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BACKGROUND AND OBJECTIVES: Residents’ stress and burnout
is a concern among family medicine residency programs. Our ob-
jective is to assess stress management options available to fam-
ily medicine residents.

METHODS: In 2012, the Council of Academic Family Medicine
Educational Research Alliance (CERA) e-mailed a survey to US
residency directors. Questions were asked on four types of stress
management programming (SMP): (1) access to counselors, so-
cial workers, or mental health providers, (2) residency support or
Balint groups, (3) stress management lectures or workshops, and
(4) residency retreats. We assessed how many programs contained
all four types of SMP and their relationship to the following topics:
stress management techniques for patients, spirituality, mind/body
techniques, and self-care for residents.

RESULTS: Of the 212 responses, 29% reported having all four
types of SMP. Eighty-three percent reported stress management
lectures or workshops, and 79% reported residency retreats. Small-
er and mid-size residencies (36%) and residencies in the West
(36%) were more likely to have all four types of SMP. There was a
correlation between having didactics, clinical rotations, and elec-
tives on stress management techniques for patient care and hav-
ing stress management lectures or workshops for residents. There
was statistical significance between having resident self-care cur-
riculum and (1) having retreats and (2) stress management lec-
tures or workshops.

CONCLUSIONS: It is necessary to evaluate whether residency pro-
grams are providing appropriate stress management skills for resi-
dents that will improve physician wellness and patient outcomes.

(Fam Med 2015;47(4):272-8.)

dency is marked with increased
stress levels.!? Sleep depriva-
tion, long work hours, increasing

I t is well researched that resi-
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complexity of patient health issues,
debt, and high levels of responsibility
all affect resident mental and phys-
ical health.*® Decreased resident

well-being and increased prolonged
stress during postgraduate years
leads to depression and burnout
among residents.*® In a survey dis-
tributed to first-year family medi-
cine residents, researchers found
that 23% of residents scored in a
range consistent with depression
risk, 14% scored in the high emo-
tional exhaustion range, and 24% in
the high depersonalization range.!
In one study, 76% of internal med-
icine residents met the criteria for
burnout.® To assess the state of fam-
ily medicine residency programs in
addressing resident stress, this pa-
per reviews the current state of im-
plementation of stress management
services and programming in family
medicine residency.

When physicians pay less atten-
tion to their well-being and stress
management, patients become at
risk for medical errors related to
physician burnout.!*'? For example,
a study found that resident fatigue
and stress is associated with self-
perceived medical errors among
internal medicine residents.!*!3
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Consequences of decreased resident
well-being can influence patients di-
rectly as well as job performance.*
Physicians who are stressed may ex-
hibit hostility toward patients and
have difficult relationships with co-
workers.?® Burnout is also related
to low job satisfaction, high rates
of absenteeism, and job turnover.?®
By consistently providing physician
stress management skills, appropri-
ate mental health support, and re-
silience training, residency programs
can optimize physician performance
and decrease medical errors.®

The Accreditation Council for
Graduate Medical Education
(ACGME) requires that residency
programs make assistance servic-
es available for residents to address
stressors.’ Traditionally, in residen-
cy settings, stress management has
been reinforced through the use of
assistance programs such as Balint
groups, mental health providers, sup-
port groups, and residency retreats.’

In addition to assistance services,
little is known about the other types
of stress management programming
offered in family medicine residen-
cies, the characteristics of these pro-
grams, and if this programming is
consistent throughout the United
States. In this study, family medi-
cine residency program directors
were surveyed to assess the types
of stress management programming
available to residents. We hypoth-
esize that programs that promote
stress management techniques for
patients will have stress manage-
ment available for residents as well.

Methods

An online survey, sponsored semi-
annually by the Council of Academ-
ic Family Medicine Educational
Research Alliance (CERA) was dis-
tributed, through Survey Monkey, to
a national sample of 431 residency
directors via email. The contact list
for the survey was generated using
the Society of Teachers of Family
Medicine (STFM) residency director
database. Those on the target popu-
lation list for the survey were sent
an initial announcement and two
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reminders on March 23, 2012 and
April 18, 2012. Of those who received
it, 212 responded, for a response rate
of 49.1%. General survey questions
assessed demographic characteristics
of the residency program: region of
program, size of community served,
total number of residency spots, type
of hospital, number of non-US grad-
uates, and age of program in years.

Stress Management Program-
ming (SMP) Questions

We asked “Do you currently provide
any of the following stress manage-
ment programs to your residents?”
We also asked specifically about
access to mental health providers,
support or Balint groups, stress
management lectures or work-
shops, or residency retreats. In ad-
dition to the above four types of
programming, we asked if residen-
cies provided teaching in the fol-
lowing curriculum domains: stress
management techniques for patients,
spirituality, mind/body techniques
(yoga, deep breathing, and medita-
tion), and self-care for residents in
the form of didactics, clinical rota-
tions, and electives and the amount
of time spent in each activity (num-
ber of hours). We were interested in
spirituality since it can be used for
stress relief and is often ingrained in
interactions with patients as well as
a physician’s personal life.5” Clini-
cians have noted the need for more
research on spiritual care.’® Mind-
body techniques are also often used
by residents for stress relief.®

Statistical Analyses

We used descriptive statistics in-
cluding chi square tests using SAS-
TM software (Version 9.1, Cary, NC:
SAS Institute). We categorized vari-
ables as follows: number of non-
US graduates, region of program
(Northeast, South, Midwest, West),
size of community served (less than
75,000, 75,000-150,000, 150,000—
500,000, and more than 500,000), to-
tal number of residency slots (0-19,
20-29, 30+), type of hospital (univer-
sity based, community based, uni-
versity affiliated, community based
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non-affiliated, military/other), and
age of program (0—20 years, 21-35
years, 36—40 years, 41+ years).

For each type of teaching method
(didactics, clinical rotations, and elec-
tives), we had an additional variable:
those that included all three teach-
ing methods (didactics AND clinical
rotations AND electives).

The overall survey administered
by the CERA administrators was
approved by the Institutional Re-
view Board of the American Acade-
my of Family Physicians. The survey
analysis was approved by the Insti-
tutional Review Board of Boston
University School of Medicine.

Results

There were 212 residency directors
who responded to the survey. Ta-
ble 1 describes the characteristics
of the residency programs. Ninety-
eight percent of programs reported
providing access to counselors, social
workers, or mental health providers.
Ninety-seven percent of programs in-
cluded residency support groups or
Balint groups. Eighty-three percent
of programs reported stress manage-
ment lectures or workshops, while
79% reported incorporating residen-
cy retreats into their programs. Only
29% (n=61) reported offering all four
types of SMP. Smaller and mid-size
residencies (36%) and residencies in
the West (36%), community-based
university-affiliated residencies
(63%) were more likely to have all
four types of SMP.

Table 2 reports the number of pro-
grams that devote no time or greater
than 25 hours for each curriculum
domain related to stress cross-
referenced with the available SMP
for residents. Among programs who
provided access to residency sup-
port groups or Balint groups, 2% of
programs (n=5) offered more than
25 hours of education dedicated to
mind-body techniques.

In Table 3, we report teaching op-
tions (didactics, rotations, electives)
by individual SMP availability for
residents. There was a strong rela-
tionship between having didactics,
clinical rotations, and electives on
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Table 1: Stress Programs for Residents by Characteristics of Residency Programs

Stress Management
Access to Lectures or
All Four Types Counselors, Workshops
of Stress Social Workers, Residency (Mindfulness,
Management | or Mental Health | Support Groups Exercise, Patient Residency
Options Providers or Balint Groups Communication) Retreats
Demographics n (%) n=61 n=207 n=205 n=175 n=167
Region of program
Northeast 46 (22) 16 (25) 45 (22) 46 (23) 37 (22) 34 (21)
South 45 (22) 8(13) 43 (21 44 (22) 35 (21) 30 (18)
Midwest 56 (26) 17 (27) 55 (27) 53 (26) 46 (27) 46 (28)
West 61 (29) 23 (36) 60 (30) 58 (29) 53 (31) 53 (33)
Missing 4(2)
Size of community
served
Less than 75,000 62 (29) 16 (24) 62 (30) 58 (28) 55 (31) 46 (28)
75,000 to 150,000 46 (22) 18 (27) 44 (21) 46 (23) 37 (21) 41 (25)
150,000 to 500,000 44 (21) 11 (16) 43 (21) 43 (21) 32 (18) 32 (19)
More than 500,000 59 (28) 22 (33) 57 (28) 57 (28) 51 (29) 47 (28)
Total number of
residency slots
0-19 85 (40) 24 (36) 81 (39) 80 (39) 70 (40) 62 (37)
20-29 79 (37) 24 (36) 79 (38) 77 (38) 66 (38) 67 (40)
30+ 48 (23) 19 (28) 47 (22) 48 (23) 39 (22) 38 (23)
Type of hospital
University based 37 (17) 13 (19) 37 (18) 37 (18) 31 (18) 28 (17)
Community based, 139 (66) 42 (63) 135 (65) 134 (65) 115 (66) 110 (66)
university affiliated
Community based, 22 (10) 8 (12) 21 (10) 21 (10) 16 (9) 17 (10)
non-affiliated
Military/other 14 (7) 4 (6) 14 (7) 13 (6) 13 (7) 12 (7)
Number of non-US
graduates
1 110 (52) 40 (60) 108 (53) 106 (53) 93 (54) 97 (59)
2 27 (13) 8(12) 26 (13) 26 (13) 24 (14) 18 (11)
3 32 (15) 8(12) 32 (16) 30 (15) 26 (15) 23 (14)
4 39 (18) 11 (16) 37 (18) 39 (19) 29 (17) 26 (16)
Unknown 4 (2)
Number of years
training has been
around
0-20 53 (25) 19 (28) 53 (26) 49 (24) 46 (26) 41 (25)
21-35 47 (22) 14 (21) 45 (22) 47 (23) 39 (22) 42 (25)
3640 70 (33) 19 (28) 68 (33) 67 (33) 59 (34) 51 (31)
41+ 40 (19) 15 (22) 39 (19) 40 (20) 30 (17) 32 (19)
stress management techniques for between having all three types of Discussion

patients and having stress manage-
ment lectures or workshops available
for residents (P=.016). We also found
that there was a strong relation-
ship between having all three types
of spirituality curriculum domains
and having all four types of SMP
available to residents (P=.025). In
terms of incorporation of mind-body
techniques, we found an association
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mind-body curriculum domains
and having all four types of SMP
(P=.007). Finally, there was statisti-
cal significance between having all
three types of self-care activities for
residents’ curriculum domains and
having residency retreats (P=.027)
and stress management lectures or
workshops (P=.011).

Although the ACGME has limited
work hours for residents to 80 hours/
week and mandates resident assis-
tance programs, stress and burn-
out still remain a problem for some
residents.!® Our survey reports the
current implementation of other
stress management programming
into family medicine residencies. We
found that 29% of family medicine
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Table 2: Amount of Time Spent for Stress-Related Residency Activities

Stress Management
Access to Counselors, Residency Lectures or Workshops
Social Workers, or Support Groups (Mindfulness, Exercise, Residency
Mental Health Providers | or Balint Groups Patient Communication) Retreats
Stress Management Options n=207 n=205 n=175 n=167
Stress management techniques
for patients
None 8(2) 8 (4) 8 (5) 7(4)
>25 hours 8 (2) 8 (4) 8 (5) 7(4)
Spirituality
None 40 (19) 40 (20) 37 (21) 30 (18)
>25 hours 5(2) 5(2) 5(3) 5(3)
Mind/body techniques (yoga,
deep breathing, meditation)
None 47 (23) 46 (22) 35 (20) 38 (23)
>25 hours 5(3) 5(2) 5(3) 4(2)
Self-care for residents
None 2 (2) 2D 2D 2
>25 hours 28 (14) 28 (14) 28 (16) 24 (14)

residency programs are reporting
inclusion of all four types of SMP.
Smaller and mid-size residencies
(36%) and residencies in the West
(36%) were more likely to have all
four types of SMP. Most residen-
cies report providing access to men-
tal health counselors and access to
support groups or Balint groups.
Eighty-three percent reported stress
management lectures or workshops,
and 79% reported having residency
retreats.

Recent studies show that being
a resident/fellow is associated with
increased odds of burnout.??! It is
unclear whether today’s offerings
of stress management curriculum
and assistance services provided by
family medicine residencies optimize
patient care by preventing resident
burnout. For instance, Hurst et al
in qualitative interviews found that
residents without strong team sup-
port, poor orientations to their pro-
gram, and few learning opportunities
often have lower well-being than
those with strong supportive pro-
grams.*

In the first analysis of the preva-
lence of US Balint groups, research-
ers found that about half of family
medicine residencies offered groups
described as Balint groups.?? We
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found that 97% of residency pro-
grams reported having support or
Balint groups available to residents;
however, it is unclear whether these
groups are effective in addressing
resident burnout. Evidence for Balint
group effectiveness is mixed. One
study found that there was no asso-
ciation between Balint group work
and physician empathy or overall
work satisfaction.?? Another study
examining oncology residents found
that burnout scores decreased and
that communication skills were im-
proved among the residents follow-
ing a Balint group intervention.?*
Resident support groups are proven
successful in assisting residents to
reduce burnout and identify feelings
associated with residency stressors.?

Access to mental health servic-
es has been an important resource
for residents.?® Our analysis found
that 98% of programs reported ac-
cess to counselors. While it is un-
clear how many residents actually
utilize the mental health workers,
it has been shown that confidenti-
ality and privacy are two issues of
paramount importance to residents
that may influence whether these
services are used by residents.?” In
addition, many residents seek men-
tal health services outside of their

training institution, thus it may
be difficult to assess utilization of
mental health services by residents
due to privacy concerns. Residents
in general lack comprehensive and
confidential medical care and often
ignore personal health problems.?
Residency programs need to under-
stand the barriers that prevent res-
idents from accessing private and
appropriate mental health care.

We found a high percentage of res-
idency programs that reported offer-
ing stress management programs;
however, there is little data to sup-
port whether these programs work.
One study found that eating nutri-
tiously, spending time with family,
pursuing continuing medical edu-
cation, and learning to value the
doctor-patient relationship were
strategies for reducing personal and
occupational burnout.? However, a
systematic review of interventions to
combat resident burnout found that
few quality interventions exist to ad-
dress such a significant problem.°
Additionally, there has been inade-
quate research to guide residency di-
rectors in the curriculum design of
stress management programs and
curriculum.?

As residents often recommend ad-
equate rest and stress management
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Table 3: Stress-Related Domains by Stress Management Programs for Residents

Access to Residency Stress Management
All Four Types Counselors, Social Support Lectures or Workshops
of Stress Workers, or Mental Groups or (Mindfulness, Exercise, Residency
Programming Health Providers Balint Groups | Patient Communication) Retreats
Stress Management
Programming n=67 n=207 n=205 n=175 n=167
Curriculum about stress
management techniques
for patients
Didactics 54 (81) 161 (78) 160 (78) 145 (83) 128 (77)
P=.330 P=.012 P=.009 P<.0001 P=.878
Clinical rotations 46 (69) 127 (61) 127 (62) 111 (63) 105 (63)
P=113 P=.382 P=114 P=.094 P=.2445
Electives 26 (39) 62 (30) 61 (30) 57 (33) 54 (32)
P=.038 P=.325 P=.676 P=.021 P=.057
Any of the three 67 (100) 191 (92) 190 (93) 166 (95) 156 (93)
P=.003 P=.059 P=.015 P=9.007 E-04 P=.070
All three 18 (27) 42 (29) 42 (20) 40 (23) 35 (21)
P=.080 P=.586 P=.349 P=.016 P=.420
Spirituality
Didactics 42 (63) 114 (55) 114(56) 100 (57) 96 (57)
P=.077 P=.020 P=.004 P=.032 P=.037
Clinical rotations 25 (37) 69 (33) 68(33) 64 (37) 56 (34)
P=.366 P=1.000 P=1.000 P=.017 P=.759
Electives 23 (34) 51(25) 51 (25) 50 (29) 46 (28)
P=.024 P=1.000 P=1.000 P=.003 P=.049
Any of the three 53 (79) 153 (74) 153 (75) 134 (77) 127 (76)
P=.181 P=.122 P=.016 P=.014 P=.063
All three 12 (18) 23 (11) 23 (11) 23 (13) 20 (12)
P=.025 P=1.000 P=1.000 P=.017 P=.422
Mind/body techniques
(yoga, deep breathing,
meditation)
Didactics 41 (61) 109 (53) 106 (52) 101 (58) 91 (54)
P=.053 P=.026 P=715 P<.0001 P=.084
Clinical rotations 29 (43) 60 (29) 60 (29) 57 (33) 51 (31)
P=.002 P=1.000 P=.676 P=.008 P=274
Electives 32 (48) 73 (35) 73 (36) 66 (38) 64 (38)
P=.008 P=.660 P=.426 P=.062 P=.044
Any of the three 55 (82) 144 (70) 143 (70) 131 (75) 119 (71)
P=.005 P=.176 P=.208 P<.0001 P=.148
All three 15 (22) 28 (14) 27 (13) 27 (15) 25 (15)
P=.007 P=1.000 P=1.000 P=.035 P=.144
Self-care for residents
Didactics 63 (94) 191 (92) 187 (91) 168 (96) 157 (94)
P=.300 P=.006 P=.487 P=3.125 E-06 P=.007
Clinical rotations 37 (55) 99 (48) 100 (49) 88 (50) 86 (52)
P=.133 P=1.000 P=122 P=.094 P=.030
Electives 22 (33) 51 (25) 52 (25) 49 (28) 46 (28)
P=.056 P=1.000 P=.198 P=.011 P=.049
Any of the three 64 (96) 196 (95) 193 (94) 169 (97) 160 (96)
P=.759 P=.031 P=.362 P=.002 P=.035
All three 18 (27) 44 (21) 44 (22) 42 (24) 40 (24)
P=.136 P=.586 P=.349 P=.011 P=.027

276 APRIL 2015 - VOL. 47, NO. 4 FAMILY MEDICINE



for their patients, it is imperative
that they follow their own advice.
In our analysis, we found a strong
association between having pro-
grams with various options to learn
about stress management for pa-
tients (didactics, clinical rotations,
and electives) and having stress
management lectures or workshops
available for residents. These results
highlight the need to understand
why clinicians have difficulty fol-
lowing their own recommendations.
Addressing stress by focusing on
improving overall wellness or mind-
fulness has been a growing concept
among residency program research.’!
One intervention revealed that res-
idents could reduce exhaustion by
incorporating a meditation-based
method into breathing.?? Another
residency developed a program that
provides resources for residents and
their families about health-related
topics, including stress.®* A mindful-
ness-based training course for pri-
mary care providers has also been
found effective in reducing burnout,
depression, anxiety, and stress.34%
There are several limitations to
our analyses. First, our sample size
only represents 50% of all family
medicine residency program direc-
tors. This leaves the opportunity for
selection bias to occur, if respondents
were from programs with stress
management programs. In addition,
we were limited in the amount of
questions we were able to ask. Thus,
we were unable to have open text op-
tions to allow for residency directors
to write in other types of relaxation
techniques available. Each residency
program may teach stress manage-
ment techniques differently and may
include an experiential component
for their residents; however, we were
unable to allow residency directors
to input free text. Also, when asking
about time spent on stress manage-
ment activities, we are unable to as-
sess how the number of hours spent
on each programming is distributed
throughout the residency and wheth-
er more hours are spent during the
first year or in subsequent years. An-
other limitation is that while some
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residencies may provide SMP op-
portunities, we are unable to assess
how many residents access these
programs and whether these pro-
grams benefit the residents. Lastly,
we are measuring a report from res-
idency directors and not looking at
the outcomes of differences in stress
levels based on the services avail-
able. Therefore, we don’t know if the
programming is correlated with out-
comes, we only know it is correlated
with services for residents, and there
may be some demographics that are
associated. More research is needed
to understand resident utilization of
stress management options to guide
allocation of resources that promote
stress management.

Conclusions

To foster a productive workforce im-
mune to burnout, it is necessary to
evaluate whether our residency pro-
grams are providing the right type
and adequate amount of SMP. Fol-
lowing the ACGME guidelines, most
programs included access to coun-
selors and residency support groups,
while not as many programs had
residency retreats and workshops
available. It is unclear, however,
if these techniques have been rig-
orously evaluated in today’s busy
residency settings. Having diverse
opportunities for stress management
not only improves the overall qual-
ity of a program but also improves
the individual self-care practices
that each resident can partake in.
As more residents enter postgradu-
ate education, residency programs
must promote consistent wellness
that can improve individual resident
productivity and health as well as
the health of patients.
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