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Perspective

Residency training in the United 
States appears to have negative effects 
on the health and well-being of trainees. 
Burnout and depression are quite 
prevalent among residents—higher than 
in college graduates who are of similar 
age.1 Burnout is a maladaptive syndrome 
that results from chronic work stress. In 
physicians, burnout is characterized by 
feeling emotionally depleted (emotional 
exhaustion) and/or having a distant or 
uncaring attitude toward patients and 
work (depersonalization or cynicism).2,3 
The largest study of resident burnout, 
involving a survey of over 15,000 internal 
medicine trainees, revealed that 51.5% of 
these trainees met criteria for burnout.4 
Further, investigators studying pediatric, 
anesthesia, and surgery residents describe 
burnout rates between 41% and 74%.5–7 
According to one study of residents 

and fellows from all specialties, about 
half (50.8%) of the over 7,000 trainees 
reported depressive symptoms in the past 
two weeks, and 8.1% reported suicidal 
thoughts in the past 12 months.1 A study 
of anesthesia residents revealed that 22% 
screened positive for major depressive 
disorder, whereas 5% reported suicidal 
ideation in the past two weeks—more 
than twice the rate of their age-matched 
peers in the general U.S. population.6

Resident wellness matters. Studies 
suggest that resident burnout is 
associated with self-reported errors, 
as well as with decreased adherence to 
best practices and changes in clinical 
reasoning.6,8–10 One study found that 
depressed pediatrics residents made 
five times more medication errors than 
their nondepressed peers.5 Poor mental 
health is known to negatively affect 
physical health,11 personal relationships, 
and the ability and motivation to learn. 
Although data relating burnout and 
medical knowledge in residents have 
been inconsistent,12,13 one study showed 
that anesthesia residents with burnout 
or depression reported being less likely 
to read about the next day’s cases.6 
Poor mental health in residency may 
be followed by poor mental health in 
practice.1 Physicians have high rates of 
depression and burnout, and many are 
disenchanted with the demands and 
stresses of clinical practice.1,14 Physicians 
also have a significantly elevated 

suicide risk compared with the general 
population.15,16

Regrettably few data suggest which 
aspects of residency contribute most to 
burnout and depression17–21 or how to 
mitigate these issues.22 Change is clearly 
needed. The Accreditation Council for 
Graduate Medical Education (ACGME) 
and the individual institutions and 
residency programs that are the setting 
for graduate medical education (GME) 
can contribute by acknowledging the 
problem of poor mental health in 
residency and supporting the process of 
finding solutions.

What Can the ACGME and 
Individual Programs and 
Institutions Do?

The ACGME

Although the ACGME has engaged 
over the years in issues relating to duty 
hours, these efforts have been designed 
to mitigate resident fatigue and reduce 
medical errors.23 The ACGME has only 
recently begun to officially weigh in on 
resident mental health and wellness, 
through, specifically, the Clinical 
Learning Environment Review (CLER) 
Program. The CLER Program provides 
a mechanism for evaluating the quality 
of the learning environment provided 
in training hospitals and other GME 
settings. The CLER Program also 
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outlines the ACGME’s expectations for 
individual programs and institutions 
involved in GME training. The most 
recent iteration of the CLER Program 
outlines the expectation that institutions 
both educate residents about burnout 
prevention and measure resident burnout 
annually.24 The CLER Program can and 
should, however, go even further in 
advocating the well-being and health 
of residents. Although each individual’s 
traits play a role in whether she or he 
experiences burnout, research suggests 
that burnout arises largely from the work 
environment.3 For this reason, the CLER 
Program—given its explicit emphasis on 
the learning environment—represents 
an ideal platform for promoting 
resident health and well-being. The 
CLER guidelines could, for example, 
specify that institutions create quality 
initiatives related to resident well-
being and engagement. The ACGME 
could also promote resident well-being 
through the creation of a professionalism 
subcompetency related to wellness, such 
as the one outlined in CanMEDS for use 
in Canada.25

For too long, resident distress has been 
an “elephant in the room” in GME—a 
problem that is plain to many but 
rarely spoken of in official settings. The 
ACGME can therefore make a positive 
impact simply by stating that resident 
mental health is a problem about which 
it is concerned. The ACGME should call 
on educators and researchers to create, 
test, and share solutions to this problem, 
through both research and quality 
improvement initiatives. The ACGME 
could support these efforts by funding 
pilot projects, offering guidance on 
methods, and helping to coordinate and 
sponsor larger, multisite studies.

Institutions and residency programs

Institutions and residency programs must 
also play a leading role in improving the 
mental health of residents. Programs and 
institutions involved in GME training, 
including teaching hospitals, should 
work with trainees to identify which 
aspects of residency programs are the 
most stressful (and the most rewarding), 
and design interventions accordingly. 
Conversations with trainees might 
occur through qualitative research (e.g., 
focus groups and interviews) or more 
informally. Discussions should be led by 
facilitators not directly involved in the 
residency program to enhance resident 

openness and candor. Although research 
is vital, applying quality improvement 
processes to resident wellness might offer 
advantages such as faster results and an 
iterative process of measurement and 
improvement. One specific idea is for 
programs to view a resident’s departure 
for reasons related to personal distress as 
a residency-related “adverse event” and 
to perform a root cause analysis so as to 
identify which aspects of the learning 
environment may have contributed.

Understanding the myriad ways in which 
the learning environments influence 
resident wellness could be guided by the 
work of organizational psychologists 
Maslach and Leiter,26 whose burnout 
research suggests that six groups or 
categories of problems in the workplace 
contribute to burnout: (1) workload,  
(2) control, (3) balance between effort 
and reward, (4) community, (5) fairness, 
and (6) values (each discussed below). 
Once program and institutional leaders 
identify local stressors and rewards, they 
can begin to develop interventions.

An important part of the process 
to enhance wellness would be the 
participation of interested residents, 
ideally with protected time. Having a 
larger purpose might allow residents 
to channel negative feelings and to 
experience more meaning, community, 
and reward.26 All residents should be 
informed about the results of any surveys 
on wellness, and they should be apprised 
of how the program or institution plans 
to respond. Sharing such information 
communicates that residents are valued. 
Indeed, assessing burnout and then doing 
nothing might actually cause harm.27

Interventions at the individual level are 
also essential. For example, programs 
should seek to promote resilience and 
engagement in residents by teaching 
them advanced coping skills. The 
fields of cognitive psychology, positive 
psychology, and mindfulness offer a rich 
variety of evidence-based approaches to 
reduce distress and cultivate meaning 
and resilience, some of which have been 
piloted in programs for physicians.28–31 
Course facilitators can inform residents 
about common cognitive distortions in 
training such as overvaluing negative 
feedback or feeling like an impostor who 
does not belong32; faculty could also 
teach techniques for reframing negative 
ideas, such as imagining what advice 

residents would give a friend in the 
same situation. Residents could also be 
encouraged to avoid maladaptive coping 
strategies common to physicians such 
as perfectionism33 and postponing one’s 
personal life indefinitely.34 Presenting 
such material in an interactive group 
setting may serve to normalize resident 
distress and promote positive group 
dynamics. Resilience promotion 
initiatives should include faculty 
whenever possible, as residents are not 
likely to flourish in a program in which 
faculty are suffering.

Individual skills programs may help 
promote more resilience in residents 
and help them cope with the inevitable 
challenges of training; however, these 
programs do not address the important 
role of the learning environment.

What Can Exploring Workplace 
Stressors Reveal?

Exploring how the six aforementioned 
categories of workplace stress might affect 
trainees can point to possible solutions. 
Although more research is needed 
regarding which aspects of residency are the 
most stressful,35 enough is known to begin 
designing interventions. We do not intend 
for the following ideas to be prescriptions 
but, instead, suggestions of possible avenues 
to test through research and quality 
improvement.

Workload

Work overload occurs when the physical, 
cognitive, and emotional demands of 
work exceed a person’s resources to meet 
them. For a physician resident, these 
demands entail more than just the actual 
number of hours worked and patients 
seen. Rather, patient complexity, the 
proportion of new to familiar patients, 
the efficiency of documentation software, 
the quality and presence of support staff, 
travel between work sites, and supervising 
faculty all also affect workload.36 Reducing 
workload by lowering patient panels or 
hiring physician extenders or scribes 
might be possible in some settings. Other 
potential approaches include removing 
unnecessary tasks, improving nonclinical 
processes, explicitly teaching learners how 
to organize information, and helping 
them optimize their use of the electronic 
medical record.36

A less discussed aspect of residency 
that might contribute to workload is 
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the emotional burden that results from 
witnessing suffering and death, losing a 
patient, or feeling incompetent. Although 
compartmentalizing feelings is a common 
strategy among physicians, it may not be 
an effective one.37 Providing information 
about “real-life” grieving might be helpful 
in this regard, and residents could be 
required during difficult rotations to 
meet with trained personnel such as grief 
counselors, who could encourage and 
teach healthy ways to process emotions.38

Control

Whenever possible, residents should be 
engaged in decisions that affect them. 
Residents have significant responsibilities 
in patient care, but limited ability 
to influence care decisions, their 
schedules, or their work environment. 
Chief residents and staff should try 
to honor scheduling requests and 
distribute call schedules with significant 
advance notice, and hospitals should 
accommodate reasonable requests to 
improve computer work rooms and call 
rooms where residents may sleep while 
on call.39 In the face of work overload, 
the ability to influence others to achieve 
one’s goals has been associated with less 
perceived strain.39,40 With this in mind, 
programs and institutions could seek to 
improve residents’ sense of autonomy 
and self-efficacy at work by teaching 
communication skills related to working 
in teams, managing conflict, and making 
effective requests to administration.40

Balance between effort and reward

The rewards of work include 
both material compensation and 
intangible rewards, such as a sense of 
accomplishment. Financial reward covers 
salaries, benefits, debt burden, and the 
ability to moonlight. Many residents (52% 
of males and 43% of females) feel they 
are not fairly compensated, according to 
a 2014 Medscape survey, and some have 
felt strongly enough to organize.41,42 At 
the same time, medical student debt has 
tripled in the past two decades. In 1992, 
the median debt for indebted medical 
school graduates (81% of total graduates 
of U.S. MD-granting institutions) was 
$50,000, while in 2012, more graduates 
(86%) had debt, and the median debt had 
jumped to $170,000.43–45 (Of note, these 
data do not include credit card or other 
types of debt.) In a study of radiology 
trainees, feeling financially stressed and 
having more debt were associated with 
burnout and decreased quality of life, 

whereas moonlighting was associated with 
less exhaustion and a better quality of 
life.46 Feeling financially stressed appeared 
to correlate more strongly with negative 
outcomes than the actual amount of 
debt.46 Educating medical students and 
residents about personal finance (or 
encouraging them to learn for themselves) 
might help some trainees cope with 
financial stress better by enhancing self-
efficacy. Allowing residents to moonlight 
could be another option. Given the 
financial strain that many residents 
experience,43 institutions should seek to 
support trainees wherever possible by, for 
example, waiving parking fees, serving 
better food in the cafeteria, and ensuring 
(as discussed above) that workspaces are 
adequately and ergonomically equipped.

Importantly, residency and the practice 
of medicine can provide meaningful 
nonfinancial rewards. Receiving teaching 
from faculty, respect from staff and 
colleagues, and appreciation from patients 
can all be sustaining and positive inputs.34 
Cultivating a sense of meaning and 
purpose may also help enhance physician 
wellness and engagement, an approach 
that could be applied to residents too.28,47

Community

Programs and institutions can enhance 
both community and reward by fostering 
a culture of mutual appreciation and 
teamwork, in which residents and 
faculty regularly recognize each other’s 
contributions and hard work. A less 
cohesive culture, on the other hand, might 
lead to feeling unsupported, unappreciated, 
and isolated. Conflict at work can markedly 
decrease quality of life, and colleagues and 
faculty who are overworked or burned 
out may be unable to interact positively or 
provide real support.

Efforts to build community in residency 
can be informal or formal, and they 
should be tailored to the personality 
of individual programs. To enhance 
communication among faculty and 
residents at work, programs and 
institutions could provide training (as 
discussed above) on interpersonal skills 
at work such as how to effectively address 
conflict40 and how to give, receive, and 
elicit helpful feedback.

Fairness

Perceiving unfairness or injustice can 
evoke negative emotions and attitudes, 

which can increase burnout.28 Residents 
may perceive that they are being treated 
differently and unfairly as compared with 
peers in the same program, or they may 
perceive that residents in other specialties 
seem to enjoy more hospital-sponsored 
resources. Programs and institutions 
should strive for transparency whenever 
possible regarding decision making and 
distribution of resources. Treating different 
residents differently or instituting policies 
without explanation may lead residents to 
feel resentful and disrespected.

Values

Doing work that clashes with one’s 
personal values can be demoralizing 
and distressing, while doing work 
that aligns with one’s values can feel 
fulfilling. When the work environment 
or work tasks do not support deeply held 
values, moral distress may occur.48 The 
presence of value conflicts in physicians 
is also associated with burnout.49 One 
manifestation of conflicting values 
in GME is when residents are asked 
to participate in care that they feel is 
suboptimal or otherwise unethical.48,50 
Examples of suboptimal care include 
discharging a stabilized but chronically 
ill homeless person to the street, taking 
aggressive measures at the end of life, and 
observing an attending physician deliver 
bad news in an insensitive way.48,50

Other sources of conflicting values may 
include exposure to unprofessional 
conduct51 and working in an environment 
with low quality and safety standards.52 In 
other words, improving quality of care in 
an organization may have the unintended 
benefit of decreasing physician burnout.

Programs and institutions should be 
open to resident feedback about ethical 
concerns, and they should strive to ensure 
that their mission and value statements 
are not simply words but, rather, 
guideposts that are reflected in daily 
activities and interactions.

Finally, residents may feel conflicted 
as they navigate the tension between 
responsibilities to patients and work and 
responsibilities to home and personal 
commitments and relationships. Some 
physicians have benefited from learning 
strategies such as prioritizing tasks 
and implementing and maintaining 
boundaries between their personal and 
work lives.53
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Additionally, mental health services need 
to be in place to enable convenient and 
confidential access to care for residents 
who need or want it for any reason. Some 
residency programs still create resident 
work schedules and manifest cultural 
attitudes that make seeing a professional 
extremely difficult. Institutions might 
experiment with creative approaches 
to providing mental health services, 
such as providers who work by phone 
or who maintain a flexible schedule. 
Residents should have the option of 
seeing providers who are unaffiliated 
with the training hospital, and any co-
pays or deductibles should remain low. 
Further, encouraging residents to utilize 
counseling or coaching53 services for 
“normal” life stressors might destigmatize 
help-seeking and lower the bar for some 
residents to get support.

In Sum

The mental health of residents remains a 
significant problem in the United States. 
Collectively, the ACGME, institutions, 
and residency programs can take steps 
to better address this problem. More 
research on interventions is certainly 
needed. A quality improvement approach 
to resident wellness would permit leaders 
to tailor unique interventions while 
leveraging recent efforts to develop 
quality improvement activities across 
GME. If successful, not only will residents 
benefit, but their current and future 
patients are likely to as well.
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