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OBJECTIVE: Compassion fatigue (CF) is the profound
sense of emotional exhaustion that care providers can
experience as the result of helping others in distress. CF
can contribute to burnout (BO), depression, and stress-
related illness. While surgeons and surgical trainees may
be at high risk for developing CF, it has not been ade-
quately characterized or explored in this population.
The objective of this study was to examine the preva-
lence and impact of CF in surgical trainees with a view
to inform a management strategy.

STUDY DESIGN AND SETTING: A mixed method study
was conducted using survey and interview methods. An
email survey including the Professional Quality of Life
Scale Version 5, an instrument to assess CF, was sent to
all trainees in the Department of Surgery at the Univer-
sity of Toronto. Survey data were analyzed descriptively
and using one-sample £ tests. Semistructured interviews
were conducted with volunteered trainees. Data collec-
tion and analysis occurred iteratively and inductively
using the constant comparison method.

RESULTS: One hundred fifteen trainees completed the
survey representing a 47% response rate. Ninety-nine
respondents (40.7%) completed the Professional Quality
of Life Scale tool. The mean score on the compassion sat-
isfaction subscale was 36.9 (SD 6.7), on the BO subscale
was 26.2 (SD 5.6), and on the secondary traumatic stress
(STS) subscale was 21.2 (SD 6.3). The mean on the com-
passion satisfaction subscale was not statistically differ-
ent from the population mean (p = 0.22). The means for
the BO and STS scales were statistically higher in our
study sample compared to the normative data (p <
0.0001 for each). Thematic qualitative findings indicated
trainees experienced CF symptoms. Participants
described systemic barriers to mitigating CF including
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workload and a cultural expectation to be unemotional
at work.

CONCLUSION: Surgical trainees report high levels of BO
and STS and currently use informal coping strategies out-
side of their academic and hospital environments. Train-
ees are likely to welcome and benefit from an organized
response to support their emotional health when facing
difficult patient encounters. (J Surg Ed 76:1211—1222.
© 2019 Association of Program Directors in Surgery.
Published by Elsevier Inc. All rights reserved.)
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INTRODUCTION

The privilege and responsibility of caring for sick and
dying patients can have a profound emotional impact on
health care professionals. Recent increased interest in
the health and well-being of surgeons and trainees has
largely examined the prevalence and impact of physician
burnout (BO), the emotional and physical exhaustion
resulting from environmental factors such as workload
and a sense of powerlessness in the system.H There is
relatively little understanding of the experience of com-
passion fatigue (CF) among surgeons and surgical train-
ees. CF refers to the emotional and physical burden felt
by those helping others in distress and results from the
empathic relationship between caregivers and
patients.”® According to Stamm, CF is one of 2 opposing
but related dimensions that comprise a person’s profes-
sional quality of life (ProQOL), which is the overall expe-
rience of quality in relation to their work in a helping
profession, such as health care (Fig. 1) CF is a negative
experience that may derive from environmental factors
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FIGURE 1. Diagram of professional quality of life.

(BO) and/or secondary traumatic stress (STS). STS
involves exposure to a traumatically stressful event, is
associated with rapid onset symptoms and may involve
difficulty sleeping, upsetting images, or avoiding things
that remind the person of the event.® The other dimen-
sion of ProQOL, compassion satisfaction (CS), comprises
positive feelings about one’s ability to help others. CS is
the experienced pleasure in helping others that contrib-
utes to job satisfaction and one’s sense of contributing
positively to the work environment. Recognizing the
varying influences of the work, client and individual con-
texts, CF and CS together contribute to an individual’s
experience of ProQOL.®”’

Healthcare professionals who experience satisfaction
from their work may fail to recognize that they are suf-
fering from CF despite a reduced capacity to feel empa-
thy as a consequence of being exhausted by the
suffering of others.” CF can affect how an individual is
able to function in their job as a health care professional,
as well as their own personal health and relationships.®
Both personal and work factors contribute to CF, making
some individuals and workplaces at higher risk than
others. For example, a recent study demonstrated that
residents working many night shifts and those working
over 80 hours per week appear to be at higher risk of
developing CF.”

CF has not been widely examined among surgeons;'’
however, surgeons may be at especially high risk of devel-
oping CF due to their unique relationship with patients.
Surgeons often feel a great sense of responsibility for their
patients, and when a patient experiences a complication,
or dies, it can be emotionally difficult.'"'* Surgical train-
ees also deal with these emotional cases and negative out-
comes, but have less experience navigating these
situations. Furthermore, the surgical culture perpetuates
an idea that surgeons should be all-knowing and tough,
and a surgeon who is perceived as overly emotional may
be seen as weak within the surgical community."”

The symptoms and experiences contributing to CF are
likely underidentified among surgical trainees. The aim

of this study was to determine the prevalence and
impact of CF amongst surgical trainees, with the future
goal of developing a program to help prevent and/or
cope with CF in a healthy manner.

METHODS

This study utilized a mixed-methods approach to collect
both quantitative and qualitative data on CF among surgi-
cal trainees. This study design was deemed appropriate
to quantitatively represent the scope of the problem, as
well as offer some in-depth picture of trainee emotional
patient encounters and responses. This research was
approved by both the university and hospital research
ethics board committees.

Survey Data Collection and Analysis

An anonymous survey was sent via email to surgical
trainees in a large academic university surgical program
(PGY-1-fellows). The survey targeted multiple surgical
specialties: general surgery, neurosurgery, plastic sur-
gery, orthopaedic surgery, urology, and vascular surgery.
It explored demographics, trainees’ experiences during
training with stress and emotional patient encounters,
coping mechanisms, and questions about which inter-
ventions regarding CF they believe may be useful to
them. The survey also included the 30-item measure of
CF, the Professional Quality of Life Scale Version 5
(ProQOL).H This inventory has subscales for the 3 com-
ponents of CF: compassion satisfaction (CS — the plea-
sure you derive from being able to do your work well),
burnout (BO — feelings of hopelessness and difficulties
in dealing with work or in doing your job effectively),
and secondary traumatic stress (STS — secondary expo-
sure to extremely or traumatically stressful events) The
survey remained open from March to June 2016. Data
were collected through Survey Monkey.

To analyze the survey data, raw scores for each sub-
scale were computed from the survey responses in
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accordance with the ProQOL manual.® Means and stan-
dard deviations (SD) were calculated for each subscale.
The one-sample ¢ test was used to compare subscale
means from our study population to normative data
from a review by De La Rosa et al.'” In this review, the
authors identified 30 published papers which utilized
the ProQOL instrument in caregivers. Those surveyed in
these papers were predominantly nurses but included
some physicians as well as other allied healthcare pro-
viders. Sample means and standard deviations from each
paper were pooled to derive a grand mean and standard
deviation for each subscale which can be used as a nor-
mative reference.

Furthermore, De La Rosa et al. suggest that the 25th
and 75th percentile values be used as low and high cut-
off scores to identify individuals with concerning and
reassuring levels of CS, BO, and STS. We utilized the pub-
lished normative data to derive these cut-off scores and
then identified the number of respondents in our sample
who fell into these concerning and reassuring groups for
each subscale. The chi-square test or Fischer’s exact test
were used, when appropriate, to compare the propor-
tion of respondents in each of these groups to the
expected proportion derived from the normative data.

Values of p < 0.05 were considered statistically signifi-
cant. All analyses were performed using SAS software
(version 9.4; SAS Institute Inc., Cary, North Carolina).
The survey is included in Appendix 1.

Interview Data Collection and Analysis

To further understand trainees’ experiences, all surgery
and obstetric/gynecology (OB/GYN) trainees were sub-
sequently invited to participate in a semistructured inter-
view. OB/GYN trainees were recruited because of the
similarity in their relationship to patients as surgery
trainees and their exposure to surgical rotations. A meth-
odological approach consistent with qualitative descrip-
tion was used to further elicit and analyze trainees’
experiences with emotional patient encounters.'® The
interviews consisted of open-ended questions about
emotionally difficult experiences, how these experien-
ces have affected them, coping mechanisms used to deal
with these experiences and how effective they feel an
intervention for CF would be.

All trainees who volunteered for the study were inter-
viewed. The interviews were conducted in person or by
telephone by a researcher, the senior author, who was
not known to the participants. They were audio-recorded
and transcribed in a deidentified manner. Two pilot inter-
views were first completed, transcribed, reviewed, and
discussed among team members (NS, PK, and LGC) to
ensure the questions and their wording captured data
most relevant to the research question. Thereafter, data

collection and analysis occurred iteratively and induc-
tively using the constant comparison method.'” The
senior author coded the transcripts as they were pro-
duced, reading them multiple times to generate major
themes by comparing the similarities and differences
between coded segments. Subsequent to completing the
interviews and coding all transcripts, discussion of the
themes derived from the data and their content occurred
with the team. Consensus was achieved with respect to
the major findings reported. Data were managed with
Nvivo 11 management software.

RESULTS

Survey Results

After 3 iterations of the email survey, the response rate was
47% (115/243). Most respondents were female (58%), gen-
eral surgery trainees (42%), and aged 31 to 35 years (42%).
Respondent characteristics are detailed in Table 1.

Stress at Work

When asked which parts of their job were stressful, the
majority of respondents reported that the system (.e.
hospital flow, computer systems, etc.), inability to con-
trol their own schedule, heavy workload, and lack of
personal time were stressful. Fewer than half of respond-
ents indicated stress caused by interactions with

TABLE 1. Demographics

% of Total
Respondent Characteristics Respondents
Gender
Male 42%
Female 58%
Age
211025y 4%
261030y 36%
311035y 43%
>36y 17%
Surgical specialty
General surgery 42%
Orthopedic surgery 11%
Neurosurgery 16%
Plastic surgery 10%
Urology 9%
Vascular surgery 9%
Other 3%
Postgraduate year
PGY-1 17%
PGY-2 8%
PGY-3 16%
PGY-4 13%
PGY-5 8%
Fellow 30%
On research leave 8%
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FIGURE 2. Stress at work.

patients, staff surgeons or colleagues, or by taking care
of and interacting with patients (Fig. 2).

Emotional Experiences in Training

Most respondents (98%) had seen a patient die and felt
personally affected by a patient’s death (72%). About
one third (31.5%) experienced secondary trauma by car-
ing for a patient who had experienced trauma or death.
Over half of the respondents felt that there were not ade-
quate supports in place to help them deal with these
experiences (Fig. 3).

Coping Mechanisms

When asked who they talked to about stressful or trau-
matic situations at work, most respondents reported
their partner, resident colleagues, and friends. Only 3%
used professional counseling. The majority (77%) felt
that talking about the stressful situations did help them.
When asked how well they managed stress, 91%
reported average level or above (Fig. 4).

Seen a patient die

Felt personally affected by a
patient death
Felt there were not adequate
supports in place
Experienced secondary
trauma by caring for a patient

T T T T T

0% 20% 40% 60% 80%

100%

Percentage of responses in agreement

FIGURE 3. Emotional experiences in training.
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The large majority reported using exercise to cope
with stress. Almost one quarter used alcohol. Only 6% of
respondents had previously sought some form of
counseling (Fig. 5).

ProQOL

Ninety-nine respondents (40.7%) completed the ProQOL
tool. The mean score on the CS subscale was 36.9 (SD
6.7), on the BO subscale was 26.2 (SD 5.6), and on the
STS subscale was 21.2 (SD 6.3). The mean on the CS sub-
scale was not statistically different from the population
mean derived from De La Rosa et al. (p=0.22). The
means for the BO and STS scales were statistically higher
in our study sample compared to the normative data
(p < 0.0001 for each) (Table 2).

Figure 5 shows how the distribution of subscale
scores within our sample compared to the normative
data. While it would be expected that 25% of respond-
ents would fall within the lowest strata, 50% would fall
within the middle strata, and 25% would fall within the
upper strata, this was not the case for all subscales.

Partner

Resident colleagues
Friends

Parent(s)

Staff Physicians

Counsellor

T T T T

0.0% 20.0% 40.0% 60.0% 80.0% 100.0%
Percentage of responses

FIGURE 4. \Who do you talk to about stress@
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TABLE 2. Descripfive Stafistics From Study Sample and 1-Sample t Test Using Normative Data From De La Rosa et al.

Subscale Sample Mean (SD) Normative Mean (SD) p Value
Compassion satisfaction 36.9 (6.7) 37.3(6.5) 0.22

Burnout 26.2 (5.6) 22.8 (5.4) <0.0001
Secondary traumatic stress 21.2(6.3) 16.7 (5.7) <0.0001

The CS scale demonstrated relative agreement with this
expected distribution (p = 0.40), however the BO and
STS both showed significantly fewer respondents in the
lowest strata, corresponding to individuals with the least
BO and STS, as well as significantly more respondents in
the highest strata, corresponding to individuals with
concerning levels of these wundesirable attributes
(p=0.003 and p < 0.0001, respectively).

Possible Interventions

The majority of respondents (75%) felt that debriefing
sessions following tough scenarios would be useful to
them. Seventy percent felt that training for healthy cop-
ing mechanisms would be helpful. The respondents
were divided when asked who should lead these ses-
sions — 43% indicated a staff surgeon, 48% indicated a

professional with no bearing on their clinical training.
Most preferred an individual setting (57%) rather than a
group setting (43%). Most (56%) felt that an intervention
should be mandatory following a tough case. While
some respondents (18%) felt an intervention would be
most useful before an event occurs, or immediately post-
stressful event (20%), the majority felt it would be more
useful after some unspecified amount of decompression
time (63%).

Interview Findings

Ten interviews were completed with 8 general surgery
and 2 OB/GYN trainees all of whom volunteered for the
study. Half of the participants were male. Six partici-
pants were junior trainees (PGY1-2), 4 were senior
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trainees (PGY3-5). Thematic findings are summarized
below with supporting quotes.

Defining Emotional Encounters

Almost all trainees described experiencing symptoms of
CF at some point in their training. Participants attributed
their emotionally difficult experiences to involvement in
cases with patient complications and poor outcomes.
Difficult conversations with family members in these sit-
uations were also found to be emotionally taxing: “I
look back at some of the cases that were more involv-
ing, in terms of time and energy and those definitely 1
could categorize as compassion fatigue” (ROG).

Some trainees indicated that observing, rather than act-
ing in, traumatic or unexpected patient care situations had
significant emotional impact, particularly among junior
trainees who described not knowing what to do in these
scenarios: “I think just seeing and being part of that but
not talking about it was really, really tough” (R10).

Contributing Factors

Factors that contributed to the emotional intensity of dif-
ficult patient cases included workload and stress; per-
ceiving other staff persons’ detached responses to
traumatic events; concurrent efforts to impress staff
with clinical competence; and, cultural expectations.
Several participants described the magnifying effects of
stress, sleep deprivation or systems deficiencies on how
they responded to emotional patient cases: “I think defi-
nitely related to the amount of work I am doing and
the stress of that work that my innate compassionate
response decreases or completely disappears” (R0O3).
Many felt the need to keep their emotional responses
private in order to protect their image as a competent
trainee among staff and more senior team members: “7
bope that my staff are going to assume that everything
is good or that I know what I am doing and feeling
fine” (R0O2). Some related this to an implicit cultural
expectation that despite their exposure to traumatic
events they should continue on as usual with daily clini-
cal activity.

Impact of Emotional Encounters

Anxiety, feeling miserable, and irritability were among
the most commonly described after-effects of emotional
encounters: “I'm turning into a bad person’ are the
words that I use, and it’s my way of saying I'm not
myself” (R10). Some trainees found themselves feeling
extra tired and wanting more sleep. Others described
avoiding lengthy conversations or a noticeable lack of
empathy for patients and families: “Just the prospect of
baving to take care of the patient — I dreaded that
experience” (RO7). Trainees recognized the impact of
not addressing their emotional reactions, on themselves

and others, pointing out the enduring emotional damage
that can result from poor coping over time.

Coping Strategies

Most participants described talking with partners, friends,
and family as their primary way of emotionally coping.
Some informally talked with other trainees and usually as
a form of venting about work. Only a few described being
part of a team debriefing; most used individual nonwork
related activities to cope such as exercise, meditation,
self-coaching, and taking personal time. Most participants
did not talk with their staff as a way of coping or manag-
ing their emotional responses though some stated they
would if the staff were approachable and open to it. Bar-
riers to coping in the work environment included lack of
time, a perceived expectation not to be emotional and a
feeling that they would be emotionally exposed in a
group setting: “By sitting together we’re now going to
expose our personal feelings? More likely is that if they
get to go bome early that day and they still have enough
mental energy, they can talk to their family and friends
about it” (RO1).

Interventions

Most interviewees supported the idea of an organized
program to prevent and manage CF; however, opinions
varied on whether or not any sessions devoted to the
topic should be mandatory. The variation reflected train-
ees’ concerns about preservation of their anonymity
from staff they directly worked with, as well as from the
academic program director. They were also uncertain as
to whether their time would be better spent sleeping or
exercising, which were both coping strategies. How-
ever, sharing experiences with others was thought to
likely be beneficial, as were debriefing and internal
reflection exercises: “Something just to reassure you
that you are not the first person this is going to bappen
to and not the last” (RO4).

DISCUSSION

Findings from the ProQOL survey suggest that at the
time of our survey administration the majority of trainees
were experiencing average levels of CS, with high levels
of BO and STS. According to the ProQOL manual, high
levels of BO are attributable to feelings of inefficacy,
high workload, and poor system function.” Also con-
cerning are the high levels of STS reported. These scores
reveal respondents feel overwhelmed by negative expe-
riences they have encountered in the workplace and
often work in fear of further such experiences. Despite
these findings, the normal levels of CS suggest that
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respondents remained gratified by their jobs and derived
a sense of purpose from caregiving.

While CF has been studied widely among nurses and
mental healthcare professionals, it has only more
recently been examined among physicians and sur-
geons.m’m'21 A recent survey of surgeons’ experiences
of STS found symptoms such as emotional numbing and
irritability were present occasionally or more often in
35% and 50% of survey respondents, respectively.?’ This
resonates among surgical trainees in the present study
among whom high levels of STS were also reported and
a majority felt as though there were inadequate orga-
nized support mechanisms in place. We also found
symptoms of CF among trainees interviewed who
described noticeable behaviors of irritability, lack of
empathy, and avoidance of patients, as well as a number
of barriers to coping in the hospital setting.

Many trainees identified as stressors the complex sys-
tem in which they work and interact with staff. Coupled
with their expressed desires to demonstrate professional-
ism and clinical acumen, surgical trainees face a uniquely
challenging and emotionally vulnerable environment.
Managing emotionally difficult patient encounters while
balancing systems issues and performance evaluation
truly complicates trainees’ choices (or lack thereof) with
respect to expressing emotional stress and seeking sup-
port. Coping with emotional stress from patient care is
not a well-articulated aspect of the surgical culture or the
surgical idea of professionalism. Surgeons are generally
not expected to demonstrate vulnerability despite the
anxiety, fear, and accountability they experience in their
everyday practice.””*> The emotional impact of everyday
surgical work is rarely if ever openly discussed. This hid-
den curriculum around emotionality in surgery limits
opportunities for trainees to develop coping mechanisms
and mitigating strategies in residency that are integrated
into their work and which may be helpful in managing
emotional stress as it is experienced in real time. It also
limits the extent to which faculty might identify and help
trainees in need as the perceived cultural expectation
promotes business as usual.

The majority of trainees in this study welcomed the
idea of developing an organized support program to mit-
igate CF but most were uncertain about what this would
look like and how it could be logistically and confiden-
tially implemented. Wellness and resiliency programs
are endorsed by the Accreditation Council for Graduate
Medical Education and the Royal College of Physicians
and Surgeons of Canada and commonly take a holistic
approach to physician and resident well-being.”*?’
These programs are designed to prepare physicians for
the stress associated with residency and their careers, as
well as offer resources to address burnout, and some
success has been demonstrated.”®*” For example, the

implementation of a comprehensive resident well-being
and resiliency program at the University of Arizona dem-
onstrated improvements after 1 year in residents’ per-
ceived stress, exhaustion, and life satisfaction as well as
residents’ perceptions of the value of the residency pro-
gram.”® However the surgical culture presents an endur-
ing challenge that potentially affects trainees’ and staff
perceptions of interventions targeting CF — will a
trainee be perceived as less competent for expressing
emotional distress in a social context where this charac-
teristic is neither modeled nor valued?*” In addition,
there is a cultural norm around pervasive fatigue that
works against allotting protected time for wellness and
coping. In other words, feeling tired and exhausted is
commonplace and expressions of such are typical
among trainees. A cultural shift to minimize tacit mes-
sages around the importance and necessity of time to
cope, and increase trainees’ sense of safety with respect
to expressing emotional stress is likely needed.

Finally, the use of alcohol as a coping mechanism for
stress was reported by almost one quarter of survey
respondents which is a concerning finding. Among sur-
geons surveyed in 2010, alcohol abuse or dependence
was found to be associated with surgeon mental health
as well as the likelihood of reporting a medical error in
the past three months.”” With potential consequences
for trainee and patient well-being and safety, interven-
tions targeting trainees’ management of occupational
stress should include awareness and identification of
problematic consumption of alcohol and other substan-
ces. This topic area is not currently described in the liter-
ature with respect to existing wellness programs
representing an important gap that should be addressed.

Organizational and individual strategies together are
promoted by experts to combat physician BO and CF.”'
Organizations must develop systematic efforts to
acknowledge and address provider wellbeing, including
equipping healthcare providers in practicing self-care,
optimizing work hours, and a building culture of sup-
portive mentorship and peer support.”’ Individual-level
strategies for building resilience toward CF could
include mindfulness, meditation practice, and establish-
ing a support network with whom one can emotionally
debrief.”* Trainees are likely to benefit from wellness
programs supported by their academic departments and
the hospital in which they work that promote a culture
of emotional wellbeing through open dialogue and
observable role modeling of faculty efforts to manage
their occupational health.

Limitations

The generalizability of the study findings may be limited
by potential nonresponse bias and the fact that this was
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a single institution study. The study findings may also be
limited by potential selection bias in the form of an over-
representation of female respondents. Given the small
sample size of qualitative interviews, transferability of
findings may also be limited. In addition, the participat-
ing populations for the survey and interviews differed
with respect to the inclusion of fellows and OBGYN
trainees representing another limitation. We were chal-
lenged to recruit surgical trainees to participate in the
interview and therefore expanded the sample to include
OBGYN trainees because of the similarity of their rela-
tionships to patients and their exposure to surgical rota-
tions. Fellows were invited to participate in the
interviews however no fellows were recruited.

Conclusion

Surgical trainees report high levels of burnout and sec-
ondary traumatic stress and currently use informal cop-
ing strategies outside of their academic and hospital
environments. This study has identified barriers to orga-
nizing a program to mitigate CF at a cultural level
whereby trainees largely avoid showing their emotional
struggles for fear of appearing incompetent. Trainees
are likely to welcome and benefit from an organized and
collective response from academic departments, hospi-
tal programs and individual staff to support their emo-
tional health in difficult patient encounters. Further
research is needed to determine optimal ways to engage
surgical faculty and trainees in CF management.
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APPENDIX A : SURVEY TEMPLATE FOR
SURGICAL TRAINEES

Demographics:

1. Which surgical specialty are you in?
a. General surgery
b. Orthopedic surgery
c. Otolaryngology
d. Neurosurgery
e. Plastic surgery
f. Urology
g. Vascular surgery
h. Other (please indicate)
2. What is your level of training?
a. PGY-1
b. PGY-2
c. PGY-3
d. PGY-4
e. PGY-5
f. Research
. Fellow
3. What is your gender?
a. Male
b. Female
4. What is your age range?
a. <21
b. 21-25
c. 2630
d. 3135
e. >36
5. What is your marital status?
a. Single
b. In a relationship
c. Married
d. Divorced
6. Do you have children?
a. Yes (If so how many?)
b. No

e

Experiences in Training

1. Which parts of your job do you find stressful? (Check

all that apply)

. Patient interactions

. Interactions with colleagues/staff surgeons
. Taking care of very sick patients

. Heavy workload

0o an T

etc.)
f. Lack of personal time
g. Inability to control schedule

. “The system” (i.e., hospital flow, computer systems

. Have you ever seen a patient die?

a. Yes (if yes, please describe)
b. No

. T have been personally affected by a patient’s death.

a. Strongly disagree
b. Disagree

c. Agree

d. Strongly agree

. I have been in a situation during my training

where I experienced ‘secondary trauma’ by caring
for a patient who experienced trauma/death
themselves.

a. Strongly disagree

b. Disagree

c. Agree

d. Strongly agree

. Please answer this question if you have experienced

the situations described in 2, 3 and/or 4. I feel there

were adequate supports in place to help me deal

with these experiences.

. Strongly disagree

. Disagree

. Agree

. Strongly agree

. I.did not experience the situations described in 2,
3 and/or 4.

0o an T

Coping Mechanisms

. Who do you talk to about stressful/traumatic situa-

tions at work? (please check all that apply)
a. Partner
b. Friends
c. Resident colleagues
d. Staff physicians
e. Parent(s)
f. Counselor
g. Other (please indicate)

. Do you feel that talking to someone about the stress-

ful/traumatic situations helps?
a. Not at all

b. A little bit

c. Moderately

d. Very much

. When do you talk to people about the stressful/trau-

matic situation?

a. Immediately following the event

b. After I've had a chance to decompress a bit
c. Whenever it comes up in conversation

d. It varies
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4. How do you think you manage stress?
a. Very poorly
b. Poorly
c. Average
d. Well
e. Very well
5. Do you use any of the following coping mechanisms
to help you deal with stress? (Check all that apply)
a. Exercise
b. Yoga
c. Mindfulness/meditation
d. Alcohol
e. Professional counseling
f. Other (please specify)

Professional Quality of Life Scale

ProQOL Version 5 (2009)

When you take care of people you have direct
contact with their lives. As you may have found, your
compassion for those you help can affect you in posi-
tive and negative ways. Below are some questions
about your experiences, both positive and negative,
as a health-care provider. Consider each of the follow-
ing questions about you and your current work
situation. Select the number that honestly reflects
how frequently you experienced these things in the
last 30 days.

1=Never
2=Rarely
3=Sometimes
4=0ften
5=Very often

1. Iam happy ___

. I am preoccupied with more than one person I take
care of

. I get satisfaction from being able to help people ____

. I feel connected to others

. I'jump or am startled by unexpected sounds ____

. I feel invigorated after working with patients ___

. Ifind it difficult to separate my personal life from my
life as a resident

. I'am not as productive at work because I am losing
sleep over traumatic experiences of a patient I've
helped ___

9. I think that I might have been affected by the trau-

matic stress of the patients I've helped ___

~N O\ N R W N

o]

10.
11.

12.
13.

14.

15.
16.

17.
18.
19.
20.
21.
22.
23.
24.
25.

20.
27.

28.

29.
30.

I feel trapped by my job as a resident ____

Because of my work in residency, I have felt “on
edge” about various things ____

I like my work as a surgical resident ___

I feel depressed because of the traumatic experien-
ces of the patients I have worked with _

I feel as though I am experiencing the trauma of a
patient I have helped ___

I have beliefs that sustain me ____

I am pleased with how I am able to keep up with
surgical techniques and protocols ___

I am the person I always wanted to be ___

My work makes me feel satisfied ____

I feel worn out because my work as a resident ___

I have happy thoughts and feelings about those I
help and how I could help them ___

I feel overwhelmed because my workload seems
endless

I believe I can make a difference through my work ____
I avoid certain activities or situations because they
remind me of frightening experiences of the
patients I have helped ____

I am proud of what I can do to help patients ____

As a result of my work, I have intrusive, frightening
thoughts ____

I feel “bogged down” by the system ____

I have thoughts that I am a “success” as a surgical
resident ____

I can’t recall important parts of my work with
trauma victims ____

Iam a very caring person ____

I am happy that I chose to do this work ___

Intervention for CF in residents

. Which of the following types of interventions do you

think would be useful to help residents cope with CF
of caring for patients? (check all that apply)
a. Debriefing sessions following “tough cases/
patient scenario”
b. Training for healthy coping mechanisms i.e.,
mindfulness

. Who would you want to lead these types of sessions?

a. A staff surgeon

b. A staff psychiatrist

c. A professional who has no bearing on your clini-
cal training

. Which of the following settings would this interven-

tion be most useful?
a. Group setting
b. Individual setting
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4. 1 think an intervention like this should be mandatory 6. I think an intervention to help residents deal with CF

following a “tough case/patient scenario”. would be useful to me.

a. Strongly disagree a. Strongly disagree

b. Disagree b. Disagree

c. Agree c. Agree

d. Strongly agree d. Strongly agree

5. When would be the most useful timing for an 7. What features would be important to you in deciding

intervention? to attend an intervention to help you deal with CF?

a. Prophylactically for everyone before an event a. Please write your ideas in the box

occurs

b. Immediately post-stressful event
c. After I have had some time to decompress and
deal with the event on my own
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