ abilities to balance personal and professional demands.
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Conceptual background

Medical residency is a high stress period during which resident physicians
work long hours, have high responsibility and little control over their day.1

Taken together these stressors predispose residents to an elevated risk for
decreased well-being, distress and burnout, the triad of emotional exhaustion,
depersonalization and cynicism, and a reduced sense of personal accomplish-
ment resulting in significant psychological distress.2 Distress and burnout are
associated with absenteeism, medical errors, and may lead to the emergence
of mood and anxiety disorders.1,3,4 Factors in residency training that may
increase the risk for burnout in resident physicians include competing time
demands, lack of control, high responsibility, low team support, excessively
challenging work situations and environments, low confidence, and interper-
sonal conflict.1,5–7

The prevalence of burnout in resident physicians has been described as higher
than medical students and practicing physicians, ranging from 27% to 75%.5,8

Internship year is a particularly high-risk time for burnout especially during high
demand rotations and in the latter half of the year.1,6 Parenting and being female
have been considered factors that elevate the potential for burnout but recent
research suggests that parenting may provide a protective factor, and women
may not be at as high of a risk as previously found.7 Residents from U.S. med-
ical schools have higher risk of burnout from depersonalization and emotional
exhaustion when compared with international medical graduates.7

The implementation of duty hour limitations appears to have lowered symp-
toms of burnout; however, this intervention does not address all sources of
distress and burnout.5 In a study of family medicine residents following the
implementation of duty hours, 14%–24% scored high in elements of burnout
and 23% scored in a range consistent with a risk for clinical depression.9

Burnout correlated with high levels of perceived stress, depression, and alcohol
use, whereas behaviors associated with well-being were restful sleep and physical
activity. Unfortunately, wellness behaviors (physical activity, restful sleep,
healthy eating) were uncommon (20%–25%).

A critical question facing medical educators is whether the focus of interven-
tion with resident physicians is to prevent burnout or to promote wellness and
resilience. This report strongly advocates the latter while recognizing that the
culture of medicine emphasizes selflessness and deferral of personal needs for the
good of patients. For example, the United States Accreditation Council for
Graduate Medical Education (ACGME) requires resident physicians achieve
competence in six major domains: Medical Knowledge, Patient Care, Practice-
based Learning and Improvement, Interpersonal and Communication Skills,
Professionalism, and System Based Practice. One requirement included in
professionalism is that ‘‘residents are expected to demonstrate responsiveness
to patient needs that supersedes self-interest.’’10
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Specific milestones included in the family medicine competencies include the
expectation that resident physicians engage in activities that support their ‘‘emo-
tional, physical, and mental health’’ and that residents are expected to ‘‘pursue
continual personal and professional growth.’’11 Residents are expected to
acquire the skills and abilities to balance their well-being with those of the
patient, recognize signs of fatigue and impairment in oneself and others, and
apply the principles of physician well-being to their patient care. These accredit-
ation requirements signify the emergence of a culture shift in the institutional
structure of medical education.

Nedrow et al.12 created a framework for linking the cultural norms of medi-
cine that lead to burnout with potential interventions that promote resiliency.
One example in their framework addresses the cultural norm of providing service
which can result in compassion fatigue. They suggest that teaching skills of
cognitive reframing, appreciation, and gratitude may help the physician avoid
burnout and promote resiliency. Other medical cultural norms identified in their
model are excellence, curative competence, and compassion, all of which can
lead to emotional exhaustion, ineffectiveness, cynicism, and depersonalization
when overemphasized. Intervention strategies that balance overinvestment in
those norms and foster resilience include mindful self-compassion, self-aware-
ness, listening, connection with others, and periods of silence.

A fundamental component of wellness is resiliency, the ‘‘ability of an individual
to respond to stress in a healthy, adaptive way such that personal goals are achieved
at minimal psychological and physical cost.’’13 It once was thought of as an inher-
ited, stable personality trait, but recent research suggests that this characteristic can
be enhanced through the acquisition of specific skills.12–16 Practicing physicians
who demonstrate resilience have a better sense of well-being, provide a better qual-
ity of care, and contribute to an overall decrease in health-care costs.4

Resiliency has three essential components: insight, self-care, and values.12 The
component of insight includes learning to be self-aware, to accept limits and
errors, to acknowledge uncertainty, and to problem solve. Additionally,
developing insight means to self-regulate, identify physiological reactions and
learn to manage them in order to diminish the effects of stress. Self-care begins
with engagement and finding ways to nourish the self in the midst of tough
situations. It includes learning to set boundaries and obtaining support both
from individuals within and outside the health-care system where the resident
is employed. The component of values addresses finding meaning and purpose in
one’s work and personal life, appreciating the good things in medicine and in
life, and, for some resident physicians, nurturing their spiritual life.

Curriculum development

Few outcome studies focus on interventions to prevent burnout and promote
resiliency during residency training. This report describes a curriculum designed
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to improve resident physicians’ resiliency skills, quality of life, and health
behavior while decreasing burnout and general psychological distress. It
describes the initial results of an investigation of intervention efforts to improve
resident resiliency and well-being. The study was completed at the University of
Toledo Family Medicine Residency which has 12 family medicine resident phys-
icians and serves a suburban patient population in the Midwestern United
States. The study was approved by our university Institutional Review Board
and was identified as an expedited study.

Residents were required to attend educational sessions but could opt out of
the data collection portion. The resiliency program was created based on a lit-
erature search related to major risk factors associated with physician burnout
and characteristics of well and resilient residents and physicians. Additionally,
the authors relied on seven years of experience implementing a wellness program
for medical students.17,18

A preassessment was conducted through group discussion in order to best
understand the residents’ needs to support their well-being on an individual and
systems level. On an individual level, residents identified wanting to build self-
awareness, learn specific stress management skills, improve their health behavior
(particularly nutrition and physical activity), and learn effective time manage-
ment. On a system level, the residents wanted increased support and social
activities, a team approach to problem solving, and redistribution or increased
resources related to wellness-related activities. From this assessment, the resili-
ency curriculum became more than a curriculum; it was about building a pro-
fessional culture of wellness and resiliency.

A series of interactive, experiential sessions were designed based on a review
of the resiliency/well-being literature specific to residents and physicians.12–22

The authors designed each session to be congenial and supportive. Table 1
lists the session topics and provides a brief description for each section.

The sessions emphasized concepts such as identifying personal and profes-
sional values, improving self-awareness, balancing and prioritizing professional
and personal time, using values to improve time management, maintaining sup-
portive professional and personal relationships, and learning effective relaxation
strategies. Positive psychology and mindfulness principles formed a foundation
for the culture of wellness and included increasing positive connections,
perceived control, finding meaning in work and personal life, acceptance of
challenges and changes, and slowing down to be present in the moment.

Prior to the first session residents completed a confidential health risk apprai-
sal (HRA) which was scored off site. This tool was utilized to focus on the self-
care element of resiliency. The HRA provided each resident physician a Wellness
Score and described their strengths and areas of potential growth related to their
physical and emotional health. Preventive physician visits and screens were a
large part of the HRA, and caring for their own medical needs was emphasized.
Additionally, residents and faculty were paired with peer health partners to help
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them achieve any goal that they set for the year. The HRA was also given at the
end of the academic year to allow the residents to determine if they have made
improvements.

System changes that occurred on an ongoing basis included a daily 1- to 2-
min mindfulness meditation for those on the inpatient rotation before table
rounds. These meditations were prerecorded by the authors onto an mp3
player and kept in the conference room at the hospital. Additionally, medita-
tions were included before didactic sessions when the author was presenting at
conference time.

Meetings with the resident physicians included resiliency and wellness topics
such as how to schedule residents’ medical appointments, changes in rotation
schedules that would decrease resident stress, and methods for focusing on grati-
tude and positive events. A jumbo wall calendar of the two upcoming months
was updated for all residency social events, community and personal events.
Additionally, residents and faculty created and presented a personal or family
life map during a monthly residency meeting. Each life map ended with the
vision of the ideal self.23 The ideal self is what each resident imagined how
their medical practice and personal life would become followed by an honest
assessment of how far their current day-to-day life is from the dream.

Health needs were addressed by placing an elliptical machine in the call room
to make physical activity more available particularly to residents while on call.
Fruits and vegetables were also provided on most weeks in the Family Medicine
Center conference room or the hospital call room to make healthier options
available. A healthy cooking session occurred where the residents all created
two meals for themselves and were given helpful hints about healthy, quick
cooking ideas by a chef and registered dietitian. Furthermore, e-mails, phone
applications, and texts were used throughout the year to reinforce the principles
learned and discussed during the sessions.

Building a resiliency program consists of acknowledging what each resident
brings to the residency and that they are capable people. Each resident physician
comes to the program as an individual from diverse parts of the world and they
become part of the family medicine residency. Resident physicians bring their
skills, work ethic, dedication to patients, motivation, self-discipline, and their
goals and dreams. Building a resiliency program assumes that a foundation
already exists so what will be taught builds on present capacity.

For a first year resident coming to a new clinical environment and geo-
graphic region, a reassessment of personal strengths and liabilities is necessary
and each were encouraged to identify their strengths as part of a personal and
professional growth process. It was important to determine what kept them
grounded and healthy during medical school and what skills and resources
they rely on in times of stress. Residents identify the essential elements of
their well-being but must be prepared to make adjustments in order to main-
tain emotional health.
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Performance to date

Two family medicine residency programs are currently involved in this program,
an intervention group with 10 residents and a control group with 13 residents.
The control group residents are receiving the LIFE Curriculum24 mandated by
the family medicine residency. The effectiveness of the resiliency program is
ongoing and undergoing evaluation through standardized, validated psycho-
logical inventories and data from the HRA. The psychological inventories
include the Connor-Davidson Resilience Scale,25 the Professional Quality of
Life Scale,26,27 the Maslach Burnout Inventory.2 All instruments have proven
psychometric properties, have been used in intervention studies, and assess
health behavior, resiliency, quality of life, and burnout. Data was collected at
the beginning of the academic year and quarterly with the final assessment at the
end of the academic year.

The majority of the resident physicians at both sites are international medical
school graduates. Their initial scores on the Maslach Burnout Inventory revealed
that 22% rated themselves high in emotional exhaustion, 9% had levels of deper-
sonalization in the high range, and 48% rated themselves low in personal accom-
plishment. About half rated themselves as being low in perceived competence or
having little success in their work. Compared to most Americans, the residents
scored lower on a resiliency scale and approximately the mean on scales of
Compassion Satisfaction, Burnout, and Secondary Traumatic Stress (2).

Strengths identified among their health behaviors were that most did not
smoke cigarettes or drink alcohol regularly, most reported having strong rela-
tionships in their life, and most ate high fiber foods multiple times a day. Health
behaviors that were of concern included obtaining less than 6 h of sleep a night
and exercising less than once a week. Many did not know their blood pressure or
cholesterol levels, and most ate fatty food every day. Overall, resident physicians
in this investigation put their learning and patient needs above their personal
well-being, sacrificing sleep, health-care appointment keeping, good nutrition,
and regular exercise.

The residents in the intervention group have evaluated the resiliency sessions
as very useful with an average rating of 9.25 on a 1–11 ascending scale.
Indications of the success of the program included resident physicians emailing
photos of the inpatient group meditating, boasting about their progress in
increasing their physical activity, and asking for further mindfulness meditation
training. Qualitative feedback about the program includes comments such as, ‘‘It
just feels nice to know that the faculty really cares about our well-being,’’ ‘‘We
really appreciate the fruit and veggies and exercise machine,’’ ‘‘Being more
relaxed helps me think better,’’ and ‘‘I plan to try to memorize good moments
and use them for difficult times.’’

The support of the entire residency team, program director, coordinator,
faculty, and residents has been critical to the success of this resiliency program.
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A supportive atmosphere is conducive to growth on a psychological and educa-
tional level. Further, it is critical to tailor and adapt recommendations from the
literature to meet unique program characteristics. The major challenge to imple-
menting our wellness and resiliency interventions has been the difficulty schedul-
ing all residents at the experiential sessions. While these sessions are mandatory,
residents miss sessions due to rotations, vacations, and sickness. It has been
necessary to schedule alternative sessions for those residents but logistical bar-
riers are significant.

Generalization

The wellness and resiliency curriculum described in this report is sufficiently
broad and universal that it can be adapted in most family medicine and other
specialty residencies. Current ACGME requirements strongly support the devel-
opment of such programs.

System-based and individual interventions must be addressed if wellness and
resiliency programs are to be effective.5,22 System-based interventions begin with
a supportive, congenial, and positive team culture that openly values resiliency
practices. Availability of healthy food and exercise equipment, increasing oppor-
tunities for rest, specifically addressing workload concerns, increased control,
mentoring, adopting an employee assistance program, and providing opportu-
nities for building resiliency are some strategies that systems can support.5,6,22

Key elements for building individual resiliency programs include fostering
self-awareness, mindfulness and acceptance, value identification, spirituality,
balance, time/energy management, setting limits, engagement, and learning
effective communication strategies.5–9,12–22 Self-awareness and mindfulness can
be enhanced through formal or informal mindfulness exercises, Balint Groups,
journaling, and reflective questioning. Acceptance training teaches an attitudinal
shift that can be modeled by supervising physicians who acknowledge that phys-
icians are human, have limits, face uncertainty, and make medical errors.
Identifying one’s values, including spiritual values, and balancing one’s life by
prioritizing these values is essential to teach resident physicians how to manage
time and energy effectively. Setting limits and boundaries, finding time to sleep,
eat well, play, and exercise is a struggle for many resident physicians but can be
role modeled by practicing physicians. Teaching resident physicians how to
communicate effectively and mindfully can improve their ability to process
and cope with difficult situations.

A needs assessment is critical before adapting any of the above-noted com-
ponents of a wellness-resiliency program. It is important to design a curriculum
which is guided by the literature but remains flexible and personalized to meet
the needs of the residency setting. Without assessing the specific needs of a
resident physicians group, it may be difficult to engage residents or prevent
minimization or resistance.
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