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The past three decades have seen a substantial amount of research document the high rates of
burnout, depression, and psychological distress in health professionals compared to the
general working population (Firth-Cozens, 2001b; Wall et al., 1997). In contrast, only
relatively recently has the issue of how to best provide support for healthcare professionals
become an area of research and focus. Psychological distress, fatigue and burnout in health
professionals are associated with loss of productivity, increased turnover, increased medical
errors, and worse patient outcomes (Moss, Good, Gozal, Kleinpell, & Sessler, 2016; Priebe et
al., 2004). Addressing and promoting increased support for healthcare professionals is
therefore an important aspect of not only improving the health and wellbeing of staff but also
improving the overall quality of healthcare.

This chapter aims to summarise the literature regardi ng support for healthcare professionals,
beginning with a brief description of factors contributing to psychological distress. This is
followed by a review of individual and organisational strategies to support the wellbeing of
healthcare professionals. Lastly, a section on how to best support staff after adverse events,
including some recent examples of multidimensional support programs, is presented.

Work-related and individual factors contributing to stress in healthcare professionals

The high rates of psychological distress and burnout in healthcare professionals and across
different healthcare professions is well established (Morse, Salyers, Rollins, Monroe-DeVita,
& Pfahler, 2012; Weinberg & Creed, 2000). This suggests there are external, work-related
factors which contribute to increased stress in healthcare professionals. Common external
stressors distinct to healthcare professions include treating suffering and dying patients, risk
of patient suicide, and the risk of adverse events or medical errors (Firth-Cozens, 2003;
Rassler, 2012). Other work-related stressors which further exacerbate stress and burnout, in
particular in medical practice and training, include shift-work, sleep deprivation, and the
hierarchical culture of medical training (Ramirez, Graham, Richards, Gregory, & Cull, 1996;
Salazar et al., 2014). Further compounding the issue are organisational stressors, including
poor management, poor communication, inadequate staffing and poor teamwork (Grunfeld et
al., 2000; Ramirez et al., 1996).

Although workload and environmental factors inevitably contributes to stress in healthcare
professions, personality and demographic factors also play a role (Firth-Cozens, 2001b).
Studies have shown that personality, maladaptive coping strategies, marital status, age and
seniority/tenure can all influence stress and burnout for healthcare professionals (Firth-
Cozens, 2001b; Ramirez et al., 1996). For example, personality traits like neuroticism, or
being single as well as young age are all risk factors associated with burnout in healthcare
professionals (Poncet et al., 2007; Zellars, Perrewe, & Hochwarter, 2000). Recently, there has
been an increased focused on the stressors faced by medical trainees, where psychological



distress often starts during residency (Thomas, 2004). The increased risk of psychological
distress for junior staff has also been documented for other healthcare professionals,
including nurses and therapists (S. L. Shapiro, Brown, & Biegel, 2007; Skovholt &
Rgnnestad, 2003).

The above risk factors represent separate but not necessarily independent causes of
psychological distress in healthcare professionals. As described in previous chapters, risk
factors associated with burnout are often inter-related, with external stressors interacting with
personal characteristics, available support, and the general skills and experience of the
healthcare professional in how they react and cope with stress.

Types of support for healthcare professionals

Support for healthcare professionals can be grouped into individual or organisational support
services. In this chapter, individual support is defined as personal strategies (e.g. cognitive or
behavioural techniques) which allow individuals to manage and cope better with stress. In
contrast, organisational support is defined as strategies which aim to change work-related
factors and work practices and generally tend to focus on either groups of people or the whole
organisation.

Individual training and support

Healthcare professionals, in particular physicians, often struggle to seek support when unwell
or under stress (Wallace, Lemaire, & Ghali, 2009). As a result there has been a push for
examining effective self-care skills and preventative strategies to improve resilience in
healthcare professionals (S. L. Shapiro et al., 2007). As depicted in Table 1, these strategies
include self-care skills, relaxation techniques, cognitive behaviour therapy (CBT) and
communication skills training.

A recent Cochrane review (Ruotsalainen, Verbeek, Mariné, & Serra, 2015) examined the
efficacy of 58 interventions aimed at preventing stress in healthcare workers. Out of the
studies employing individual interventions, relaxation techniques (e.g. mindfulness
meditation) and CBT demonstrated the most evidence for reducing stress in healthcare
workers. In particular mindfulness-based stress reduction (MBSR) has been shown to reduce
stress and improve wellbeing in healthcare professionals including physicians, nurses, social
workers and psychologists (Ruotsalainen, Serra, Marine, & Verbeek, 2008; S. L. Shapiro et
al., 2007).

Another individual strategy for reducing healthcare professionals’ stress is communication
skills training. Such skills are essential to managing many of the stressors inherent to medical
practice, but many healthcare professionals feel insufficiently trained in communication skills
(Plews-Ogan et al., 2016; Rassin, Levy, Schwartz, & Silner, 2006). An increasing number of
studies have examined the effect of communications skills training to help physicians and
trainees disclose and discuss medical errors, as well as improving patient-centred
communication (Barth & Lannen, 2011; Canivet et al., 2014). In a randomized controlled
trial (RCT) in the UK (Fallowfield et al., 2002), 160 oncologists from 34 cancer centres were
randomly allocated to communication skills training or a control group. Results showed that
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oncologists in the 3-day intervention group reported increased confidence and also received
improved patient ratings compared to the less intensive intervention groups or the control
group. Another study conducted in Japan examined the effect of communications skills
training for oncology nurses, and its impact on patient outcomes (Fukui, Ogawa, Ohtsuka, &
Fukui, 2008). The study found that communication training not only improved how confident
the nurses felt, but also improved patient distress and adaptive coping skills.

Organisational training and support

Despite the importance of providing individual training and support, for support services to
reach those most in need they need to be implemented and encouraged from an institutional
level (S.D. Scott et al., 2010). Organisational support services are strategies which address
work-related factors in order to prevent or manage stress in healthcare professionals, and
usually impact whole units, departments or institutions. Organisational support can include
supervisory and peer-support programs, leadership programs, as well as supporting staff after
adverse events (see Table 1).

Feeling supported by one’s team has a profound effect on satisfaction at work, with better
functioning teams and units experiencing less stress (Carter & West, 1999) and
demonstrating improved patient care and safety (Firth-Cozens, 2001a). Characteristics of
well-functioning teams include good leadership, autonomy, effective communication, and a
focus on patient safety and staff wellbeing (Firth-Cozens, 2001a; Michie & West, 2004). A
recent longitudinal study examined 2100 physicians and nurses working in 55 intensive care
units in Germany, and assessed emotional exhaustion, teamwork and patient safety over nine
months (Welp, Meier, & Manser, 2016). The authors found that improved teamwork
positively affected clinician-rated patient safety. Conversely, emotional exhaustion negatively
impacted on teamwork.

An important aspect of thriving in a team is feeling supported by superiors and colleagues. It
is not surprising that low supervisory support has been associated with increased risk for
burnout in healthcare professionals (Kalliath & Beck, 2001). In contrast, improving support
through mentoring programs can help prevent burnout and improve wellbeing in healthcare
professionals (Balch & Copeland, 2007; Shanafelt, Sloan, & Habermann, 2003). As well as
mentoring programs, peer support programs have also become increasingly popular as a way
of improving collegial support and wellbeing in healthcare professionals. Peer-support
programs are often perceived as more acceptable when dealing with sensitive issues like
psychological distress or medical errors (Hu et al., 2012). A RCT of a peer support program
for 151 healthcare workers was trialled in Sweden (Peterson, Bergstrom, Samuelsson,
Asberg, & Nygren, 2008), with results demonstrating improvements in general health,
perceived demands at work, and support at work in the intervention group compared to the
control group.

Supporting healthcare professionals after adverse events

Medical errors and adverse events are common in the healthcare professions (James, 2013;
Kohn, Corrigan, & Donaldson, 2000). Healthcare professionals involved in an adverse event



may become traumatized as a result, referred to as the Second Victim phenomenon (Seys et
al., 2013; Wu, 2000). Symptoms include feelings of guilt and responsibility for the patient
outcome, loss of confidence in clinical skills, and increased anxiety and distress (S.D. Scott et
al., 2009). Past research into supporting Second Victims have found that support services are
often lacking or not accessible (Conway, Federico, Stewart, & Campbell, 2011; Edrees et al.,
2016), or even hostile towards Second Victims (Christensen, Levinson, & Dunn, 1992;
Marmon & Heiss, 2015). Complicating things further, studies have found that physicians are
unlikely to seek support after adverse events (Rdssler, 2012). This is due to a multitude of
factors, including stigma surrounding seeking help, risk of litigation, and negative attitudes
about disclosing medical errors (Bell, Moorman, & Delbanco, 2010).

Increasingly organisations are becoming aware of the importance of providing support
programs and education to healthcare professionals to manage and decrease the psychological
distress caused by medical errors and adverse events (Daniels & McCorkle, 2016; Edrees et
al., 2016). However, many of these services remain under-used (Hu et al., 2012; Marmon &
Heiss, 2015). Furthermore, many institutions lack the necessary educational programs and
support systems to effectively manage psychological distress (Bell et al., 2010). Due to these
constraints, many institutions refer to external, independent organisation which offer support
services to healthcare professionals such as the Medically Induced Trauma Support Services
(MITSS). This not-for-profit organisation provides information and advice for patients,
clinicians as well as healthcare organisations in the United States (MITSS, n.d.). Similar
organisations have been set up in the United Kingdom, including the NHS Practitioner
Support Programme, which was set up as an alternative to mainstream NHS support services
to enable NHS doctors and dentists to access confidential support (NHS, n.d.).

Multidimensional programs

More recently, hospitals and healthcare organisations have initiated multidimensional
programs which incorporate both individual and organisational support services, with the aim
of creating supportive, healthy working conditions for healthcare professionals. An example
of a multidimensional support program is the Center for Professionalism and Peer Support
(CPPS) initiative developed at Brigham and Women’s Hospital in Boston which
encompasses a peer-support program, wellness programs, communication and disclosure
training, and focus on a culture of professionalism (J. Shapiro, Whittemore, & Tsen, 2014).
The program has been well received and has trained a wide range of health professionals
since it was initiated in 2008 (J. Shapiro et al., 2014). Another pioneering multidimensional
support program is the Second Victim Rapid Response Team (forYou program) developed at
the University of Missouri Health Care (MUHC) (S.D. Scott et al., 2010). The program is a
three-tiered Second Victim support system comprising: (1) immediate peer and supervisory
support from the relevant unit or department, including relieving the healthcare professional
of patient duties, (2) supporting previously identified staff through specifically trained peer
supporters and possible referral to internal patient safety and risk management resources, and
lastly (3) external referral for continued crisis support and psychological services. The
MUHC support system includes a core team of 51 existing staff members (including
physicians, nurses and allied health professionals) who have been trained to assist staff in



implementing and accessing the support system, and have been embedded throughout high-
risk areas including intensive care, operating rooms, and emergency departments. The
support system is unique in that it extends to all healthcare professionals and acknowledges
that the whole team can be affected by adverse events. As of 2015, more than 1000 clinicians
had received support from the forYou program (Hirschinger, Scott, & Hahn-Cover, 2015). A
recent assessment of the impact of the program examined whether the program had an impact
on staff perceptions of patient safety, measured using a patient safety culture survey covering
12 dimensions including teamwork within units, supervisor/manager expectations, frequency
of events reported, and communication (S. D. Scott, 2015). Over 4,000 healthcare
professionals participated and results demonstrated a significant difference between clinicians
who identified as second victims and had received support in comparison with second victims
without support. On all of the dimensions of perceived patient safety, the unsupported
clinicians had lower scores compared to the supported clinicians.

Despite the obstacles that still exist for accessing appropriate support services, there is
increased awareness regarding the importance of preventing burnout and psychological
distress in healthcare professionals and trainees. An important aspect of increasing awareness
is ensuring that information is provided regarding sensitive issues such as burnout,
psychological disorders and Second Victim Syndrome, and that strategies to prevent
psychological distress start early and continue throughout one’s career (Balch & Copeland,
2007). Although increasing awareness is important, it is futile if health care professionals are
not aware of the support programs that are available, how they work, and how to seek support
when it is most needed. Importantly, the culture of the organisation will have a significant
impact on whether these programs are effective (Bell et al., 2010).

Discussion

This chapter has reviewed the literature regarding individual and organisational support
services for healthcare professionals. Although individual interventions which aim to
improve resilience and develop essential skills in healthcare professionals are to be
commended, for such interventions to have sustainable effects, they should ideally be
combined with organisational efforts to improve working conditions and support for
healthcare professionals. A multidimensional approach is needed which takes into account
individual factors including both recognising people at risk and offering appropriate
individual support services, as well as recognising the role of external workplace factors and
the medical work culture in exacerbating or alleviating stress in healthcare professionals.

Although it is encouraging to see the increase in support programs offered to healthcare
professionals, there is still a shortage of longitudinal studies with adequate power, with the
majority of studies cross sectional with small sample sizes (Moore, Rivera Mercado, Grez
Artigues, & Lawrie, 2013; Ruotsalainen et al., 2015). Well-designed, longitudinal studies are
needed to evaluate the efficacy of individual and organisational support programs for
preventing burnout and psychological distress in healthcare professionals. Furthermore, few
studies have evaluated the effect of support programs on both staff and patient outcomes.
These studies are sorely needed, in particular so that guidelines can be developed for how to



best provide support for healthcare professionals (Bell et al., 2010; Wallace et al., 2009). As
well as improving the evidence-base, a cultural change in healthcare is needed where staff
wellbeing is prioritised, work-life balance is encouraged, and a healthy and supportive work
environment is cultivated. Funding agencies, healthcare organisations, professional societies,
as well as policy makers will play a key role in supporting this process.
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Table 1: Examples of support services for healthcare professionals

Individual support Organisational support

Self-care skills (e.g. physical activity, Leadership training
adequate rest, healthy eating habits)

Teamwork training
Relaxation training (e.g. mindfulness,
relaxation techniques, meditation) Mentoring programs

Cognitive behaviour therapy Peer support programs

Communication skills training Second Victim support programs
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