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Psychosoca Support Sexvices for Family
Medicine Resdent Physicians

Richard B. Addison, PhD; Lee Ann Riesenberg, RN, MS PaulaRosenbaum, PhD

Background and Objectives. The stressof resdencyiswell documented. Some residency programsrecog-
nize the importance of addressing resdent stress and provide psychosocial support services. This study
assesses the current state of support services offered to family medicineresidents and documentshistori-
cal trendsof support. Methods All USfamly medicineresidency programswere surveyed about program
characterigtics and the presence or absenceof 21 psychosocial support services. The prevalence of cur-
rent services was compared to that of 10 and 20 years ago. Results. The percentage of family medicine
programs offering 17 of 19 support services increased over the previous decades. However, percentages
of somekey services, epecially thosethat addressfamily life, are il quitelow. Discussion: Increasesin
services may be due to programs desre to offer more podtive and supportive educational experiences.
Offering supportive andreflective opportunitiesmay lessen stress, increase flexibility and balance, create
enthusasm for learning, encourage compassion for patients, and promote future well-bang. In times of
decreading interest in family medicine, the presence of effedtive psychosocial support services may be

Family Medicine

important for attracting and training the best possible fanily physicians.

(Fam Med 2004;36(2):108-13.)

Until recently, the stress of residency training hasre-
ceived minimal attention from regulatory agencies. In
July of 2003, howeve, new duty hour requirements
ingtituted by the Accreditation Council for Graduate
Medicd Education (ACGME) for resdent physicians
in all specialties took effect! These requirements di-
rectly address overwork of resdents. The ACGME re-
guirementsdirect residency programsto attendto phy-
sician well-being and the prevention of impairment by
supplying group support aswell astraining in balanc-
ing persond and professional responsihilities. It also
dates that “Training dtuations that consistently pro-
duce undesirable gress on resdentsmust be eval uated
and modified.”? These requirements weredesigned to
addressissuesof patient care, resdent well-being, and
the balance between educaion and service®*’ The fo-
cus of this paper isfamily medicine’s attention to the
well-bang of resdent physicians as demongtrated by
the presence of various psychosocial support services
in resdency programs.

From the Family Practice Residency Program, Santa Rosa, Calif, and De-
partment of Family and Community Medicine, University of California,
San Francisco (Dr Addison) ; the Department of Medicd Education, Guthrie/
Robert Packer Hospital, Sayre, Pa, and SUNY Upstate Medicd University,
Clini cal Campus at Binghamton, NY (Ms Riesenberg); and the Center for
Outcomes Research and Evduation, Department of Medicine, SUNY Up-
state Medicd University, Syracuse, NY (Dr Rosenbaum).

Theextreme stressof residency trainingiswell docu-
mented #** Residentsmust learn to cope with work and
information overload, time pressures, deepdeprivation,
and other difficult issues such as the uncertainty of
medicine, ambiguity, autonomy, control and respons-
bility, difficult patient interactions, and the marked emo-
tiond swings of resdency training!®*’ The attitudes,
values, and behavior learned duringresidency become
habits that often generalize beyond the training
years®* Some of these habits(eg, trying toget through
patient encountersasquickly aspossible, allowingone’s
personal and family life outsde medicine to wither)
canleadtopoor patient care, decreased satisfaction (for
physiciansand patients), marital andfamily problems,
isolation, depression, burnout, impairment, quitting, and
even SJ| Ci Cb.12,16, 1720-27

Someresidency programshave recognized thevalue
andimportance of attendingto resident stress and pro-
vide many helpful support services. Others have not
and provide minimal assstance. In 1979, a survey of
support services offered to family medicine resdents
wasconducted.?® In1988-1989, afallow-up survey was
carried out to see whether thetype or amount of sup-
port services offered to resdents had changed® Al-
though there had been some postive changes, there
were major areas in which resdendes sill offered in-
adequate support for residents.
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Now, two decades after the original survey, the re-
aults of the present survey will detail the current sate
of resdency support services and compare these re-
aults with those from the previoustwo surveys. Like
others, we believe that the more helpful and productive
support services offered to resdents, the less extreme

their stress and perhaps subsequent burnout will
be_19,23,27-43

Methods
Desgnand Sample

Thisstudy used a cross-sectional design with cover
letters and surveys sent to all 498 allopathic family
medicine resdency programs in the United States in
2000.* Residency programsthat did not respondwithin
6 weekswere sent asecond survey; athird wasmailed
at 12 weeksto groups till not responding. The cover
letter included a request that the program diredor or
his/her desgnee completethe form.

I nstrument

The survey instrument inthisstudy wasadapted from
oneoriginally used by Bergand Garrardin1980.% Items
for the original survey were generated using an itera-
tive process. Firgt, aliterature review on physicianwell-
being was conducted. Potential items from the litera-
turereview were discussed with content expertswork-
ing infamily medicineresdencies. Fromthese discus-
sons, an item pool demongrating face validity and
covering 20 support serviceswasgeneraed. Subsequent
review of therelevant literaturerevea ed that the major
support servicesof the day were covered by theseitems.

For the current study, another comprenensivelitera-
turereview on psychosocial support serviceswascom-
pleted. We searched for potential itemsthat might not
have been part of the 1980 literature. In addition, data
fromthefirst twoadministrationsof the survey®* were
reviewved. Two additional questions were added inthe
2000 verdgon: the presence of resdent advisors (writ-
ten in on many of the 1989 surveys as supportive) and
whether support services decreased based on areduc-
tion in graduate medical education funding. I nforma-
tion also was requested in the 2000 survey about the
numbe of residentsin the programand several factors
pertinent tofirs-year residents(number, length of paid
vacation, average frequency of night cdl). The survey
provided space for additional freetext comments of
supportive services and requested the title of the per-
son completing the survey (Appendix 1).

Statigtical Methods/Data Analysis

Descriptive gatisticsincluded the frequency of each
support service aswell as means and sandard devia-
tions(SD) of continuous type data such as the number
of resdents.

Pearson’s chi-square test was used to compare the
current avalability of support serviceswith that of the
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two previous surveys of 10 and 20 years ago. Whileit
islikely that some of the same programswere surveyed
in each of the three samples, it is not known which
programs participated in the earliest survey, hence the
threesurveyswere assumedto beindependent for pur-
poses of this analysis. All analyses were performed
using SPSS version 9.0%

Results
Respondents

Theoverall response rate was 85% (423/498). Most
surveys were completed by aprogram diredor (76%).
Others were completed by a behavioral scientist asso-
ciated withthe program (8%), achief resdent (5%), an
assistant program director (5%), or some other desig-
nee (8%).

Based on the 423 resdency programsresponding to
the survey, the mean (SD) number of firs-year res-
dents per programwas 7.5 (3.0) while the mean (SD)
total number of residents per program was 22.7 (9.4).
Firs-year resdents averaged 15.0 (3.7) pad days off
per year. Their call averagedevery 4.4(1.0) nightsover
that year.

Support Services Offered

The percentages of programsthat reported offering
each support service are listed in decreasing order in
Table 1, with seminars on emotionally charged issues
and resdent participation in decison making nearly
universal among responding programs. Support groups
for resdents and significant others/spouses, part-time
residency, support groupsfor significant others/'spouses,
and support decreased because of the Balanced Budge
Amendment were reported in less than 20% of pro-
grams.

Write-in regponses of other supportive services of -
feredincluded membershipinathletic clubs; matermity,
paternity, andfamily leave; team-building activities; no
in-house call; no past-cal clinic; Friday off or Satur-
day call; short calls; flexible scheduling; and 24 hours
off each week.

Comparison With Previous Surveys

AsTable 2 shows, therehas been adear incressein
the percentage of programs offering specific support
services over the past 10 years. To facilitate compari-
son of results from the 1979-1980, 1988-1989, and
2000 surveys, the psychosodal support serviceswere
organized into areas of stress addressed by each sup-
port service. Thesefive areasspanissuesof autonomy,
doctor-patient relationship/phy s cian socialization, eco-
nomics, family, and work overload/deep deprivation.

Two services have decreased in frequency: support
groups for resdents and their sgnificant others and
support groups for sgnificant others. Part-time res-
dencies and financial advisors, both measured as de-
creasingadecade ago,arenowon theinaease® Also,
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length of time between call experiences

Tablel

Percentage of Programs Offering
Psychaosocial Support Services, 2000

Percent of Programs

Seminars/speakers on emotionally charged medical issues
Resident participation in decision making

Formal gripe sessions

Faculty advisors

Residency orientation week or month

Social activities planned by theresidency

Benefits supplied by the residency/hospital for counseling
Seminars and/or speakers on stresses and conflicts of being a physician
Support groups for residents

Counselors availableat a reduced or no fee

Seminars on doctor-patient reationships (Balint type)
Resident retreat, covered

Financial advisor on staff

Post-call time of f duty

Mental hedth days of f duty

Night float rotation

Child care sarvices

Support groups for residents and significant others/'spouses
Part-time residency

Support groups for significant others/spouses

Support decreased because of Balanced Budget A mendment

for first-year resdents has also increased
from 3.6 daysin 1979-1980 to 4.0 days
in 1988-1989 to 4.4 daysin 2000.
Twenty years ago, Berg and Garrard
recommended that res dencies provide
more family support to residents.® It re-

(“=§‘923) mains one of the ironies of family medi-
08 cine training that the family life of res-
95 dentsisgivenshort shrift duringresidency.
o It would seem that with today’sincreased
a necessity of both partnersworking, excel-
% lent child care and the possihility of apart-
gg timeresidency wouldbe prioritiesfor resi-
79 dents and residency programs.?

69 Overall, the percentagesof family medi-
gg cineresidency programs offering support
6 services have increased over the past 10
36 and 20 years. Thisincreaseinservicesmay
3615 be attributable to several factors. First, res-
18 dency programsmay desiretooffer amore
18 positive and supportive educational expe-
ig rience so that residents will be better able

to learn family medicine. Second, res-

averagelength of paid vacation for first-year resdents
has increased from 2.4 weeks in 1979-1980 to 2.6
weeks in 1988-1989 to 3.0 weeks in 2000. Average

dentswho believethey havebeenused as
inexpendive labor are pressng for greater attention to
their education and well-being. Third, a better unde-
ganding of the adverse effects of resident fatigue on

Table?2

Percentage of Programs Offering Specific Psychosocial Support Services, 1979-1980, 1988-1989,
and 2000, Organized by Areas of Stress That the Support Service Primarily Addresses

Autonomy
 Resident participation in decision making
» Formal gripe sessions
Doctor-patient rdationship/physician socialization
» Seminars and/or speakers on emationally charged medical issues
» Residency orientation week or month

» Seminars and/or speakers on stresses and conflicts of being a physidan

» Support groups for residents
* Resident retreat, covered
» Seminars on doctor-patient relationships (Balint type)
Economics
* Benefits suppli ed by the residency/hospital for counseling
* Counselors available at areduced or no fee
* Financial advisor on staff
Family
» Social adiviti es planned by theresidency
* Child careservices
 Support groups for residents and significant others/spouses
* Part-time residency
* Support groups for significant others/spouses
Work overload/deep deprivation
* Pogt-call time of f duty
» Mental hedth days of f duty
* Night float rotation

* P value for Pearson’s chi-sgquare, comparing percentages across years

1979-1980 1988-1989 2000
(n=347) (n=180) (n=423) P Value*
% % %
— 95 98 .037
85 94 95 <.001
92 93 99 <.001
— 86 94 .001
72 85 90 <.001
61 72 80 <.001
— 51 69 <.001
— 44 69 <.001
83 86 94 <.001
— 60 79 <.001
48 43 63 <.001
20 94 94 .073
7 21 26 <.001
22 28 18 .020
16 11 18 112
— 27 16 .001
— 15 46 <.001
— 26 36 .020
— 5 31 <.001
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patient care may have resulted in an increase in psy-
chosocial services. Inany case, thisisan encouraging
trend and one tha bodes wdl for the well-rounded re-
flective education of thefamily physician.

At the same time, some of the commentswereceived
indicate a type of ominous pessimism about theentire
area of support services. Quite a few responses con-
tained comments referring to “imminent” or “antici-
pated cutbacks’ in services, faculty whowereincreas-
ingly stressed to the point of beng unable to support
residents, supportive andidealistic faculty who hadleft,
and programs that were resistant to changes.

Giventhe economic changesin medicine and medi-
cal training, itisnot at all clear that the podtive trend
found in the current survey will continue. As of the
writing of this paper, the governor of California has
just called for massive cutsin the state budget, includ-
ing another 10%reductionin MediCal reimbursement
rates. Hospital sthat house residency programswill need
tomake further budget cuts. Asmoney allocatedtores-
dency training grows more scarce and compensation
decreases, support services may decrease or be elimi-
nated.

As of the writing of this manuscript, approximately
26resdency programsin family medicine have closed
since 2000.“4 Many other programs have taken on
businesspartnersto supply needed financial resources.
Some of these partne's have brought with them a cor-
porate mentality and corporae pradicesthat are only
gradudly being applied to resdency training. As bud-
get cuts continue to occur, we would not be surprised
to see decreasesin many support servicesin the next
decade’ssurvey. Thisisironicin that given the shift to
amaore corporate sructure of health care and medicd
education, increased psychosocial support servicesmay
be even more important to resdent physicians.

In the face of such shrinking resources, why bother
with research studies such as described in this article?
The number of applicantsto US medical schoals has
declined over the last few years.® The same istruefor
family medicineresidency programs>* Family medi-
cine can not afford to lose more bright, caring, con-
cerned, and idealigtic physicians. Residency programs
that offer better support services and have a more hu-
mane working environment may attract more and bet-
ter medicd school graduates. Programs can compare
their own offeringswith theresults of this survey. They
can also look toward adding those psychosocial sup-
port services not currently offered.

Todeterminewhether increasingthe quality or quar-
tity of support services actually results in less stress
and burnout, better education, or better patient care,
much more research is needed. In-depth questioning
and observation of residency programs might elicit a
more complete picture of the vdue of support services.
More research is needed to determine which support
servicesare effectiveinreducing stress, promotingwell-
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being, increasing patient and physician satisfaction,
encouraging empathy for patients,>® and improving
health care® Tothisend, anin-depthretrospective study
of the support services practicing family physicians
received as resdents would be hdpful.

Limitations

In any survey such as thisone, thee isalwaysthe
possibility that theindividual who respondsto the sur-
vey has a biased perspedive. Some respondents may
have better knowledge than othersof the servicesactu-
aly offered. It isalso possible that some respondents
may have indicated the presence of a support service
that isnot off ered, while othersmay haveindicaed the
absence of a support servicethat is present.

Wewere unableto assess thelevel or quality of sup-
port indicaed by a positive response. For example, a
program that reports offering an ongoing Balint group
does not differentiate between a group that meets
weekly, biweekly, or monthly or between a group tha
resdentsarerequired or not requiredto attend. In fact,
what someone may label a Balint group may adually
be moreof asupport or personal and professond de-
vel opment group.“® Suchinevitabl einterpretive uncatain-
tiesdo not trandate well into ayes/'no survey format.

Althoughwe chosethoseitemswe thought were cen-
tral toresdent stress, wedid not include all items tha
might be consdered supportive(asevidenced by addi-
tiond itemsthat were written in). Further, thereisno
guarantee that increasing the number or frequency of
support services actudly increases the overall feding
of support. Programs with few support services may
be experienced by residentsas quite supportive, whereas
programswith many support servicesmay not. Theglo-
bal perception of a supportiveatmosphere for educa-
tion and professonal growth may not be reflected ad-
equately on any quantitative evaluation. A qualitative
follow-up study isindicated to investigatetherelation-
ship between support services offered and such vari-
ablesassressand burnout, opennessto education, and
better patient care.

Conclusions

The habitsand patternslearned during resdency of -
ten extend well beyond training. The overwhelming
atmosphere of residency training can crush the ideal-
ism, compassion, and hunger for learning in youthful,
energetic resdents. As residents receive support ser-
vices, they may become more open to learning, more
empathic toward their paients (and themselves), and
more curious about the doctor-patient relati onship.
Offering resdentssupportive and reflective opportuni-
tiesduring thetrainingyearscanlay down postiveand
productive patternsfor balancing post-residency sress,
maintaining enthusiasm for learning, providing better
patient care, and staving off burnout. Our resultsshow
that support servicesare being off ered more frequently
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thanin the past, but thelevel of supportisdill lessthan
optimal. And, withdecreased financial supportfor res-
dency training, continuedfunding for support services
may bejeopardized.
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Appendix 1

Support Servicesfor Resdents

Ingtructions: Flease drcle Y ESor NO to indicate whether your residency program currently makes the following items available to residents.

Confidential professional counseling:

1. Counselors areavalable within the residency at areduced or no fee YES NO
2. Benefits are supplied by the residency or hospital for counseling YES NO
Ongoing support groupsfor:
3. Residents YES NO
4. Sgnificant others/spouses YES NO
5. Residents and significant others YES NO
Balint seminars
6. Ongoing problem patient seminars focused on the doctor-patient relationship YES NO
Alternative residency scheduling involving time off without lengthening the durétion of residency
7. A night float system YES NO
8. Pogt-call time of f YES NO
9. Other (pleaseexplain); YES NO
Other issues
10. Seminarg/'speakers deding with emotionally charged medicd issues, eg, the dying patient YES NO
11. Seminars/speakers dealing with the stresses and conflicts of being a physician, eg, physician drug abuse YES NO
12. Financial advisorsto help residents ded with financial concems YES NO
13. Formal “ discussion sessions’ —an avenuefor voicing complaints and requests for program change YES NO
14. Resident participetion in decision making—participating on hospital committees, with residency curriculum, etc YES NO
15. Part-time residency—decreasing the ongoing time commitment while lengthening the duration of residency,
eg, shared residency positions YES NO
16. Residency-sponsored mentd health days that dlow residents half or whole days away from work YES NO
17. Social activities planned and sponsored by theresidency, eg, parties, sporting events YES NO
18. Residency retreat—opportunitiesfor dl residents to get away from the program together, with coverage
provided by the program YES NO
19. Orientation—a week- or month-long program for new residents with limited patient careresponsibilities YES NO
20. Child care sarvices—daycareor baby-sitting services sponsored by the residency program or hospital and avalable
on an ongoing basis to residents who are parents YES NO
21. Assistancefor resident spouses/significant others to obtain employment YES NO
22. Housing provided for residents YES NO
23. Assistancefor finding housing provided for residents YES NO
24. Faculty advisor—matching aresident with a faculty member who assists the resident with higher professional
development or other needs YES NO
25. Haveyour support services had to decrease as aresult of funding cuts caused by reduced GME
funding (Balanced BudgetAct)? YES NO
26. Haveany residents“ dropped out” of your program within the last 12 months? YES NO
27. Type of program
Community based Community based and university affiliated
University based Community based and university administered Military program
28. Number of residents: Total in the program: AMG IMG ; first year of the program: AMG IMG
29. Paid vacation (excluding conferenceand sick time) for the first-year residents? daysOR weeks
30. What is the average frequency of night call for thefirst-year residents? Every night
31. Individual completing questionnaire: Program director Assistant program director Chief resident

Other (please specify)

Pease add comments to the back of thisform.






