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OVERVIEW OF MAIN FINDINGS

The overall aim of this thesis was to investigate residents’ work-related well-being 
and its influencing factors. We aimed to evaluate, clarify, and improve the work-
related well-being of residents in training. In the introduction, we discussed the 
importance of residents’ well-being for the individual physician and for the quality 
of patient care. In this chapter, we will discuss the main findings of our studies 
investigating residents’ work-related well-being. After placing these findings in 
context, we will describe the strengths and limitations of this thesis, and we will 
conclude with implications and recommendations for future research, practice and 
policy. 

We started our research with describing the growing concerns about residents’ 
work-related well-being based on national and international literature (Chapter 
2). These concerns include high percentages of residents suffering from burn-out, 
depression and high levels of experienced stress and the consequences such as loss 
of empathy, suboptimal care delivery and an increased risk of medical errors. When 
exploring residents’ perceptions of their well-being in relation to their professional 
life, we found that two dominant overarching experiences - autonomy and effort-
reward balance - influence residents’ well-being (Chapter 3). The relevance of 
physicians’ autonomy for their well-being was confirmed in a follow-up study 
where we found autonomy to be associated with higher work-engagement (Chapter 
4). Residents’ opportunities to learn and develop were also positively associated 
with work-engagement. Surprisingly, work-engagement was not associated with 
patient care experiences; that is, no effects of work engagement were observed in 
the patients’ evaluations of physicians’ care behaviours.

Residents participating in our survey studies showed relatively high work-
engagement scores, compared to the general Dutch working population. Their 
ratings of empathy, however, tended to be on the low side when compared to 
empathy levels of physicians in other studies. Additionally, our studies revealed that 
both residents’ work-engagement and empathy levels were positively associated 
with their perceived levels of faculty’s teaching performance (Chapter 5). 
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Next, we investigated the learning climate of residency training programs, and 
found  positive associations between residents’ perception of the learning climate 
and both work-engagement and job-satisfaction (Chapter 6). Lastly, we found that 
after following a Mind Fitness Training program, residents reported lower stress 
levels, higher specialty satisfaction and empathy scores. They also experienced an 
improvement in focusing skills, felt calmer and more in control. Overall, residents 
positively evaluated the training (Chapter 7). 

The factors that influence residents’ well-being above described, (autonomy, 
efforts-rewards balance, opportunities to learn and develop, learning climate, mind 
fitness training) could be target points for interventions to maintain or enhance 
residents’ work-related well-being.  

FINDINGS IN CONTEXT

In modern health care, residents face various challenges within the medical 
profession as well as in residency training, which could impact their well-being. We 
will therefore discuss our research findings on residents’ work-related well-being 
from different views: from a professional, educational and psychological perspective. 

We will start with the professional perspective because residents are physicians 
and as such members of a world-wide professional medical community. Their 
profession and the developments herein seem to play a big role in experiencing 
well-being. Next, because of our focus on residents performing in a training and 
clinical context simultaneously, we describe our findings from an educational 
perspective. Finally, given our focus on factors that influence well-being, we use 
the Job Demands and Resources model (JD-R model) and psychological theories. 
Hence, the occupational health psychological perspective is the last perspective 
to our findings.

 



8

178     |    Chapter 8

The professional perspective

All physicians have pledged to the same Hippocratic oath to commit to the values 
and behaviours of the medical profession.1,2 Professional performance of physicians 
is complex, but could be defined as ‘all the actions or processes in performing work 
tasks, while keeping up to these values and behaviours’.3 The medical profession 
is constantly developing and changing and physicians nowadays experience 
more external control, rationalization using protocols, increased demands for 
accountability, growing bureaucracy, more administrative tasks and a decline in 
autonomy and real patient contact.4-7 These aspects unfortunately have led to 
declining work-satisfaction and well-being among physicians. We will discuss the 
current thesis findings on physicians’ well-being from a professional perspective. 

Autonomy

According to Mackor, autonomy is one of the essential characteristics of a professional 
and of a profession.8 Of course, professionals must conform to the values and 
predefined behaviours of their profession but additionally they need autonomy 
to make decisions and perform optimally. Professionals need space to interpret 
and weigh carefully the knowledge and information to apply in a specific, concrete 
situation. Additionally, they have a confidential relationship with their patient or client, 
which is challenged by the interference of outsiders.8 The developments in modern 
health care (e.g. protocolled patient care, demands on accountability, ‘top-down’ 
bureaucratisation) threaten to (further) decrease the autonomy of professionals and 
the profession. Degeling describes ‘responsible autonomy’ as a possible solution 
and an organising principle in health care.9 This refers to professionals’ reflection on 
the given trust physicians receive, which would naturally be answered by the wish 
to show accountability for ones actions. The feeling of responsibility and the wish 
to reflect is based on the values of the profession and could be used by connecting 
protocols and rules through transparency.9-11 



8

 General discussion     |      179

We found that residents experience autonomy as an essential factor in feeling well. 
In our research residents noted that the experienced autonomy in their various 
professional roles as caregivers and learners is important in experiencing well-
being. They feel, for example, the value of getting the opportunity to make treatment 
decisions with their patients and the freedom to determine their personal learning 
goals. Additionally, autonomy in residents’ private life, for example scheduling 
spare time, also played a role in their well-being. The importance of autonomy for 
employees has been underlined by various occupational health psychology studies. 
Autonomy was found to be important for intrinsic motivation and work-related well-
being.12-14 In medical care, a recent review from Raj showed that besides autonomy, 
residents’ competence and social relatedness are aspects found to be positively 
associated with resident well-being.15 Residents additionally identified their well-
being as affecting relatedness, competence and autonomy. Hence, residents seem 
to require well-being to be able to optimally interact with patients and colleagues, 
make the most adequate decisions, feel motivated and perform at their best.15

Work-engagement

Research in the medical context also showed that work-related well-being 
and work engagement are important for the professional performance of 
physicians.16-19 Work engagement is associated with more adequate patient 
safety behaviours and fewer medical errors.17,20 Additionally, research suggests 
that work engagement could potentially enhance work ability.18,21 The mean 
work engagement score among our researched residents was higher than the 
mean score of the general Dutch working population but is still in the average 
range.22 This means, there is room for growth. Enhancing work engagement is 
of interest for the individual resident and for patient care as higher engagement 
is from earlier research known to be associated with better performance and 
higher quality of care.16,18,19,23 However, in our study on patients’ experiences, 
physicians with varying work engagement levels perform equally well in patients’ 
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eyes. In this study, we measured the performance of physicians in terms of their 
care behaviours and interactions. Since residents receive extensive training 
in professional interpersonal behaviours towards patients during their post-
graduate education this may act as a buffer in upholding standards on behaviours 
towards patients even when experiencing lower levels of work-engagement.

Motivation

From a professional view, physicians’ motivation is important for their performance. 
Both intrinsic and extrinsic motivation could stimulate physicians, however 
actions based on intrinsic motivation are extremely important for professional 
performance and have shown to be more successful than actions based on 
extrinsic motivation.24 Pink describes autonomy, having a purpose in work and 
experiencing progress (mastery) as the three pillars for intrinsic motivation.25 
Unfortunately, the changes in the medical profession - as there are the growing 
bureaucracy, the increase in protocols and decline in autonomy -, undermine the 
expression of intrinsic motivation. We know that intrinsic motivation when asking 
for feedback leads to more performance improvement than external control or 
financial rewards.24 This encourages formative performance measurements that 
stimulate intrinsic motivation for learning and performance improvement instead 
of external quality control.26 This is also in line with the key aspects of good 
professional performance: striving for excellence, humanistic practice and showing 
accountability for ones actions.27 Stimulating intrinsic motivation could potentially 
be effective for physicians’ performance growth, and may additionally enhance their 
engagement and well-being. According to Ryan and Deci (2000) whose research 
was guided by the Self-Determination Theory, we are proactive and engaged 
or passive and alienated as a result of the social conditions in which we function 
and develop.14 They found that besides autonomy and competence, relatedness 
is also important in enhancing intrinsic motivation and additionally well-being.14  
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The educational perspective

As described in the general introduction of this thesis the medical curriculum 
has recently changed to competency-based training models. In general, the new 
frameworks refer to specific knowledge, skills and abilities that are expected from 
residents. The Canadian Medical Education Directions for Specialists (CanMEDS) 
framework, adopted for Dutch residency training - and physicians’ life-long 
learning -, defines its expectations for all physicians in seven professional roles 
(medical expert, communicator, collaborator, leader, health advocate, scholar and 
professional).28 The aim is to create an optimal residency training with high quality 
education that delivers physicians fit to serve the needs of modern medicine and 
society.29 In actual practice, it is not possible to express the content of physicians’ 
work in just seven competencies (or 28 sub-competencies). Physicians already 
report feeling overwhelmed by the number of administrative requirements, 
checklists and online assessments that seem to underappreciate the complexity of 
practice.30,31 This thinking in competences and instrumental approach of professional 
development may additionally undermine training for real professionalism and 
seems to discourage both faculty and trainees.31-33 It allows residents to hide 
behind schemes and regulations, while we would like to motivate residents to adopt 
their professional responsibilities and invest in their expertise and skills.31,33 From 
an educational perspective it is important to exceed this thinking and teaching in 
competences for residents’ learning and professional development and also for 
their well-being. We found faculty teachers and the learning climate of residency 
training to be key factors herein.

Faculty teachers

Educating residents is the responsibility of all faculty teachers who work in a 
training department. The individual teaching performance of faculty is crucial for the 
residents’ learning experience and daily work and ultimately for their performance. 
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A key aspect of good professional performance is humanistic practice.27 This is not a 
competency explicitly adopted in the competency-based training model. Physician 
empathy and compassion are two expressions of humanistic practice and are both 
associated with better quality of patient care.34-36 Unfortunately, there is a detected 
decline in empathy among doctors during medical school and residency training.37,38 
For residents it is essential to learn and develop good humanistic practice behaviours 
and skills and their faculty could play an important role. We found a positive relation 
of residents’ empathy, and engagement, with their faculty’s teaching performance. 
Good faculty teachers might be better in ensuring enthusiasm, knowledge and 
confidence,39,40 and consequently enhancing residents’ empathy and engagement. 
Additionally, more engaged and empathetic residents seem to rate their faculty 
more positively. Therefore, good faculty teachers are crucial as they could bring 
positive feedback and feed-forward cycles in residency training.  

Learning climate of residency training

Another essential element in residency training is the learning climate. The learning 
climate includes the formal and informal aspects of education and could be measured 
with nine domains using the Dutch Residency Climate Test (D-RECT).41-43 Our results 
showed that higher rated learning climate in residency training was positively 
associated with work engagement and job satisfaction. This is in line with previous 
studies on (the lack of) well-being, reporting that burn-out, the counterpart of 
work engagement, was negatively associated with residents’ experienced learning 
climate.44,45 

Residents’ work engagement seemed to be specifically influenced by two learning 
climate domains in particular, namely ‘educational atmosphere’ and ‘formal 
education’. These domains contain specific educational aspects of the learning 
climate and might imply that residents consider themselves more as learners than 
as full practicing physicians. This could explain the finding that these more learner-
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centred learning climate domains have a motivational potential and were found 
to be associated with their work engagement. One cause of residents considering 
themselves more as learners might be found in the competency-based training 
models as these focus on education and signing off development.31,32 

Job satisfaction appeared to be most predicted by the learning climate domains: 
‘educational atmosphere’, ‘teamwork’, ‘role of specialty tutor’, ‘resident peer 
collaboration’, ‘work adapted to residents’ competence’ and ‘accessibility 
supervisors’. Globally these are educational or collaboration aspects that are 
positively associated with residents’ job satisfaction. This is in line with the 
recent review by Raj describing that aspects such as opportunities to learn, 
pursuit and achievement of goals, increased confidence and sense of increasing 
mastery, positive feedback, and positive colleague relationships are associated 
with greater well-being.15 In our interview study (Chapter 3) residents also noticed 
the importance of being assigned the appropriate responsibilities for feeling well 
during work. Added importance was given to opportunities to learn and develop. In 
modern residency training being assigned to appropriate tasks and responsibilities 
is addressed by introducing the entrustable professional activity (EPA) concept.46-48 
This concept allows supervisors to make competence-based decisions about 
tasks and responsibilities that can be entrusted to residents. This could be an 
extra source for experiencing autonomy by residents. In addition to autonomy 
in medical practice, residents’ reported that it also was crucial to feel sufficient 
autonomy as learners. This means that they would like to have something to say 
about their personal learning goals, learning strategies and training schedule. 
The current personalization of residency training additionally allows for more 
autonomy for residents as learners. In the context of self-directed learning, this is 
also relevant. Active learners who have the opportunities to self-direct their own 
learning process, do this with intrinsic motives, seem to experience better well-
being.39,40 As discussed earlier, intrinsic motivation can also lead to better learning 
and performance improvement than extrinsic motivation. 
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Faculty teachers’ supervisory and teaching skills and the experienced learning 
climate are crucial in residents learning and development of good humanistic practice, 
as well as in improving residents’ well-being. Lombarts et al. found that learning 
climate could positively influence individual faculty’s teaching performance.49 This 
underscores the value of focussing on the residency learning climate in striving for 
high-quality residency training. Hospital-wide coordinating educational committees 
could organize programs to create well-fitted knowledge and training sessions, and 
the hospital organizations have a role in creating enough time for patient contact, 
learning opportunities, administration and coping with difficult situations. 

The occupational health psychological perspective

Job Demands and Resources model

In occupational psychology, the Job Demands and Resources model (JD-R model) 
is a frequently used and evidence-based model to describe the associations of 
work characteristics with work-related well-being and performance.12 This model 
categorizes the predictors of well-being in two groups: job demands and job 
resources, and focuses on both positive and negative work-related well-being. 
In the light of the JD-R model we will discuss some of our findings. We already 
described positive associations of the learning climate in residency training with 
work engagement and job satisfaction. Within the job demands and resources 
model, learning climate might be considered as a job resource for residents.50 
However, we think that the learning climate acts more indirectly, and may at least 
be instrumental in facilitating the uptake of other well-established job resources. 
More specifically, we assume that a positive and supportive learning climate can 
facilitate, for example, giving constructive feedback, as well as coaching or creating 
educational moments.12,50,51 
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Factors influencing residents’ work-related well-being noticed by our study 
participants align with literature on the job demands and resources model. Residents 
described that receiving a compliment from a supervisor or feeling the energy from 
performing their job well makes them able to handle the busy outpatient clinic day or 
even a negative event. This is in line with literature showing that resources are capable 
of buffering the impact of job demands.12,52 The balance between the experienced 
efforts and rewards was found to be essential for residents’ experienced well-being 
in our study and is in accordance with previous work engagement and burnout 
research.12,13 Jennings et al. reported this balance as important for residents’ well-
being.53 In this light a positive balance between efforts and rewards might be seen 
as a job resource and a negative balance as a job demand. The personal character of 
experiencing something as a job resource or demand is in line with the work of Van 
den Berg et al.54 

Xanthopoulou additionally described that personal resources play a significant 
role in perceptions of stress and experiencing well-being and added this to the 
JD-R model.55,56 This resonates with our residents’ experiences describing that 
intrinsic motivation and optimism positively influence the felt energy and thereby 
the experienced well-being. Another possibly important personal characteristic 
which could influence the experienced well-being is ‘grit’. Grit is a positive, non-
cognitive, stable trait and could be defined as ‘perseverance and passion for long 
term goals’.57 Literature showed that grit is predictive of higher psychological 
well-being,58 and might therefore be an interesting point for future research. 
 
 
Interventions and resources to enhance well-being

There are various resources and interventions available to enhance well-being 
of residents.59,60 Mindfulness training was found to have a positive impact on 
experienced well-being.61-63 In our intervention study we confirmed that surgical 
residents’ perceived empathy scores, specialty satisfaction, and stress levels 
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improved after participating in a Mind Fitness Training (MFT) program. Residents 
positively rated the MFT program, experienced improved focusing skills and felt 
more control. In terms of changed behaviour they mainly integrated short practical 
exercises in their daily practice. 

Another promising training to improve well-being is heart rate variability training as 
described for example by the Heartmath institute.64-66 This training involves the use 
of biofeedback to control and visualize heart rate variability. Heart rate variability 
is the variation in the time interval between the heart beats and is largely under 
control of the autonomic nervous system. This heart rate variability could be seen 
as an index of self-regulatory strength and is positively associated with experienced 
well-being.67-69 

Research showed that perceived social support via family, friends, or support groups 
from physicians is associated with decreased emotional exhaustion, lower levels of 
depersonalization and increased personal accomplishment.70-72 Our residents in the 
interview study (chapter 3) also noticed feeling supported by and deriving energy 
from family, friends and colleagues.

Raj described in a review study that sleep, physical activity, and time spent in nature 
is associated with greater well-being or less burnout.15 The balance between energy 
expenditure and energy recovery seems to play a significant role in well-being and 
performance.73,74 Health complaints and exhaustion significantly decrease during 
vacation and after vacation less expenditure is needed to fulfil the daily work 
chores.73 It would be interesting to gain more knowledge about the optimal balance 
between these two components for residents in training.

 
 
STRENGTHS AND LIMITATIONS

The strengths and limitations inherent to the methods and designs of the various 
studies are discussed in the individual chapters. In addition, we will address here the 
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more general strengths and limitations. As underpinned by research and widespread 
(social) media coverage, this thesis emphasizes an extremely relevant subject: 
residents’ work-related well-being. We feel the relevance and practical value of 
this research is one of the strengths. The collaboration within a multi-disciplinary 
research team has contributed to the quality of this thesis. The variation in research 
methods, in particular the creative use of both quantitative and qualitative (and 
mixed) methods, enabled us to deepen our understanding of residents’ work-
related well-being and allowed us to address different types of research questions. 
We could sample a wide range of residents’ experiences from different specialties 
in academic and non-academic teaching hospitals nationally, resulting in a good 
impression of residents’ well-being and the influencing factors. This information 
provided about residents’ well-being gives us suggestions for improvement. The 
multicentre study design and participation and the high response rates are other 
strengths of this thesis. This contributes to the generalization and transferability of 
the findings. 

Nonetheless, caution must be taken for extrapolating our findings beyond the 
used specialties and generalization to settings outside the Netherlands. The 
Dutch residency training setting has typical cultural characteristics, which could 
be different from other countries. To explore other potential influences, research 
in other settings is essential.  Another limitation could be that the subject of this 
thesis, residents’ work-related well-being, is a broad and subjective construct. 
Well-being is an experience and can only be described by the person experiencing it. 
Additionally, because of the broad scope of well-being we had to set parameters for 
measurement and evaluation. There is not one appropriate ‘well-being scale’ and 
therefore we made choices for measuring existing constructs in our quantitative 
studies. Future research could investigate other relevant well-being constructs that 
we did not explore in this thesis. Another limitation is the cross-sectional design of 
some of our studies. This makes us only able to speculate on influences based on 
theory and findings and precludes determinations of causal relations. 
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IMPLICATIONS FOR FUTURE RESEARCH 

To optimize residency training and residents’ well-being, the learning climate in 
residency training and the supervisory faculty play an essential role. Validly and 
reliably measuring the learning climate and faculty’s teaching performance is 
only the first step in continuous improvement. Discussing these results among 
residents and faculty will help in exploring, committing to and implementing actual 
improvements. Hospital-wide committees for residency training, bringing together 
program directors as the responsible faculty for high-quality training, could further 
facilitate and disseminate best-practices in creating positive learning climates and 
improving teaching skills of faculty. Future research on other ways to improve the 
learning climate is recommended and may be instrumental for improving residency 
training programs, residents’ well-being and subsequently the quality of patient 
care delivery.53,75  

In this thesis various well-being constructs and measurements were used. As 
already said in the limitations: there is not one appropriate well-being scale covering 
the holistic view of well-being. Consensus on an appropriate well-being scale would 
be of interest, as this would enable us to make better comparisons and draw better 
conclusions. Developing and validating such a holistic well-being scale for residents 
might therefore be key in future research. 

Talking about safeguarding and improving residents’ well-being, it seems helpful 
to offer or make residents aware of the resources that stabilize or enhance their 
well-being and increase resilience.53,60,76,77 Interesting options to focus on could 
include: how to balance the efforts and rewards, the energy expenditure and energy 
recovery or doing mindfulness training as this seems to have a positive impact on 
the experienced well-being.61,78,79 Another promising option is a well-being program 
based on heart rate variability training as this is associated with higher well-being 
and makes improvement visible.66-68 There are also some studies describing that 
music could improve well-being and physicans’ performance, in particular surgeons’ 
performance.80,81  
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When more holistically exploring well-being, the ‘blue zones’ concept could be of 
interest for future research. The ‘blue zones’ are the places in the world were the 
people live longest in good health and well-being.82 Based on the common lifestyle 
characteristics of the people in these ‘blue zones’, Buettner describes in his book 
nine lessons learned, including i.e. move naturally, know your purpose, engage in 
spirituality or religion, put your family and loved ones first, and live in social networks 
that support healthy behaviours.83 As the best lessons, resources or interventions 
are probably based on personal preferences and characteristics, there is a role for 
residents to help and explore which resources could increase their resilience and 
their well-being best. Further research on the most effective interventions for 
residents to increase energy levels, and to maintain or improve their well-being is 
needed. 

 
 
IMPLICATIONS AND RECOMMENDATIONS FOR PRACTICE AND POLICY

It will be of interest for the individual resident, the organisation, and ultimately the 
health care system and society that we continuously strive for better residency 
training and safeguarding and improving residents’ well-being. The recently 
introduced positive mind-set shift from managing being unwell to promoting and 
enhancing well-being must continue. Thinking from a positive perspective is also in 
line with the new concept of health as proposed by Huber et al: ‘the ability to adapt 
and self-manage in the face of social, physical and emotional challenges’.84 The 
attention for residents’ well-being could be structured on organizational, department 
and individual level and we will describe our implications and recommendations on 
these levels.

 
On organizational level

On the organizational level, different stakeholders play an important role in 
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maintaining and improving residents’ well-being. Hospital-wide coordinating 
educational committees could organize programs to create awareness, the right 
knowledge and training sessions for residents’ well-being. To learn and develop 
good humanistic practice and improving residents’ well-being hospitals have a role 
in creating and guaranteeing sufficient time for patient and supervisory contact, but 
also for personal time to handle and recover from difficult or confronting situations.

Expectation management for novice residents is also crucial in the context of 
experiencing well-being.85 When residents experience a mismatch between the 
expected and real work environment and job content, they could end up disappointed, 
experience a decrease in well-being and quit residency training, as one resident in 
our interview study (chapter 3)  also revealed. A good and solid preparation and 
clear communication (starting) on an organizational level before starting residency 
training seems therefore valuable.

 
 
On training program level

The impact of learning climate and faculty teachers’ behaviours/performance on 
residents’ well-being, learning and development justifies program directors and 
organizations to focus on these aspects to optimize high-quality residency training. 
Program directors should make all faculty teachers aware of their impact on 
residents and their function as a role model. 

When a physician is feeling well and highly engaged this is positive for the individual 
physician, for the patients and for the organization. This makes physicians’ work-
engagement and well-being an applicable target point in striving for a healthier 
workforce and good quality care. Possible strategies on training program level could 
include eliminating or diminishing job demands that reduce well-being or introducing 
and improving job resources or facilitators that promote and enhance well-being. 
We found in this thesis that residents’ work-related well-being could be facilitated 
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by optimizing autonomy, learning and development opportunities, and the efforts-
rewards balance in residents’ work. For creating more autonomy, residents could be 
supported by interventions. For example, Dunn describes successful interventions in 
increasing control over the dynamic work environment in health care.71 Team-based 
peer support seems to be another option to manage challenges for experiencing 
autonomy.72 In these peer support groups personal well-being could also be 
introduced as this showed improvements in health care providers’ well-being.70,72 
Another option to enhance conditions supportive for competence and autonomy 
in the modernized residency training program is stimulating the use of entrustable 
professional activities (EPAs).46,47 

As already said, in residency training it might be helpful to offer or make residents 
more aware of the resources that increase resilience, help in finding balance and 
stabilize or enhance well-being.53,60,76 Exploring what well-being means for the 
individual resident, with their personal characteristics and preferences, could be 
a relevant part of the modern individualized residency training program and could 
be addressed during performance progress interviews. These interviews may be 
prepared and supported by a more systematic inventory of a resident’s current 
well-being, as well as his or hers experienced job resources and demands. Based 
on extensive conversations with physicians, including residents, the Professional 
Performance research group (Academic Medical Center, Amsterdam) recently 
launched such an online inventory. This so-called Vitality screening tool is now part 
of the Professional Platform Online portfolio.

One evidence-based option for a training in residency, is a mindfulness based 
training program.61,63,86 Nowadays, there are multiple smartphone applications 
available for exploring or practicing mindfulness exercises. It would be of interest 
for the individual residents and patient care to introduce such a training program, 
tailored to fit the needs of residents, in residency. 

 



8

192     |    Chapter 8

On resident level

On an individual level, we could prioritize residents’ self-care as an element of 
medical professionalism. Professionalism is about caring for your patients but must 
also include how physicians care for themselves as this indirectly influences personal 
well-being and the quality of patient care they deliver. This means that physicians 
and residents must take personal leadership to take good care of themselves.87 
Personal leadership is the basis of all leadership, including (the development of) 
medical leadership. When seeing the complexity of the health care system as a 
challenge and thinking about options to contribute, this could result in physicians 
in leading roles.10 Personal leadership could therefore evolve into clinical leadership 
with tasks in improving patient care, education and scientific research and could 
ultimately grow to executive leadership with managerial tasks. This development 
could lead to a better connection between the workplace and the organization and 
better health care systems.10

From a leadership perspective, there is a role for the individual residents to explore 
which intervention works best for improvement of their well-being. One step forward 
in this continuous strive for improving residents’ and physicians’ well-being is the 
development of well-being improvement programs. For example, the Professional 
Performance research group (Academic Medical Center, Amsterdam) recently 
developed the ‘well-being program’ to stimulate physicians to take the lead in their 
personal well-being. The first step in this program is the evaluation of physicians’ 
well-being with an evidence-based questionnaire based on literature, focus groups 
with physicians and a national needs assessment. This evaluation results in feedback 
with an individual report, which provides insight in the professional’s personal 
vitality and well-being, and both evidence-based and inspiring examples to enhance 
well-being. Based on these results, it is recommended to organize a vitality meeting 
with all involved physicians (both faculty and residents) to discuss the results and 
explore and implement actual actions for improvement. We expect that these kinds 
of interventions will be valuable and useful for physicians; however, this should be 
confirmed in future studies.
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CONCLUSION

There are various factors that influence residents’ well-being. We found that 
autonomy, efforts-rewards balance, opportunities to learn and develop, and learning 
climate are crucial factors herein. They could, therefore, be important target points 
in residency training programs to maintain or enhance residents’ work-related 
well-being. Health care organizations and hospital-wide coordinating educational 
committees should adopt this ‘optimizing residents’ well-being view’ into their 
quality assurance policies and organize adapted training programs and interventions. 
A mindfulness-based intervention implemented in the training program could be 
a good option. Additionally, residents have a responsibility in safeguarding their 
personal well-being by taking personal leadership and intensifying self-care. 
Enhancing residents’ well-being will be beneficial to individual residents, health care 
organisations, patients, and society.
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