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Abstract
Objective To identify priority interventions for the
prevention and reduction of work stress and burnout
in hospital doctors through analysis of (1) doctors’
experiences of work stress and burnout and (2) their
preferences with respect to interventions.
Design Qualitative design using semistructured
interviews analysed with deductive thematic analysis.
Setting Hospitals in Ireland.
Participants 32 hospital doctors (16 practising
consultants and 16 doctors in training) from a range of
specialties, career stages, hospital types and locations.
Results Practical, system-focused interventions
were found to be most needed. Challenges with basic
entitlements, that is, accessing statutory leave, knowing in
advance when leave can be taken and being adequately
covered when on leave were identified as requiring urgent
attention. Other priority interventions identified were
the integration of psychological support in the everyday
working environment, time and training for clinical line
managers to perform key management activities such as
debriefing and education interventions which highlight
work stress risks and care pathways, teach self-care and
train doctors in how to support one another.
Conclusions Hospital doctors are feeling the effects of
greater demand and fewer resources. What they most
urgently need is adequate staffing levels, access to
statutory leave and adequate cover when on leave. Doctors
do not receive the support they need from their clinical line
managers, who lack the skills and time to excel as people
managers. Organisations should focus on developing
clinical management skills across the system. The
culture of medicine needs to change from stigmatisation
and competitiveness to compassion and collaboration.
Organisations, medical schools and professional bodies
can steer this change through education.

Introduction
Over half of practising physicians report
at least one symptom of burnout and this
number is growing.1 2 As well as diminished
quality of care,3 4 prolonged exposure to
burnout can lead to depression and in some
cases have devastating consequences for physicians.5 A doctor is now twice as likely to take
his or her own life as a member of the general

Strengths and limitations of this study
►► The main strength of this study is that it puts the

physician’s voice at the centre of the process of selecting and developing interventions to reduce physician work stress and burnout.
►► The study is strengthened by the purposive sample
of interviewees selected to capture experiences and
preferences of individuals from a range of gender,
specialty and career stage, hospital type and geographical location.
►► A limitation is that the original pool of volunteers,
from which the interviewees were purposively selected, may have been a self-selected group who
put themselves forward for interview because of
personal experiences.
►► A further limitation is that this study did not include
non-consultant hospital doctors outside of training
programmes and doctors in general practice.

population.6 In Ireland, worsening working
conditions, resulting from a preceding
decade of economic austerity,7 and a growing
and ageing patient population8 have been
associated with work stress and burnout, and
are likely factors in the current high levels of
doctor migration and challenges in physician
recruitment.9 10
Work stress occurs when the demands of
work exceed an individual’s perceived ability
to cope in Lazarus and Folkman’s transactional model of stress.11 In this model, stress
is a product of the interaction between
the individual and the environment, and
this relationship is mediated by cognitive
appraisal and coping, whereby coping can
be emotion-focused or problem-focused.11
Burnout, as described in Maslach et al’s model,
can be understood as a negative psychological outcome of prolonged work stress with
emotional exhaustion and depersonalisation
from patients as core features.12 Interventions
targeted at decreasing work stress and burnout
can be classified as primary, secondary or
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Intervention level
Definition and Description
Primary
Preventive and proactive
Goal: reducing potential risk or altering the nature of
the work stressor before workers experience stressrelated symptoms or disease
Secondary
Ameliorative
Goal: to help equip workers with knowledge, skills
and resources to cope with stressful conditions
Tertiary
Reactive
Goal: to treat, support, compensate and rehabilitate
workers with enduring stress-related symptoms and
disease

Intervention targets

Examples

Stressors at their source,
organisation of work and
working conditions

Job redesign, workload reduction, reduction
of workflow inefficiencies, improved
communications

Employee responses
to stressors (perceived
stress or strain)

Cognitive–behavioural therapy, stress
management training

Short-term and enduring
adverse health effects of
job

Return to work programmes, employee
assistance programmes, occupational therapy
and medical stress interventions

tertiary, according to their aim13 (see table 1). Primary
interventions aim to reduce risk factors for employees.
They are usually organisational interventions that tackle
work environment factors perceived to contribute to work
stress,14 for example, changes to work practices, work
scheduling and team building. Secondary interventions
aim to enhance the ability of workers to manage stressful
conditions by increasing awareness, knowledge, skills and
coping resources15 for example, training in mindfulness
and in dealing with difficult patients. Tertiary interventions aim to support recovery and to minimise negative
consequences in those already suffering from work stress
or burnout,13 for example, counselling, rehabilitation
and return to work programmes. Tertiary-level interventions are most common and primary-level interventions
are the least common16 despite governmental policy
recommendations that employers adopt a preventive
rather than a reactive approach to the management of
employee health risks.17 18 Combining interventions at
primary, secondary and tertiary levels is considered to
have high potential value.19
While research into prevalence, causes and consequences of burnout in doctors has dominated the literature over the past two decades, more recent calls to
shift focus to intervention20 have yielded a number of
systematic reviews of interventions to prevent and reduce
work stress and burnout in the past 3 years.21–24 Common
findings include poor design of evaluation studies and
a concentration on secondary-level, individual-focused
interventions. Burnout levels are the most common
outcome measures used in the meta-analyses, both for
prevention and reduction of burnout. While most reviews
found small but significant improvements in burnout
levels overall, there remains a lack of clarity around
which types of interventions are the most effective.21–23
Further and better-quality intervention studies will guide
selection of interventions based on efficacy. Listening to
doctors themselves, their experiences of work stress and
2

burnout, and their proposed solutions is another valuable
exercise that can inform selection of interventions and
complement the growing quantitative evidence base.
The physician’s voice has been the missing piece in
this enquiry, and without it, key factors in development
and selection of interventions may be overlooked. It is
well established that qualitative data have the potential
to shed light on aspects relating to interventions and
how they will be received, which quantitative data cannot
always uncover.25 Several qualitative studies have been
conducted as part of intervention evaluations,26 27 and
others have investigated working conditions, stressors and
coping strategies of hospital doctors.28–30 However, this is
the first qualitative study that aimed to identify priority
interventions for work stress and burnout by examining
doctors’ direct experiences of work stress and burnout
and their preferences with respect to such interventions.

Methodology
Design
A qualitative, semistructured interview design with deductive thematic analysis was used.31
Participants
In a related national survey on work stress and burnout32
of hospital doctors, an invitation was extended to participate in further qualitative research. Of those who volunteered, a purposive sample was selected, and interviews
were scheduled with 16 practising consultants and 16
doctors in training. After accepting the invitation to
participate, one of the scheduled interviews was cancelled
by the participant due to work commitments, and an
additional participant from that specialty was included.
Data saturation was expected to be achieved with less
interviews, but 16was chosen to ensure a representative
mix of gender, specialty and career stage (see table 2). An
effort was also made to capture experiences of doctors in
Walsh G, et al. BMJ Open 2019;9:e030209. doi:10.1136/bmjopen-2019-030209
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Table 1 Taxonomy of interventions for workplace stress modified, with permission, from the original table authored by Clarke
and Cooper13

Open access

Characteristic

Interviewees

Gender
Career stage
Specialty

16 female, 16 male
16 consultants, 16 doctors in training*
6 anaesthetics†
4 psychiatry
3 paediatrics
3 surgery
3 pathology
2 emergency
2 general internal medicine
2 geriatrics
1 ophthalmology
1 urology
1 obstetrics and gynaecology
1 respiratory
1 dermatology
1 infectious disease
1 radiology

*Doctors in training included basic specialist trainees (equivalent
to residency in North America) and higher specialist trainees
(equivalent to fellowship in North America).
†From the pool of volunteers that accepted the invitation to
participate, to keep the right mix of gender and career stage (which
were considered most important) and a good mix of the other
criteria, we ended up with a slightly higher number of anaesthetists
than other large specialties.

different hospital types and different geographical locations. Written, informed consent was obtained prior to
interviewing, and participants were advised of their right
to opt out at any stage.
Data collection
Face-to-face interviews were chosen due to the potentially
sensitive nature of the topic. In the interviews, it was necessary to encourage participants to talk openly about their
experiences of stress and burnout and coping. Lazarus
and Folkman’s model of stress11 and Maslach et al’s model
of burnout12 were used to inform the design of the interview questions to draw this out. A semistructured interview format was chosen to ensure consistency, and the
guide was finalised following three pilot interviews and
review of audio files by the full research team. Two main
areas were explored: (1) experiences of work stress and
burnout and (2) suggested interventions for the prevention and reduction of work stress and burnout. Prior to
interviewing, the full research team met to identify and
discuss potential biases. Every effort was made to minimise the impact of potential biases throughout the study
by keeping note of and reflecting on them throughout
the interview, analysis and write-up phases. One-off interviews were conducted by GW at a location chosen by the
participants from the following options: their place of
work, their home or a private meeting room at the Royal
College of Physicians of Ireland (RCPI). There was no
one else present. GW is an experienced female researcher
with training in qualitative methods and interviewing
Walsh G, et al. BMJ Open 2019;9:e030209. doi:10.1136/bmjopen-2019-030209

and was research manager at the RCPI at the time of the
study. There was no prior relationship between the interviewer and the interviewees. The interviewer gave a brief
personal introduction stating professional background
only at the beginning of each interview. Interviews lasted
40–90 min and were audio recorded, transcribed and
anonymised prior to analysis. Field notes were taken
during interviews. Transcripts were not returned to interviewees for comment unless explicitly requested. Two
were requested, provided and returned to researchers
with minor amendments.
Analysis
Thematic analysis, as described by Braun and Clarke,33
was chosen for this study. It identifies, analyses and
reports patterns or themes across a dataset containing
multiple cases (participant interviews). This methodology
can be inductive or deductive. We used deductive analysis
to identify interventions to tackle work stress and burnout
and to prioritise these interventions. The deductive framework used for the analysis is as follows: first, interventions
were identified by analysing interviewees’ experience of
work stress and burnout, identifying key points along
the journey from wellness to burnout, which represent
opportunities for intervention and transforming these
opportunities into directly related, proposed interventions. Second, interventions were identified by capturing
those proposed explicitly by interviewees. See figure 1
for an example of analysis by both methods. Interventions identified through both methods were compiled for
prioritisation and categorisation into higher level themes.
Clarke and Cooper’s13 taxonomy was also used to guide
and organise the categorisation process.
Three interviews were initially analysed independently
by GW, SM and BH. The three researchers then compared
results for consensus of interpretation. All remaining
interviews were analysed by GW. Once a long list of interventions and proposed higher level themes was developed
by GW, a review by the full research team was conducted.
At this stage, many potential interventions had been
identified. Priority interventions reported in this paper
were determined in the same way key themes are identified in the Braun and Clarke method. According to this
method, ‘keyness’ of a theme is determined not strictly
by size, for example, the amount of space within a particular interview or across the whole dataset, but rather
whether it captures something important with respect
to the research question and researcher judgement is
necessary. When determining priority interventions in
the present study, a number of factors were considered:
the importance of the potential intervention as perceived
by the interviewee, the presence of the theme in two or
more cases across the dataset and the potential impact of
the intervention as perceived by the researcher. Results
of the analysis include priority interventions, higher level
themes and selected details of interviewees’ experiences,
which provide rich context and insight into the value of
the proposed interventions. As the focus of the study is on
3
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priority interventions, unusual cases and associated minor
themes are not reported. Final findings, including representative quotations, were agreed with all researchers.
A combination of manual and computer-assisted (QSR
NVivo10) methods was used to manage the analysis.

Patient and public involvement statement
Hospital doctors constitute the patient population in
this study. The study was governed by a steering group
with representation from all of the participating professional bodies. Through this forum, the study design was
reviewed at different stages during its development by five
practising hospital consultants and two hospital doctors
in training. The interview topic guide was piloted by
three hospital doctors (one consultant and two doctors
in training), and they each provided feedback on the
content, structure and experience of the interview.

Results
Work stress-related ill health reported
During the interviews, interviewees were asked to describe
any work stress-related ill health experienced. This self-reported information (figure 2) has been included in the
results reported here to provide context and to serve as
background to the main findings.
4

Main findings
These results detail the priority interventions identified through the analysis and the key themes associated with these interventions. Within the description of
the key themes, details of interviewees’ collective experiences, which provide context and insight into the
value of the proposed interventions, are included. A
summary of results can be found in table 3. Primary-level

Figure 2 Work stress-related ill health reported during
interviews.
Walsh G, et al. BMJ Open 2019;9:e030209. doi:10.1136/bmjopen-2019-030209
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Figure 1 Example of analysis to identify potential interventions to tackle work stress and burnout using an interviewee
experience and an interviewee preference.
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Intervention level

Theme

Priority intervention

Primary

Well resourced, well rested,
adequately replaced

Review of staffing levels, cover ►► Floating staff members.
and leave practices at hospital ►► Pooled, paid, voluntary locum
level to ensure allocation of
system.
statutory leave and adequate
►► Policy for call duties during
cover for all doctors
pregnancy.
►► Review support staff levels.
►► National review of staffing levels,
cover and leave practices to identify
and spread best practice.
Integration of psychological
►► Debriefs following difficult cases and
support into the everyday
adverse events.
working environment of doctors ►► Psychological check-ins with
supervisor.
►► Psychological service for selfreflection, leadership development
and career planning

Everyday psychological
support

Secondary

Tertiary

Education and the power of
the recovered doctor

Education intervention to
highlight risks of work stress,
normalise its occurrence and
communicate care pathways

Self-care, boundaries and
model behaviour

Training intervention in self-care

Specific related interventions

►► Interventions to encourage and

support recovered doctors to share
their stories as part of formal training
or informally.

Tuning in and reaching out

Intervention to train all doctors ►► Implementation of systems to
in how to identify and support
support struggling doctors where
struggling colleagues
lacking.
Effective line management for Revision of responsibilities
►► Training for line managers on how
the sick doctor
of clinical line managers to
to support doctors they supervise
include more effective people
through help seeking, recovery and
management
return to work.

interventions to target fundamental issues contributing
to increased work stress across the system were identified
as higher priority than secondary-level and tertiary-level
interventions.
Primary-level interventions
Well resourced, well rested and adequately replaced
Interviewees regularly described scenarios reflecting a
hospital system under strain and sustained pressure to
meet unmanageable demand. Staffing levels were viewed
by most interviewees as unsafe for staff and patients.
Human Resources (HR) practices, which force sick doctors
to secure their own cover, were described and considered
inadequate and unethical. Trainees, who rotate through
several hospitals throughout their training, perceived
workload, staffing levels and cover arrangements to be
less well managed in some hospitals and highlighted this
deficit as an opportunity for improvement. The intervention identified as the highest priority was a review of
staffing levels and cover arrangements locally, with the
goal of facilitating for all doctors the allocation of statutory leave and ensuring full cover during statutory leave.
Further interventions identified that are related to
these goals include the adoption of staffing systems
that allow for slack in the system, that is, floating staff
Walsh G, et al. BMJ Open 2019;9:e030209. doi:10.1136/bmjopen-2019-030209

members and pooled, paid locum systems, revision of
procedures for applying for leave and securing cover to
more clearly delineate the role of HR, implementation
of a standard policy around call duties during pregnancy
and an increase in non-clinical support staff numbers.
A national review of staffing levels and practices around
cover arrangements across hospitals was identified as a
beneficial, parallel initiative.
"The system needs to build in spare capacity within
existing resources to cover what are normal HR administrative practices, people go on maternity leave,
people have sick leave, people have annual leave, people have CME leave". Female consultant psychiatrist
"The only way the stigma is going to be removed is
if the workload of the sick individual doesn’t have to
be immediately transferred onto the well colleague".
Male consultant geriatrician
"Knowing when your leave is going to be, being able
to take your leave reasonably when you want it, that is
very important". Female consultant geriatrician
"From a trainee perspective the one thing that would
make a difference is if there was a policy … you are
6 months pregnant ….you shouldn’t be working
5
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Everyday psychological support
Although most interviewees highlighted the benefits of
venting and sharing day-to-day problems and clinical
cases with colleagues, a distinct lack of psychological
support for difficult cases and adverse events, as well as
more everyday challenges, was described. The analysis
identified three potential interventions to meet this need.
First, the introduction of regular debriefing, particularly
following difficult cases, adverse events and psychological support for associated legal processes, was identified.
Debriefs for everyday challenges and difficult cases should
be conducted by a senior team member and should cover
psychological impact, as well as clinical learning points.
Doctors who supervise other doctors should be trained
in debriefing. Conducting debriefs following adverse
events and during associated legal processes may require
a specialised skill set and an appointed person within a
department who has undergone the relevant training
or colleagues who have been through the process themselves would be required.
"I would work with 30 different consultants and at
the end of the day maybe 10% of them would turn
around and have a debrief of the day…. you go over
the things that went well, the things that we can improve on… that is your take home message…if that
wasn’t done you would think about all the negative
things". Female trainee emergency
"I know for a fact no way would any of the medical
staff have any support in that regard (psychological) either, and they are just expected to just work
through it and just deal with death after death without any supports". Male consultant emergency
Second, regular psychological check-ins by a supervisor
or a clinical line manager as part of standard work supervision practice was identified as a key intervention to meet
this need. The third intervention identified was an onsite,
psychological service geared to aid self-reflection, leadership development and career planning (particularly at
career transitions and life pressure points), as distinct
from a treatment service.
Secondary-level interventions
Interventions designed to move hospital culture away
from the potentially harmful practices of presenteeism
and overcommitment towards a more compassionate
culture that emphasises self-care, tolerance and support
were identified as the priority interventions at a secondary
level.

to cope are perceived as weak and in which doctors
continue to work when physically and mentally ill. Interviewees’ stories indicate that this culture, while never
formally endorsed, begins in the performance-focused,
competitive environment of medical school and is reinforced by senior doctors and group dynamics in clinical
practice. Health promotion interventions, which educate
doctors at all career stages on the likelihood and risks of
work stress and burnout, normalise their occurrence and
provide information on pathways to care, were identified
as priority interventions. Encouraging and supporting
recovered doctors to speak out publicly as part of educational programmes and informally among their peer
group were identified as potentially highly effective in
breaking the culture of stigma.
"This isn’t something specific to a small group of people who just can’t hack it. This is something that is
likely to be a challenge for most doctors at some stage
in their career… it’s seen as a problem of the doctor
rather than a kind of sensible reaction to a non-sensible situation… why don’t we talk about that?" Female
consultant psychiatrist
"He said he would get awful panic attacks… ‘I used to
get sweaty and feel like I was having a heart attack, I
would have to leave the room, take off my gown and
go for a walk in the cold.’ He was near retirement.
I said ‘I had never heard of a consultant having a
panic attack’ and he said ‘yes because no one would
say it’….and I was looking at the anaesthetist, she
was looking back at me shocked that a consultant
had openly admitted that they had any anxiety never
mind that they had a panic attack in the middle of
theatre…I thought ‘oh my god this is a revelation’".
Male trainee ophthalmologist
Self-care, boundaries and model behaviour
Many doctors described a level of dedication to work
that leaves little room for other aspects of life and may
amount to overcommitment. A self-care training intervention including practical advice on prioritising and
taking responsibility for your own health was identified as
a priority secondary-level intervention. Key elements of a
self-care training intervention should include establishing
and maintaining boundaries between work and personal
life, cultivating interests outside of work, and some form
of spirituality or meditative practice. Such an intervention
should position self-care skills as of equal importance to
clinical skills and should encourage doctors to role model
healthy work habits to their colleagues, particularly
doctors in training. A preference for self-care interventions over resilience-building interventions was explicitly
emphasised.

Education and the power of the recovered doctor
Interviewees described a culture in which performance
is valued above wellness, in which doctors who struggle

"There is quite a dependency, almost, on work, that
work becomes the dependency. My identity and my
work would be very, very closely entwined. And if you
asked me my identity outside the work place, it would
be less developed". Male Consultant Paediatrician
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twenty four hours in a row when about three o clock
in the morning… you are ready like to pass out and
it’s all too serious… none of these discussions that you
have to have with the rota maker…that’s nonsense".
Female trainee anaesthetist
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"We all bear personal responsibility and now as a
consultant… I have a responsibility to the people
that I work with to try and model more appropriate
behaviour". Female Consultant Psychiatrist
Tertiary-level interventions
Priority tertiary interventions identified highlight opportunity and willingness among doctors to aid the recovery
of sick colleagues with the help of essential procedures
and training on how to support one another.
Tuning in and reaching out
Some interviewees described a lack of self-awareness in
themselves and in some of their colleagues regarding
the impact of work stress and burnout on their health
and cited this as a reason they would not seek help.
Other reasons included fear of professional consequences, feeling too busy and fear of being perceived as
weak. Many described continuing to work to the point
where their health problems became very advanced and
serious.
Feeling tuned out, too busy or just surviving themselves, some interviewees felt they also would not notice
if a colleague was having difficulties. Reflecting on times
when they did notice and could have reached out to a
struggling colleague, a small number of interviewees
described acting confidently. Most interviewees, however,
reported a lack of awareness of procedures, a lack of
confidence in this area or a reluctance to help based on
self-preservation. To counter this delayed help-seeking
behaviour and to improve colleague-to-colleague level
support, an intervention designed to train doctors, particularly those in supervisory roles, on how to identify and
support struggling colleagues was identified as potentially
of high value. This intervention would necessitate the
development and implementation of procedures where
lacking.
"I have certainly seen it (work stress and burnout) in
other people you know, and at a personal level, I have
tried to speak to them and I have tried to support
them but there is no infrastructure". Female consultant pathologist

Effective line management for the sick doctor
A need to be supported by the hospital throughout the
recovery process was described, along with a need for line
manager and occupational health to be aligned and for
occupational health recommendations to be adhered to.
Following recovery, though expressing a clear preference
for a phased return to work, most participants in the study
described experiences of returning to work back at full
commitment or with a planned, phased reintroduction,
which was not fully observed and with no follow-up. In
cases where follow-up meetings were held, the emphasis
was often on increasing workload rather than facilitating
continued recovery.
Interviewees’ stories of help seeking, recovery and
return to work highlighted a management void for
doctors, which leaves a considerable gap in what would be
normal support structures for other employees. A review
of the skill requirements of clinician line managers, which
would incorporate line management skills, is needed. In
relation to the specific needs of the sick doctor, a training
intervention to educate supervising doctors on how to
support sick doctors through the process of seeking help
and rehabilitation was identified as a priority, tertiary-level
intervention.
"For the first 3 months I was off, I was bringing in
weekly certificates even though I was virtually bed
bound by then and it took me 5 months to access my
line manager, find out who it was, he hadn’t been
trained in what was required of him, I wasn’t referred
to occupational health, I had to refer myself". Female
consultant
"When I was sick, there was no definitive way to get
me back to the workforce in a sustainable fashion. It
was all about ‘get back to work, you know, you can
work ten hours, you know, push, push, we will leave
you on your own’". Male consultant emergency
"We both had to make up all of the calls we had
missed during our 2 months off. So, then we were
punished… if you can't have one of the most stressful
life events and take a bit of time off if you have depression, what can you actually take time off for without
being penalised?" Male trainee ophthalmologist

"It should be made mandatory that the trainers
should have some kind of briefing… to look out for
or recognise trainees in distress". Male trainee obstetrics and gynaecology

Discussion
This study set out to identify priority interventions to
prevent and reduce work stress and burnout in hospital
doctors and found that practical, system-focused interventions are of greatest need. Reflecting a system under
strain, challenges with basic entitlements, which most
workers take for granted, such as accessing statutory
leave, knowing in advance when leave can be taken and
being adequately covered when on leave, were identified
as requiring urgent attention. Other priority interventions identified were a broadening of the support function provided by clinical line managers to their staff,
debriefs following difficult cases and adverse events,

Walsh G, et al. BMJ Open 2019;9:e030209. doi:10.1136/bmjopen-2019-030209
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"You acknowledge that somebody else has a problem,
then you end up de facto taking over their workload…
I certainly can’t do it for the number of people who I
think have problems at the moment". Female consultant physician
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"You need to organise your life so that you are not so
stressed…endless sympathy is almost like enabling…
you can’t take on all this stuff, you have to say no".
Female Consultant Physician
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Doctors in supervisory roles are not adequately trained
and do not have enough time to fulfil the people management functions of a line management role.47 Doctors all
over the world are trained with an extreme emphasis on
technical skills to treat patients with little time apportioned to learning the skills needed to be effective leaders
or supportive managers.48 Yet this support can make a vital
difference to a doctor experiencing burnout. A Dutch
study into help-seeking behaviours of human service
professionals identified the key, gate-keeping role of
supervisors in the process of help seeking and recovery.49
This ties in with our findings, which highlight the need
for doctors in the supervision of others to be able to identify struggling colleagues and to support them through
help seeking, recovery and follow-up. Inadequate staffing
and gaps in line management for doctors are both organisational factors that should be tackled through targeted
interventions.
In addition to inadequate support from line management, cultural characteristics of the medical profession,
such as an emphasis on performance, competitiveness,
perfectionism and presenteeism, have been cited as
triggers for mental ill health in doctors.50 A number of
priority interventions identified in this study relate one
way or another to the culture of medicine. A need and
a willingness to move away from a culture of stigmatisation to one of support, from a culture of presenteeism
and endless resilience to one of self-care and from propagation of the hidden curriculum51 52 to the role modelling of healthy work habits were identified. While it has
been argued that this kind of cultural change can only
be achieved by a gradual, bottom-up approach that does
not threaten existing, deeply embedded professional
identities,53 our study identified training interventions
throughout the medical career as potentially valuable,
particularly if recovered doctors are involved as facilitators. Finally, training is not the only way to bring about this
cultural change. Physicians at an individual level can help
by taking personal responsibility for their own health.
Higher levels of reported self-care have been shown to
be linked to lower levels of emotional exhaustion in
doctors,54 and the related concept of self-efficacy, defined
as the belief we have in our own abilities,55 has also been
shown to be negatively related to burnout.56Many aspects
of medical education are now believed to occur through
role modelling.51 57 58 Senior doctors can further drive the
necessary cultural change by being aware of the impact
of their behaviour on junior colleagues and using this
influence to model healthy and supportive work habits.
The contributions on this subject of senior doctors interviewed in our study suggest that this, though challenging,
is not impossible.
The main strength of this study is that it puts the physician’s voice at the centre of the process of selecting and
developing interventions to reduce physician work stress
and burnout. The study is further strengthened by the
purposive sample of interviewees selected to capture
experiences and preferences of individuals from a range
Walsh G, et al. BMJ Open 2019;9:e030209. doi:10.1136/bmjopen-2019-030209
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positive cultural change within the medical community and genuine support for self-care in the workplace,
particularly at career transitions and life pressure points.
The preference of doctors in this study for primary-level,
system-focused interventions over secondary-level, individual-focused training interventions is in line with
preferences of doctors in Ireland uncovered in a recent
study.34 It has also been shown that physicians expected
to deal with their burnout individually feel less ‘resilient’ and take more personal ownership of their burnout
than physicians who receive support from their hospital
through system-level changes.35 36 However, to date,
interventions tested and published in the literature have
been predominantly individual focused.20 22 Which type
of intervention is most effective is unclear. One recent
systematic review of interventions for the prevention
and reduction of burnout22 found similar improvements
with both individual-level and system-level interventions.
Another similar review23 found greater benefits following
system-level interventions. An earlier systematic review of
interventions to prevent burnout from 2010 found that
a combination of individual-level and system-level interventions had longer lasting positive effects than either
individual-level or system-level interventions alone.37 All
reviews called for more system-level interventions to be
tested.20 22 23 Our study supports the predominant recommendation in the literature to focus on system-level
interventions and has identified key opportunities for
intervention at primary (system), secondary (individual)
and tertiary (both) levels, which can be implemented in a
combined approach.
The overwhelming emphasis on issues of staffing, cover
and leave in our study is in line with other studies and
not surprising, given the current doctor shortage and
growing patient population in Ireland.34 38 The shortage
of doctors is a global phenomenon predicted to reach
crisis levels by 2030.39–42 Burnout has been associated with
increased physician attrition,43 and as more burnt-out
physicians reduce their hours, migrate and seek early
retirement, those who stay are left under greater strain.
However, while staff shortages are a problem for all
hospitals, our study identified better staffing and leave
practices in some hospitals over others, resulting in less
stress for doctors in training who rotate through those
hospitals. This suggests that the current situation in
some hospitals could be improved through optimisation
of existing management and HR practices. This finding
adds further nuance to a related finding in a 2016 study
of key stressors for hospital doctors in Ireland where the
top three stressors for consultants were related to a lack
of long-term planning, quick fix management decisions
with respect to resourcing among other things and staff
shortages.39
Along with adequate staffing, good leadership and
support from line manager have been found to reduce
the risk of burnout.44–46 The identification of lack of
adequate support from line managers as a key opportunity for intervention in our study is telling the same story.

Open access
emphasis on testing primary, system-level interventions
and combined intervention approaches.
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