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ABSTRACT
Context: The high prevalence and negative implications of resident physicians’ burnout 

is well documented, yet few effective interventions have been identified.
Objective: To document resident and faculty perspectives on resident burnout, includ-

ing perceived contributing factors and their recommended strategies for attention and 
prevention. 

Design: We conducted 14 focus groups with core faculty and residents in 5 specialties 
at a large integrated health care system in Southern California. Training programs sampled 
included family medicine, internal medicine, obstetrics and gynecology, pediatrics, and 
psychiatry. Discussions were recorded, transcribed, and analyzed using a matrix-based 
approach to identify common themes. 

Main Outcome Measures: Resident and faculty perspectives regarding causes of burn-
out, preventive factors, and potential intervention strategies.

Results: Five themes captured the range of factors participants identified as contribut-
ing or protective factors for resident burnout: 1) having or lacking a sense of meaning at 
work; 2) fatigue and exhaustion; 3) cultural norms in medicine; 4) the steep learning curve 
from medical school to residency; and 5) social relationships at and outside work. Recom-
mended intervention strategies targeted individuals, residents’ social networks, and the 
learning and work environment.

Conclusion: We engaged residents and core faculty across specialties in the identifica-
tion of factors contributing to burnout and possible targets for interventions. Our results 
highlight potential focus areas for future burnout interventions and point to the importance 
of interventions targeted at the social environments in which residents’ work and learn. 

INTRODUCTION
The high prevalence and negative effects 

of burnout among resident physicians are 
well documented. Previous research cites 
suicide as the first and second leading 
cause of death among male and female 
residents, respectively,1 and other studies 
link burnout to additional poor resident 
health outcomes and suboptimal patient 
care.2

Outcomes research regarding effective 
interventions of resident burnout, how-
ever, remains limited and produces mixed 
results.3 Additionally, research has focused 
more on causes than protective factors,4 
leaving us with a better understanding of 
pathology than prevention.5 Researchers 
recommend engaging residents and fac-
ulty in the identification of contributing 
and protective factors to inform future 
approaches for improving the well-being 
of residents.6 This approach could iden-
tify specific targets for intervention, yield 

insights into the most favorable and fea-
sible approaches, and, by involving key 
stakeholders in the design and implemen-
tation, could reduce burnout.7

To date, few studies have engaged both 
residents and faculty, focusing mostly on 
residents.8,9 Faculty may have differing in-
sights given their vantage point, exposure 
to multiple cohorts of residents, connec-
tion to leadership, and the power to enact 
systematic change. Our study aimed to 
understand how residents and faculty from 
various specialties understand resident 
burnout and what they recommend as 
strategies for addressing it. 

METHODS
From October 2016 to February 2017, 

we conducted 14 focus groups with core 
faculty and residents in 5 specialties at 
a large integrated health care system in 
Southern California. Participants were 
recruited from medical centers in 2 cities: 

Los Angeles and Fontana. Sampled pro-
grams included family medicine, internal 
medicine, obstetrics and gynecology, pedi-
atrics, and psychiatry. One focus group per 
program was conducted with core faculty 
and another with residents. 

All residents and core faculty from in-
cluded programs were emailed invitations 
to participate in a focus group at a prede-
termined time. Anyone who presented 
the day of the focus group was allowed 
to participate. Focus groups were held 
in a private room at the medical center. 
Separate guides were developed for faculty 
and resident discussions (see Appendix, 
available online at: www.thepermanente-
journal.org/files/2019/18-185-App.pdf ). 
The moderator (KI) had no reporting 
relationships with residents or faculty in 
any of the participating programs and a 
neutral note taker was present during each 
focus group. Participants provided oral in-
formed consent before discussions began. 
Focus groups were audio recorded and 
transcribed; all identifiers were removed 
before analysis. After each focus group, 
participants were provided with informa-
tion on available resources for addressing 
burnout. The organization’s institutional 
review board approved the study. 

The study team developed a preliminary 
code list on the basis of the topic guides 
and used this to code several transcripts. 
The team then revised the code list, in-
corporating new codes with definitions 
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and examples. Two team members (KI 
and DB) coded all remaining transcripts 
using the Dedoose application.10 Frame-
work, a matrix-based approach, was used 
to analyze results and identify themes.11 
Further analysis was later conducted to 
determine whether particular themes were 
present or absent in each focus group (ie, 
faculty vs residents, or groups conducted 
with participants in specific specialties). 
Quotes are included to illustrate themes 
and were identified using codes to indicate 
group type and number (eg, F1 indicates 
Faculty, Group 1, and R4 indicates Resi-
dents, Group 4).

RESULTS
Among residents, 72 (40%) of 181 who 

were eligible participated. Among core 
faculty, 48 (52%) of 92 eligible faculty mem-
bers participated. On average, there were 
10 participants per resident group (range 
= 6-16), and 7 per faculty group (range = 
3-12). Of residents in the sample, 42% were 
men; 33% were postgraduate year (PGY) 
1, 33% were PGY 2, 31% were PGY 3, and 
3% were PGY 4, similar to the proportions 
for residents overall in the programs. More 
than half (54%) of the faculty in the sample 
were men, which is similar to the propor-
tion for core faculty overall in the programs. 
Participants identified multiple factors as 
contributing to and protecting residents 
from burnout (Figure 1). We found simi-
larities in factors identified among faculty 
and residents, as well as between medical 
specialties. Five cross-cutting themes tied 
these factors together. 

Sense of Meaning and Purpose
Time spent on administrative tasks 

vs direct patient care resulted in disen-
gagement and residents’ reduced sense of 
meaning in their work, which contributes 
to burnout: “The administrative [work] is 
85% to 90% of my day … the 10% I get to be 
with patients is why I did medicine (R4).” 
Residents believed that faculty overem-
phasize administrative tasks, which they 
attribute to regulatory pressures, and 
felt scrutinized based on the accuracy of 
medical coding over their performance in 
patient care. 

Poor follow-through with patients also 
detracts meaning from a resident’s work 
and becomes a missed opportunity for 

learning and improvement around patient 
care: “They [residents] don’t actually see the 
patients that they admit, so even [if ] they 
could’ve followed the patient ... there is no 
feedback and reinforcement of how you did, 
you just get dinged if you missed coding (F4).” 

Job-related factors that make work 
meaningful include seeing positive out-
comes, a sense of progress, feeling con-
tributions are appreciated and important, 
learning, feeling part of a team, diversity 
in work tasks including opportunities to 
teach, and having input into decision 
making. Additionally, both faculty and 
residents described individual factors in-
fluencing residents’ ability to find meaning 
in their work: Possessing a positive out-
look, coping skills, resilience, spirituality, 
maturity, and maintaining interests or 
hobbies outside medicine.

Fatigue and Exhaustion
Aspects of residents’ work that con-

tribute to fatigue and exhaustion also 
contribute to burnout: Long hours, the 

need to come into work early, and limited 
time off preclude protective behaviors 
such as exercise, sleep, and work-life 
balance. Heavy workloads result in an 
erosion of boundaries between work and 
home and interrupt educational activi-
ties. Faculty acknowledged that residents 
receive mixed messages about whether 
to prioritize educational activities or 
patient care. 

Time spent at work is stressful because 
of time constraints and the urgent nature 
of tasks. This contributes to negative 
thoughts and feelings about not making 
progress and never having done enough. 
“One of the reasons you get so burn[ed] out 
is … you don’t even feel like you’re provid-
ing good care (R4).” A sense of urgency 
was also seen as detracting from learn-
ing: “Just the pure pressure and constancy 
of that urgency … there’s no time to reflect 
or think about your patients (F4).” The 
demanding nature of work also makes it 
challenging for residents to pursue self-
care: “It’s easy to get caught up in the flow 

Figure 1. Driving and protective factors of residents’ burnout.
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of it and disregard your own feelings and 
basic needs (R5).” 

Residents cited the high stakes of the 
job as being emotionally taxing: “These are 
people’s lives in our hands (R7).” Residents 
described difficulty establishing appro-
priate boundaries with patients, at times 
becoming too emotionally involved and 
using desensitization as a self-protective 
mechanism: “ You have to find ways of cop-
ing … like callous humor or minimizing 
things … because if you didn’t, then it would 
weigh pretty heavily on you (R5).”

Spending time away from work to 
reset and rejuvenate, obtaining adequate 
sleep, engaging in exercise and hobbies, 
maintaining a life outside work, and stress 
management are factors cited as helping 
to prevent exhaustion.

Cultural Values of Medicine
Participants reported that cultural 

values in medicine contribute to burnout, 
including stigma of burnout and expecta-
tions that physicians be “superhuman (R2).” 
“Residency in general has a culture of [having] 
to pretend you’re okay (R2).” Reaching out 
to colleagues for help is difficult because 
of these cultural beliefs: “You don’t want 
to complain to your colleagues because it’s … 
admitting to your inability to keep up (R6).” 

Being burned out is sometimes normal-
ized, for example, “I don’t think anybody gets 
through residency without being burned out 
at some point. (F3)” Alternatively, burn-
out is seen as an impossible problem to 
resolve without major structural changes, 
which participants thought were unlikely 
to occur: “It doesn’t always seem like there 
are viable alternatives. ... [A]re you gonna 
work less (R6)?” The need for, and futil-
ity in pursuing, system-level changes as a 
solution was emphasized: “The necessity of 
residents to do the main work of the hospital 
is inherent in residency, and so there’s no way 
to support us in some of the stuff that leads us 
to exhaustion and hopelessness, without the 
hospital taking a huge financial and work-
load hit (R4).”

Other shared cultural beliefs support 
prioritizing work over personal time and 
self-care. Residents described feeling 
guilty about taking time off: “I feel like I’m 
never sick enough to prove I’m sick (R2).” 
Organizational messages also signal that 
residents should prioritize patients’ needs 

over their own: “You’re always being told the 
patient comes first (R4).” 

Faculty acknowledged poor self-care 
themselves, making it challenging for 
them to be role models for residents: “I 
could teach you a differential, but if I don’t 
know self-care, how am I gonna teach you 
that (F6)?” Some faculty expressed beliefs 
about the current generation of residents 
(the Millennials, or Generation Y) as be-
ing less tolerant than previous generations. 
In several faculty focus groups, participants 
described residents as more prone to com-
plain, sensitive to negative feedback, and 
having unrealistic expectations. 

Residents are familiar with these faculty 
beliefs, viewing them as unfair and lacking 
acknowledgment of major changes that 
have occurred in medicine: “I am cover-
ing over 100 patients at a time and [don’t] 
feel like I’m doing meaningful work bedside 
with the patient. … [T]he work has changed 
so much that I think we are having higher 
levels of burnout because the work we do is 
less fulfilling (R4).” Residents sometimes 
feel shut down by faculty comments about 
generational differences that marginalize 
their experiences. 

Steep Learning Curve
Transitioning from medical school to 

residency involves a steep and inherently 
stressful learning curve, with a tremendous 
amount of information to absorb and 
increased responsibilities: “One minute 
ago you didn’t have any responsibility, and 
now you’re in charge and you have to make 
decisions and it affects people’s lives (F6).” 
During this transition, residents struggle 
with feelings of self-doubt and insecurity. 
Frequent performance feedback, typically 
highlighting weaknesses and areas for im-
provement, exacerbates these feelings. Fac-
ulty acknowledged that residents receive 
an excessive amount of feedback, which is 
not always delivered in an optimal fashion 
or time. However, they commented that 
current residents seem to have a particu-
larly hard time accepting feedback, which 
they attributed to generational differences: 
“They want to be perfect. They want you to 
tell them all the things they did great (F7).” 

Residents acknowledged that having 
unrealistic expectations of themselves 
was a challenge and assumed that fac-
ulty share their high expectations. Poorly 

communicated faculty expectations, and 
uncertainty regarding whether they are 
being met, contribute to residents’ stress 
and anxiety. 

Residents’ steep learning curve ex-
tended to facing a realistic understanding 
about what their career as a physician 
involves. Faculty noted that residents 
often romanticize their chosen profession 
and are disappointed when reality doesn’t 
match these expectations: “Medicine isn’t 
glamorous (F7).”

Social Relationships 
With limited time to spend with 

family and friends, and a demanding 
job that is difficult for those outside 
the profession to understand, residents 
feel isolated from their usual sources of 
social support. Many residents are jug-
gling multiple roles and responsibilities, 
including marriages, children, and aging 
parents, which exacerbates stress levels. 
Tense and hostile interpersonal interac-
tions at work or challenging interactions 
with patients, families, ancillary staff, and 
faculty are sources of stress. Residents feel 
disrespected and unappreciated when told 
they are “just a resident” or when dedi-
cated educational time is interrupted for 
nonurgent matters. Both residents and 
faculty also acknowledged faculty burn-
out as a problem and noted that faculty 
sometimes model “bad behaviors” or fos-
ter a “culture of complaining.”

Strong social support at home and at 
work protect residents from burnout, and 
the importance of peer support was em-
phasized. Several residents commented 
on positive experiences having seniors or 
chief residents reach out when they had 
been struggling: “When I was an intern 
… they really took care of me even on wards 
… and I try to pay it forward (R5).” The 
importance of social support from peers 
is the ability to relate: “A lot of people don’t 
understand what you’re going through except 
the people going through it (R7).” Informal 
opportunities to get together with other 
residents promotes connection and allows 
residents to process stressful experiences. 
Supportive and engaged faculty were also 
protective: “Sometimes you’ll have an at-
tending who really cares about you, wants 
to teach, is invested in you. You don’t feel like 
you’re getting in the way (R1).”



4 The Permanente Journal • https://doi.org/10.7812/TPP/18-185The Permanente Journal • For personal use only. No other uses without permission. Copyright © 2019 The Permanente Press. All rights reserved.

ORIGINAL RESEARCH & CONTRIBUTIONS
Resident and Faculty Perspectives on Prevention of Resident Burnout: A Focus Group Study 

Recommendations to Address  
Resident Burnout

Participants identified strategies to 
help prevent and mitigate the effects of 
burnout. These strategies targeted 3 levels 
(Table 1). 
Individual-Level Strategies

Participants recommended educating 
residents and faculty on the signs and 
symptoms of burnout, making support 
available to those experiencing symptoms, 
and additional education about resources 
available to residents. Faculty recom-
mended educating residents on stress 
management techniques and coping skills, 
as well as strategies to find meaning and 
purpose in their work and establishing 
more realistic expectations. Some faculty 
also proposed screening for resilience dur-
ing recruitment to identify candidates who 
may be less prone to burnout.
Social Network Strategies

Suggestions addressing the social net-
work included peer-centered strategies: 
“Peer to peer is probably the most valuable. 
… They’re going to respect … the person next 

to [them] … going through the exact same 
challenges more than a person of designated 
authority (F6).” Social activities, team 
building, peer-to-peer mentoring, confi-
dential discussions, and training residents 
to look for burnout in each other were all 
mentioned as opportunities for fostering 
connection. 

Both residents and faculty mentioned 
the importance of addressing burnout in 
the faculty and recommended restructur-
ing attitudes that stigmatize burnout or at-
tribute it to generational differences. They 
also suggested intentional role modeling 
by faculty: “Being an example as to how you 
as a faculty member aren’t burned out, how 
you as a faculty member get day-to-day joy 
out of your practice, how you’ve found ways to 
get through your day and find meaning (F6).” 
Learning and Work  
Environment Strategies

Some participants viewed systems fac-
tors as the most critical target for inter-
ventions, rather than individual strategies, 
such as relaxation techniques: “We’ve had 
Tai Chi people and yoga people and all those 

things, but I don’t think that is the solution. 
We’re not gonna yoga our way out of this. 
[Burnout] is literally a system issue (R4).” 
Participants suggested restructuring work 
to make it more meaningful for residents, 
increasing awareness and recognition of 
positive work outcomes, and providing 
opportunities to pursue personal interests 
through electives, teaching, and research.

Other areas identified as targets for 
interventions included the high workload, 
limited time off, and lack of control. Spe-
cific suggestions included dedicated time 
off for self-care, allowing residents to have 
greater control over their schedules, and 
creating an anonymous and confidential 
forum where residents could voice their 
concerns and see them addressed: “Not 
only a place to talk and be able to be heard, but 
also action is taken upon those things (R2).” 

Changing the cultural environment to 
reduce the stigma of burnout and encour-
age and support wellness and self-care is 
also important to residents and faculty: 
“Making an environment where people feel 
like they can ask for help (R3).” Having fac-
ulty openly and frequently discuss burn-
out was recommended as a strategy to 
reduce stigma. Other recommendations 
included reducing conflict among the fac-
ulty, ensuring supportive leadership, and 
promoting faculty who are compassion-
ate and reach out to residents: “Building 
a culture of wellness … a mindset of being 
intentional towards caring about residents? 
Do we reach out and say ‘hey, how are you 
doing today?’ or ‘is there anything we can do 
to help support you more’ (F1)?” 

Residents and faculty also expressed 
the need for the integration of a proactive 
system to identify and support residents 
with burnout symptoms, such as conduct-
ing routine surveys, incorporating discus-
sions of burnout into routine resident 
check-in meetings, standardizing a pro-
cess for addressing burned-out residents, 
and hiring a mental health professional 
into the Graduate Medical Education 
Department.

DISCUSSION
Intervention strategies to address resi-

dent burnout are limited,3 and identifi-
cation of new approaches to prevent and 
alleviate burnout is a priority.2 However, 
consensus regarding the critical issues 

Table 1. Strategies to reduce residents’ burnout and promote well-being,  
compiled from focus groups with residents and faculty 
Target Strategies
Individual residents ●	Educate	about	burnout,	stress	management

●	Recruit	resilient	residents
●	Help	residents	frame	realistic	expectations	for	self,	work
●	Encourage	reflection	on	meaning	and	purpose	

Residents’	social	
networks,	particularly	
peers	and	faculty

●	Provide	opportunities	to	connect	personally	with	peers	and	faculty
●	Encourage	peer-to-peer/faculty	mentoring
●	Foster	faculty	development	to	increase	information	about	resident	
burnout,	restructure	unhelpful	attitudes

●	Suggest	that	faculty	role-model	healthy	coping	mechanisms	
●	Encourage	faculty	to	provide	more	frequent	positive	feedback	to	

residents 
●	Address	faculty	burnout,	encourage	self-care
●	Educate	residents	and	faculty	to	identify	burnout	in	colleagues

Learning	and	work	
environment

●	Destigmatize	burnout;	foster	culture	of	wellness
●	Implement	process	to	identify	and	provide	follow-up	care	to	residents	
with	burnout	symptoms

●	Reduce	administrative	work
●	Emphasize	learning	over	service	
●	Increase	opportunities	to	interact	with	patients	
●	Improve	systems	for	taking	time	off,	including	need	to	rely	on	peers	for	

coverage
●	Increase	benefits	and	incentives
●	Improve	physical	work	environment
●	Schedule	residents	to	work	together	on	consistent	teams	
●	Hold	a	forum	for	residents	to	voice	concerns	and	influence	change
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that interventions should address, and 
the level at which they should be targeted 
is lacking. Sponsoring institutions and 
residency programs are confronted with 
an overwhelming number of potential 
resident wellness interventions that they 
might consider implementing. Our study 
sought to determine what residents and 
faculty, who have direct experiences with 
resident burnout, view as both contrib-
uting and protective factors, as well as 
how best they think burnout might be 
addressed. Our findings provide insights 
that may help focus future prevention 
efforts. 

Although we expected to find differ-
ences between residents and faculty, these 
groups shared perspectives on both the 
contributing and protective factors of 
resident burnout, as well as potential in-
terventions. Both groups viewed resident 
burnout as a problem with varied causes 
and recommended solutions targeting 
multiple levels: Individual residents, resi-
dents’ social networks, and the learning 
and work environment.12 Nevertheless, 
most factors identified as contributing 
to resident burnout were related to the 
learning and work environment. This 
finding is in accordance with previous 
research and theory, which characterizes 
burnout as a problem arising from the so-
cial environments in which people work, 
and not as a problem caused by the people 
working in those environments.2,13,14

Despite this, intervention approaches 
for physician burnout have predomi-
nantly focused on individuals, and not on 
work environments.3,13,15 An exception is 
the handful of studies that assessed how 
duty-hour restrictions affect resident 
burnout. A recent review concluded that 
restricting work hours reduced residents’ 
emotional exhaustion but did not have an 
impact on the other 2 domains of burn-
out: Depersonalization and low personal 
accomplishment.3 Various authors have 
called for additional interventions to ad-
dress burnout that target residents’ learn-
ing and work environment.13,16,17

Our research yields insights about 
possible targets for interventions at the 
level of the learning and work environ-
ment. Our findings support Maslach 
and Leiter’s14 areas of work life frame-
work, which identifies 6 domains of 

organizational factors as predictors of 
burnout: 1) workload, 2) control, 3) 
rewards, 4) community, 5) fairness, and 
6) values. Residents and faculty in our 
focus groups connected all these factors 
to burnout. For example, the chronically 
unmanageable workload and excessive 
physical and emotional demands of the 
work were cited as contributing factors. 
Residents’ lack of control and autonomy 
was reported as a major source of stress. 
Residents also stated that a lack of reward 
for their work, both financial and nonfi-
nancial, resulted in feeling unappreciated 
and that their work lacked meaning. 

Residents also described feeling they 
were treated unfairly or disrespectfully 
because of their low status as a trainee. 
Conflicts between personal values and 
work also emerged, with residents report-
ing they thought their performance was 
suboptimal because of lack of time, sup-
port, or preparation. They also perceived 
the administrative tasks they spent a large 
amount of time on were not meaningful 
or educationally valuable, and at times 
they did not see their work as having 
clear benefits for patient welfare. A com-
munity of supportive peers and faculty 
was a protective element, as other studies 
have found.8,9,18 

Improving the fit between residents 
and job conditions in any of these 6 
domains is likely to improve residents’ 
work engagement and reduce burnout.14,17 
Some work domains may be more easily 
transformed than others, and this frame-
work provides multiple focus points to 
be leveraged for improvements. Many 
of the participant recommendations for 
intervention strategies were well aligned 
with this framework. Decreasing admin-
istrative work and improving systems for 
time off to support rest, recovery, and 
self-care will target workload. Fostering 
a culture of appreciation and recogni-
tion targets rewards. Allowing for more 
choice in work and vacation schedules, 
increasing electives, and creating a fo-
rum where residents can voice concerns 
targets autonomy. Increasing the amount 
of time residents spend on direct patient 
care vs administrative tasks targets per-
sonal values. Scheduled retreats and social 
activities, formal mentoring programs, 
and teamwork target community. There 

are various possibilities for how specific 
interventions can be designed to target 
these domains.17 

Our study results also confirm that 
there are social and cultural norms in 
medicine that stigmatize burnout and 
make self-care a challenge for physi-
cians.12,13,19 Cultural changes are needed 
to support healthier behaviors. Faculty 
served as role models for residents and 
can demonstrate healthy and produc-
tive attitudes and behaviors but can also 
reinforce existing cultural norms and 
stigma. Faculty members were at times 
burned out themselves, not surprising 
given their exposure to the same work 
environment as residents. Both residents 
and faculty commented that addressing 
faculty burnout was critical for addressing 
resident burnout. 

Faculty beliefs about generational dif-
ferences emerged as a salient theme in the 
focus groups. Some faculty acknowledged 
beliefs about Generation Y (the Millen-
nial generation), to which most current 
residents belong, as being less motivated 
to work, more prone to complain, and 
having unrealistic expectations. These 
beliefs affected how faculty perceived 
residents and presented challenges for 
faculty in responding to residents’ dis-
tress. Residents reported direct exposure 
to these beliefs and thought that their 
experiences were at times discounted and 
not taken seriously by faculty.

Although most research on genera-
tional differences has occurred in indus-
tries outside health care, the literature 
has found real and measurable disparities, 
which should be acknowledged and ad-
dressed to create the most effective educa-
tional and clinical practice environments 
for everyone. Like what we heard in our 
focus groups, previous research has found 
that the Millennial generation places 
higher value on work-life integration, 
working in teams, receiving clear com-
munication and frequent feedback, and 
having a close mentorship relationship 
with someone who can foster both pro-
fessional and personal development.20,21 
Additionally, the Millennial generation 
wants to believe their work has mean-
ing, be acknowledged for their efforts, 
and feel valued for their contribution.22,23 
Faculty development to support working 
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with and teaching millennials may be 
beneficial.24 However, additional stud-
ies of generational differences (real and 
perceived) and their impact on faculty 
and residents in the health care industry 
are warranted. 

Given the continued stigma associ-
ated with burnout, formal curriculum on 
burnout and wellness for residents and 
faculty is essential to provide accurate 
information on burnout prevalence, signs 
and symptoms, coping and self-care, and 
to make confidential support available. 
This may prove helpful for residents in 
identifying and supporting peers. So 
that the importance of the content is not 
undermined, this education should be 
incorporated into regularly scheduled di-
dactics, and not as an add-on or optional 
curriculum. The stigma and normalization 
of burnout symptoms also underscore 
the importance of proactive systems to 
identify individuals experiencing burnout. 
Faculty reported a need for a clear proto-
col outlining how residents with burnout 
symptoms should be supported vs leaving 
this up to program discretion. 

Residents and faculty identified the 
need for interventions targeted at indi-
viduals. One suggestion included foster-
ing opportunities for residents to reflect 
on and connect with what brings mean-
ing to their work. Job-related sources of 
gratitude and physician self-awareness are 
factors that have been reported by physi-
cians as helping to promote resilience,25 
and interventions to enhance these fac-
tors have demonstrated effectiveness.26 
Another recommendation pertained to 
helping residents with setting realistic 
expectations. The transition from medi-
cal school to residency involves a steep 
learning curve, which is stressful and 
challenging for a resident’s perceived 
competence.9,18 This adjustment may 
also involve the reconciliation of ideal-
ized views of medicine with reality.18 
Strategies to help residents establish re-
alistic expectations during this inherently 
stressful transition, and to reinforce their 
competence, might be useful to enhance 
their well-being.27 Having faculty provide 
frequent positive feedback and explicit 
information on performance expectations 
may be an area of intervention related 
to these points. Clear benchmarks for 

performance could reduce anxiety associ-
ated with unclear expectations and would 
allow residents to evaluate their own 
performance against a standard. Positive 
feedback could bolster residents’ sense of 
confidence by reinforcing existing areas of 
competence. Formal mentoring programs 
might also help residents in establishing 
appropriate expectations. 

Although we recruited participants 
from 2 medical centers in different cit-
ies in Southern California, our research 
is limited by the fact that residents were 
recruited from a single institution. It is 
possible that the views expressed by the 
participants in this study do not reflect 
the views of other residents and faculty 
in different training programs or settings. 
Given the sensitive nature of the topic, 
we made efforts to help residents feel 
comfortable by holding separate groups 
by program, and by having a focus group 
moderator who was not directly affili-
ated with any of the residency programs. 
Despite our efforts to promote frank and 
open discussion, it is possible that some 
participants felt reluctant to express their 
honest views. Additionally, the resident 
focus groups were held with residents 
across training years. It is possible that 
participants’ views regarding factors 
contributing to burnout or interventions 
vary by training year,18 but this was not 
something explored in our research. Al-
though our study identified many areas of 
focus for future interventions, additional 
research is needed to evaluate the effec-
tiveness of these approaches. 

CONCLUSION
Given the diverse factors that contribute 

to resident burnout, a silver bullet inter-
vention is unlikely. Our results highlight 
potential focus areas for future burnout 
interventions and point to the importance 
of interventions targeted at the social en-
vironments in which residents work and 
learn. Other residency programs and spon-
soring institutions may wish to consider 
implementing a similar effort to engage 
residents and faculty in understanding 
causes of burnout and recommended in-
terventions. This will aid in identification 
of locally relevant solutions and may foster 
a greater sense of ownership in whatever 
strategies are ultimately implemented. v
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