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BACKGROUND: Interns are vulnerable to emotional dis-
tress and burnout. Little is known about the extent to
which interns’ well-being can be influenced by peer sup-
port provided by their senior residents.

OBJECTIVE: To elucidate contributors to interns’ emo-
tional distress and ways that peer support from senior
residents may impact intern well-being.

DESIGN: Qualitative study using semi-structured inter-
views conducted December 2017-March 2018.
PARTICIPANTS: Second year residents (n= 11) in internal
medicine at a major academic medical center during the
data collection period.

APPROACH: Constructivist grounded theory approach in
which transcripts were analyzed in an iterative fashion
using constant comparison to identify themes and to cre-
ate a conceptual model.

KEY RESULTS: The investigators identified three themes
around emotional distress and two themes around resi-
dent peer support. Distress was a pervasive experience
among participants, caused by a combination of contex-
tual factors that decreased emotional resilience (e.g., sleep
deprivation) and acute triggers (e.g., patient death) that
led to an abrupt increase in distress. Participants grap-
pled with identity reconciliation throughout internship.
Reaching clinical competency reinforced self-efficacy for
participants. With regard to peer support, participants
recalled that resident support was ad hoc, primarily in-
volving task support and debriefing traumatic events.
Participants reflected that their intern experiences shaped
their supervisory support style once they became senior
residents; they did not perceive any formalized, systemat-
ic approach to supporting interns.

CONCLUSIONS: We propose a model illustrating key
points at which near-peers can make an impact in reduc-
ing interns’ distress and suggest strategies they can use.
Given the substantial role peer learning plays in intern
development, senior residents can impact their interns by
normalizing emotions, allowing vulnerability, and
highlighting the importance of self-care. A formalized peer
support skill-building curriculum for senior residents
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may empower them to provide more effective support as
part of their supervisory efforts.
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INTRODUCTION

Resident physicians experience high levels of burnout in na-
tional studies’ and they are particularly vulnerable to emotion-
al distress, burnout, and empathy erosion in their first year of
training”. Given the immensity of the problem, there is a
growing body of research around interventions to improve
aspects of well-being and protect against burnout. Responding
to emotional challenges has been highlighted as a key com-
mitment that health care professionals must make to them-
selves and to each other’.

Resident well-being programs have traditionally been
faculty-led and focused on interventions such as individual
skill building (mindfulness4, mind-body interventions®, stress
management®, or counseling”), group debriefing and facilitat-
ed discussion®, and positive psychology coaching’. On a
faculty level, peer support has been shown to be beneficial to
physicians in coping with emotional stressors'®, sparking the
creation of peer support programs at hospitals around the
country'". Literature shows that interns rely heavily on the
guidance, example, and support of senior residents who, as
supervisory near-peers and teachers, play a significant role in
their clinical learning and professional development '* '*.
However, little is known about the extent to which interns’
well-being can be influenced by support provided by their
senior residents, and what peer support processes may be most
effective for enhancing well-being. Promisingly, one recent
study suggested that regular well-being check-ins with chief
residents may normalize the intern experience and help interns
manage stress'*. To better understand the specific experience
of interns, we conducted a qualitative study to elucidate con-
tributors to emotional distress and ways that peer support from
senior residents may impact intern well-being in our institu-
tion’s internal medicine residency program.
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METHODS
Study Design

We used a constructivist grounded theory approach' to un-
derstand emotional distress among interns and the role that
support from senior residents played in coping with that
distress.

Participants and Setting

One investigator (KM) invited all internal medicine postgrad-
uate year (PGY)-2 residents at the University of California,
San Francisco (UCSF), who had recently completed their
PGY-1 year to participate in an interview. She sent invitations
by email and scheduled interviews over the course of four
months, with a plan to interview until the research team agreed
that sufficient evidence existed to support themes (thematic
saturation)'®. As themes were identified, additional partici-
pants were recruited who might offer diverse perspectives
and thereby contribute data to confirm, refute, and/or refine
the themes. Participants did not receive any compensation for
their participation.

Data Collection

From December 2017 to March 2018, one investigator (KM)
conducted individual interviews using a semi-structured inter-
view guide (Appendix), clustered in December, February, and
March. The interview guide was developed through a review
of the physician burnout/well-being and peer learning litera-
ture and was informed by the team’s experiences conducting
well-being and burnout prevention programs at the residency
level. After conducting a pilot interview, a question was added
about how experiences as an intern impacted second year
residents’ practices as near-peers. All interviews were audio-
recorded and transcribed verbatim. Identifying information
was removed from transcripts prior to analysis. Interviews
ranged from 40 to 90 minutes.

The UCSF Institutional Review Board reviewed the study
and approved it as exempt.

Data Analysis

Two investigators (KM and LT) coded all transcripts. After the
first three interviews, we independently reviewed the tran-
scripts and developed a preliminary set of codes. Initially, we
planned to use peer learning theory to guide our analysis.
However, after discussing the first three transcripts, we deter-
mined that the themes did not align with peer learning theory
and used open coding to generate the codebook. Using con-
stant comparative techniques'>, we read each new interview
and compared ideas conveyed in the new interviews with
existing codes and themes. We added probes to some inter-
view questions so we could explore preliminary themes in
greater depth and also added new codes to our codebook to
capture information that was not well-represented in existing

codes. We met regularly to review and reconcile differences in
coding. We used Dedoose software for coding and extracting
data (Redondo Beach, CA).

After identifying a stable set of codes and completing open
coding of all transcripts, the investigators (KM and LT)
proceeded with axial coding to highlight relationships between
coded excerpts. The third investigator (BO), a non-physician
researcher with expertise in medical education and qualitative
research, examined excerpts to check interpretations and iden-
tify connections to medical education literature. The final
analytic step involved selective coding to develop a model of
emotional distress during internship that integrated themes,
then sharing this model and themes with groups of PGY-2
and PGY-3 internal medicine residents (including participants
and non-participants) and residents and fellows from multiple
specialties involved in education projects to check for reso-
nance. These sessions confirmed the model and themes and
resulted in no changes.

Reflexivity

The different perspectives of the members of our research
team enabled robust discussion of themes and interpretations.
KM was a peer PGY-2 resident at the time of the interviews
and served as the sole interviewer— the team discussed the
implications of this approach and felt that a peer interviewer
was beneficial to encourage open, honest discussion in the
interviews. LT and BO were blinded to all identities. Only KM
knew the identity of participants and noted any ways in which
relationships with study participants may have influenced her
interactions and interpretations (e.g., personal knowledge of a
situation described by a participant). The study team discussed
these notes during open coding to ensure that these relation-
ships did not influence KM’s coding of interview transcripts,
and, in a few cases, codes were revised when it was deter-
mined that inferences based on external experiences had been
made. The three perspectives of the research team (KM, a peer
of participants; LT, a faculty member with well-being exper-
tise; and BO, an education researcher external to the residency
program) helped balance interpretations during analysis.

RESULTS

From interviews with 11 residents, we identified themes and a
model of emotional distress during internship, as well as key
ways in which peer support from senior residents impacted
coping with distress.

Distress as a Pervasive Experience

All participants described significant emotional distress during
internship and identified contextual factors and acute triggers
as key sources of distress. Emotional distress included feelings
of sadness, hopelessness, frustration, anxiety, and overwhelm.
Distressing feelings varied by participant, and most described
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a combination of these feelings at different times during in-
ternship. They explained how contextual factors, such as
volume of work, work hours, perceived expectation of perfec-
tion, isolation, and sleep deprivation, compounded to diminish
their emotional reserve. Then acute triggers, primarily related
to adverse patient care experiences, such as unexpected death,
conflict around goals of care, and dealing with challenging or
abusive patients caused an abrupt increase in distress. In some
cases, distress was triggered by team dynamics. These triggers
could push them over their coping threshold if their emotional
reserve was low due to a high burden of contextual factors,
causing enough distress to temporarily impact their ability to
manage all of their responsibilities at work or at home. As one
participant noted, “I can usually deal with a really sad patient
case and breathe through it, and it’ll be okay. Or I can usually
get a bunch of pages and just try to be calm and triage them,
and it’ll all be okay... But they’re all happening at the same
time. So, I think that’s the issue” (resident #10).

Participants recalled that lack of control over work schedule
and flow, as well as a lack of control over aspects of patient
outcomes such as social determinants of health, impacted their
ability to cope with emotional distress as interns. They de-
scribed a sense of self-doubt and sought external validation.
These feelings were often compounded by feeling under-
appreciated by superiors, patients, and families. One partici-
pant explained, “You want to prove that you belong here and
that you can take care of someone and you’re not trying to kill
them... I think that’s what drives a lot [of distress]... we all
feel inadequate” (resident #3).

Grappling with Identity Reconciliation

Participants described feeling grief over the loss of their per-
sonal identity as this identity was subsumed by their profes-
sional role. This loss was a source of existential distress due to
inability to maintain previous interests, relationships, and
roles. As a result of intense, unique experiences, participants
became alienated from those in their lives who could not relate
to their professional experience and personal relationships
suffered; they became isolated from former support. They also
experienced grief as they reconciled expectations of what they
thought they would be with who they became. One participant
explained, “I think that part of that journey is reconciling with
the death of your former self and the death of who you thought
you were going to be. I think that there’s a mourning process
there” (resident #7).

While participants mourned aspects of identity lost, they
celebrated new aspects of their professional identity that
emerged. Over time, participants learned to cope with difficult
experiences of being a doctor such as patient deaths and saw
their participation in these events as a privilege; they expressed
gratitude for their unique role in patients’ lives. As their skills
improved, participants gained confidence from patients iden-
tifying them as “my doctor” and becoming a doctor that
patients choose. As one participant stated, “The days you feel

like a really good doctor are the days where people are like,
“You just told me I have stage IV cancer, but [ want you to be
my regular doctor. And you know what? When [I] die, I want
my whole family to use you as [their] regular doctor.”” (resi-
dent #4).

Competency Reinforced Self-efficacy

Participants described a specific point during internship when
they realized they had reached a threshold level of clinical
competency. At this point, they could provide clinical care
with more independence, which improved their sense of self-
efficacy. One participant noted, “I think [I reached] a turning
point. After that... I just didn’t feel scared as much anymore. ..
I think it was a turning point in competency” (resident #3).
During competency development, opportunities for autonomy
contributed to feelings of self-efficacy when participants felt
well-supported. However, autonomy could also contribute to
distress if support was not available when needed.

Even before achieving clinical competency, developing
experience and autonomy in non-clinical aspects of patient
care, such as systems advocacy or providing emotional sup-
port to patients, reinforced self-efficacy.

“As an intern, I came to view deaths of patients as a
very big privilege to be a part of. That time point in that
patient’s life is so significant. And there are so few
people in society that can guide a family and a patient
through that process. And I found that to be almost
rewarding in a sense that we can, kind of, like, get
through this together” (resident #8).

Resident Support Was Ad Hoc

When reflecting on support by their senior residents, partici-
pants most commonly recalled seniors pitching in on tasks,
such as navigating logistically complicated to-dos and holding
their pagers in times of stress. One participant explained the
value of this support, “I remember two or three times he held
our pager during our morning report or during noon confer-
ence, so that we could go because he knew that was important
to us. Just even little things where he recognized our personal
goals or times when we were having emotional difficulties”
(resident #5).

Ad hoc debriefing of traumatic events was the most com-
mon way in which senior residents provided explicit emotion-
al support. Additionally, participants recalled few times when
senior residents role-modeled showing or discussing their own
emotions, but characterized it as a highly effective strategy
when it occurred. One participant noted, “We had regular
debriefs about where we both [were]... in our own emotional
health with this very challenging case and [the senior resident]
was open with how it was affecting her...which allowed me to
do the same thing” (resident #1). How well people felt they
could communicate and have a relationship with their team
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affected how supported they felt; this was sometimes chal-
lenging due to frequent team transitions.

Participants recognized that tailoring support to individual
preferences is essential but extremely difficult to implement
due to team discontinuity. Participants talked about the frus-
tration of not receiving the right support as an intern, but then
recognized how difficult it was to provide individualized
support once they were themselves senior residents. This
theme was more prominent in interviews conducted in the
second half of the academic year. One participant discussed
this challenge:

“Just thinking of how can I best support this person? Is
it by taking away some of the busywork, so they can go
home earlier? Or is it... this patient wants to have
another goals conversation, for the third time today,
with different family members, could I just do that for
them?... But I think, it’s so hard. Because I think it does
really vary based on the person” (resident #2).

Intern Experiences Shaped Supervisory Support
Style

Once they became senior residents, participants reported rep-
licating positive examples that they had experienced or seen
role-modeled as interns. Participants also perceived that, as
supervising residents, they used strategies that addressed gaps
in support that they did not get as interns. For example, very
few participants recalled being asked directly about self-care
and coping during internship by a superior, but most highlight-
ed checking in about self-care as a key strategy they employ as
senior residents. One participant addressed this, “Iuse some of
the things that I think I would have wanted [as an intern] with
[my] interns, now. Like, ask my interns on a semi-regular basis
how they’re doing outside the hospital...I didn’t know it at the
time but I wished that someone had asked me those questions”
(resident #1). They did not perceive any formalized, system-
atic approach to providing support to interns. They also did not
recall receiving training in how to provide emotional support
to interns once they became senior residents.

A Model of Distress

We developed a model (Fig. 1) integrating the themes related
to emotional distress and the role of peer support during
internship. The model shows that interns’ level of emotional
distress fluctuates over time. Throughout internship, identity
stress and contextual factors (e.g., lack of control, work inten-
sity, schedule, isolation) contribute to some level of distress
that interns tolerate throughout the course of the year. Interns
also encounter acute triggers of distress, such as patient deaths,
challenging patients, or difficult goals of care conversations.
When these triggers occur during a period with a particularly
high burden of contextual factors, distress may escalate be-
yond an intern’s coping threshold to temporarily affect per-
ceived ability to optimally manage professional or personal

responsibilities. Interventions by senior residents generally
aim to reduce distress by providing logistical support (to
decrease the contribution of workload as a contextual factor)
and debriefing traumatic events. >

DISCUSSION

Our research confirms that emotional distress is common
during internship, and suggests that senior residents provide
ad hoc emotional support for their interns. Our findings also
reveal a perceived absence of formal strategies that prepare
residents to provide emotional support to interns.

In our study, interns describe many of the same factors
known to contribute to physicians’ emotional distress and
burnout'’. The life of an intern is a barrage of contextual
factors such as long hours, sleep deprivation, poor work-life
integration'®, isolation'®, and challenging work environ-
ments’. These contextual factors are layered on top of identity
stress”! that contributed to significant self-doubt among par-
ticipants in our study. When acute triggers of emotional dis-
tress such as patient death, challenging patient/family interac-
tions, or disagreement regarding goals of care are
superimposed on the burden of preexisting contextual factors,
an intern’s distress can exceed their coping threshold such that
they feel temporarily unable to optimally fulfill their respon-
sibilities. These findings complement work by Abedini and
colleagues, who found that residents experience both existen-
tial and circumstantial aspects of burnout, which require dif-
ferent strategies for recovery®. Our model of distress also
builds on prior knowledge to suggest potential intervention
points for effective peer support that could reduce intern
distress.

Work by Hu and colleagues indicates that physicians grav-
itate towards peer support as a strategy for coping with
stressors' . Similarly, we found that the interns in our study
tended to look first to their near-peer senior residents for
support after distressing events, and that senior residents
attempted to provide that support. Without a roadmap or
specific training, senior residents primarily focused on logis-
tical support (i.e., helping interns with tasks); deliberate emo-
tional support generally occurred on an ad hoc basis in re-
sponse to traumatic clinical situations, sometimes at a point
when an emotional reaction from the intern or the team could
no longer be ignored. Perceived quality of support varied
widely, and participants perceived that their supervisory resi-
dents lacked a framework or formal training to guide them.
When reflecting on their transition to being a senior resident,
the same participants recognized that their own strategies for
support were primarily based on informal learning from role
modeling and perceived gaps, rather than from formal
instruction.

Our study therefore suggests that creating a learning envi-
ronment that acknowledges emotion by training senior resi-
dents to understand contributors to interns’ emotional distress
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Figure 1 A model of emotional distress and opportunities for peer support during internship.

and to provide emotional support can potentially impact in-
terns’ well-being. We suspect peers can be particularly im-
pactful in three areas: (1) improving coping with contextual
factors, (2) addressing triggers of acute distress, and (3) pro-
moting recovery after distress (see Fig. 1).

A longitudinal peer support curriculum during residency
training would allow senior residents to deliberately build
these skills, rather than developing them ad hoc through trial
and error, and could be geared to address these three potential
areas of impact. First, educating residents about our model for
emotional distress during internship and training them to
understand the layers that contribute to distress may allow
them to recognize distress earlier and to address contextual
factors as they build. Second, in order to address acute triggers
of distress, senior residents could be armed with a communi-
cation framework to guide them in proactively reaching out to
their interns when traumatic experiences occur. Structured
frameworks are effective in other areas of communication in
medicine, such as breaking bad news”’. Like breaking bad
news, providing peer support between residents is a complex
communication task that often must take place in busy clinical
environments, in the midst of many competing bids for atten-
tion, while senior residents are stressed themselves. A frame-
work for peer support could build on the principles of an
effective peer support encounter proposed by Shapiro and
colleagues, including listening, reflecting, and making refer-
rals''. Third, to promote recovery after distress, a curriculum
could provide opportunities to practice effective communica-
tion skills and incorporate positive psychology techniques that
foster resilience in a low-stakes environment where feedback
is provided. Lastly, a curriculum would need to educate resi-
dents about the limitations of peer support and parameters for
escalation when additional support is needed. This multi-
pronged approach to a resident curriculum would allow for
longitudinal development tied to the progression of their lead-
ership roles in their clinical work.

While we believe resident peer support could be effective,
we acknowledge that senior residents are vulnerable to burn-
out themselves, and we are wary of framing peer support as a
complete solution to intern distress—it is only one piece of the

puzzle. Support and allyship of faculty and program leaders
who have power to make larger scale system change is essen-
tial. Additionally, residents need protected time for this cur-
riculum, rather than adding it on top of existing
responsibilities.

Our findings must be interpreted in light of study limita-
tions. All participants were in the same year of training in one
specialty at one institution and thus represent perspectives
shaped by a particular context and culture. Two of three of
our investigators are involved in the residency program and
inevitably view the data through this lens. As with any retro-
spective interviews, there is also risk that participants inaccu-
rately recalled the events of their intern year. Additionally, we
focused our interviews on the participants’ intern experiences,
and did not interview their supervising senior residents,
though we did include some questions about the participants’
own PGY?2 supervisory experience. Discussions among the
full research team and member checking both with residents
who were part of the study and with resident peers who did not
participate in the study provided some ways of ensuring the
credibility of interpretations.

CONCLUSION

We propose a model illustrating key points at which near-peers
can make an impact in reducing interns’ distress and suggest
strategies they can use. Currently, senior residents primarily
provide support by accomplishing tasks or navigating logis-
tics, as well as debriefing traumatic events. Our findings
highlight opportunities to address the contributors to distress
more holistically; reducing the burden of contextual factors by
implementing multilevel solutions at the personal, cultural,
and systems level is necessary. While systems-level reform is
beyond the scope of the resident role, senior residents still
have an opportunity to support interns’ well-being. Given the
substantial role that peer learning plays in intern development,
senior residents can impact their interns by normalizing emo-
tions, allowing vulnerability, and highlighting the importance
of self-care. Since senior residents are already providing ad
hoc support, a formalized peer support skill-building
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curriculum for senior residents may empower them to provide
more effective support as part of their supervisory efforts.
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