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BACKGROUND AND OBJECTIVES: The Association of Family Medicine Residency Directors (AFMRD) Physician Wellness Task Force released a comprehensive Well-Being Action Plan as a guide to help programs create a culture of
wellness. The plan, however, does not offer a recommendation as to which elements may be most important, least resource intensive, or most feasible. This
study sought to identify the most essential components of the AFMRD’s Well-Being Action Plan, as rated by expert panelists using a modified Delphi technique.
METHODS: Sixty-eight selected experts were asked to participate; after three
rounds of surveys, the final sample included 27 participants (7% residents, 38%
MD faculty, 54% behavioral science faculty).
RESULTS: Fourteen elements were rated as essential by at least 80% of the
participants. These components included interventions at both the system and
individual level. Of those elements ranked in the top five by a majority of the
panel, all but one do not mention specific curricular content, but rather discusses the nature of a wellness curriculum.
CONCLUSIONS: The expert consensus was that an essential curriculum should
begin early, be longitudinal, identify a champion, and provide support for selfdisclosure of struggles.
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M

edical residency is a highstress period characterized
by long hours, increased responsibilities, lack of control, and fatigue. Such stressors can predispose
residents to decreased self-care behaviors and well-being and an elevated risk of distress and burnout.1-5
Family medicine has among the
highest rates of burnout when compared to all specialties.6 Burnout is
associated with myriad negative consequences including higher attrition,
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decreased productivity, unprofessional behaviors, lower empathy, difficulty concentrating, lower medical
knowledge, suicidal ideation, alcohol
abuse or dependence, relationship
stress, and motor vehicle incidents.7
The increase of burnout among
physicians in training and in practicing physicians is a threat not only
to individual physicians but also to
the health care system. From national organizations to individual residency program faculty, substantial

efforts are being made to improve
the well-being of family medicine
residents. Evidence has demonstrated that a multidimensional approach
addressing personal, system, and organizational factors is most helpful
to mitigate the elements that contribute to burnout.7,8
From a systems level, the Accreditation Council of Graduate Medical
Education (ACGME) initially attempted to improve resident wellbeing and decrease burnout through
duty hour restrictions.9 This change
has yielded mixed results, with some
studies citing improvement in the
rate of physician burnout but others indicating negative educational
consequences (eg, lower attendance
at didactic sessions, lower perceived quality of education).10-12 In
short, limiting clinical and educational work hours is not a complete
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solution to improving physician wellbeing. Most recently, ACGME took
another step by revising the Common Program Requirements in 2017
to emphasize the importance of promoting well-being in residency curricula and mandating procedures
and programming to support wellbeing.9 It is now expected that programs and institutions address the
system factors that contribute to
burnout and teach well-being as a
competency.
Emphasizing well-being in residency is especially important as
work habits and patterns surrounding self-care begin to solidify during this time. Moreover, there are
concrete ways that resilience can
be taught and enhanced.13-15 Residency faculty have been developing and implementing programs to
combat burnout and fatigue and to
promote well-being for many years.
In the past few years, conference
presentations and articles discussing resident burnout and well-being
have proliferated, but few methodologically rigorous published trials
of residency-based wellness curricula exist. Most programs have focused on teaching skills including
mindfulness and stress management in small groups.10,16 Many of
these programs also emphasize the
importance of cultivating a culture
of wellness.17-19 Some programs are
now linking these initiatives to resident evaluation and/or milestone attainment as well as programmatic
evaluation on the efficacy of such efforts to reduce burnout. Initial evidence suggests that these programs
are well-received by residents, can
reduce burnout, and can be part
of the solution.10,16-18 However, it is
also clear that individual residency
programs that develop and deliver
these interventions are highly variable, and there are many mediating
and moderating variables in these
findings. Different definitions* and
ways to measure the constructs of
burnout and well-being make it difficult to reach conclusions about what
is most effective.20,21
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Given the importance of supporting resident physicians’ well-being,
the Association of Family Medicine
Residency Directors (AFMRD) Physician Wellness Task Force released
its Well-Being Action Plan22 to help
programs create cultures of wellness.
The action plan was developed using a review of literature on existing wellness programs in family
medicine residencies. The AFMRD
action plan offers an extensive list
of suggested wellness program elements for residency programs to
implement; however, the list does
not offer a recommendation as to
which elements may be most important, least resource intensive, or
most feasible given certain program
restrictions. In other words, it is an
excellent summary, but it is largely aspirational, and many programs
are seeking more specific guidance
about which elements are likely to
have the biggest impact on resident
well-being. In light of this, a Task
Force on Resident Wellness Curriculum was formed through the Society of Teachers of Family Medicine
(STFM). The aim of this task force
was to provide an expert-informed
set of guidelines on core elements
of a curriculum addressing resident
well-being and burnout prevention.
To this end, the group conducted a
Delphi study with wellness experts
in family medicine education to refine and identify the most essential
elements from the AFMRD Well-being Action Plan.

Methods

A modified Delphi method23,24 was
used to develop consensus regarding the most essential elements
from the AFMRD Well-being Action
Plan.22 The Delphi method was selected for its ability to gather feedback from experts anonymously and
without influence from group thinking. Three rounds of online surveys
were completed via SurveyMonkey
between December 2017 and August
2018. An overview of the participants
and procedures is provided in Figures 1 and 2.

Participants

Seventy-six potential expert panelists were identified by membership
in the STFM Professional Well-being Collaborative, scholarly record
of national presentations or publications on family medicine resident
wellness, and referral from known
experts on family medicine residency
wellness. Despite also having expertise in resident well-being and wellness programming, no members of
the task force were included as experts. Sixty-eight individuals were
contacted by email and asked to participate if they met the following inclusion criteria: family medicine
educators in accredited residency
programs who have expertise in implementing resident wellness programs and/or education for at least
2 years or recent chief residents who
had a role in leading resident wellness (eg, education, administration).
Twenty-seven participants (40% of
those initially contacted) provided responses to all three surveys; of these,
7% were residents, 38% were physician faculty, and 54% were behavioral science faculty. No additional
demographic information was collected. The composition of the final
sample is not significantly different
from the role composition of the firstround sample.

Procedures

In the first of three online survey
rounds, investigators asked participants to indicate the importance of
elements included in the AFMRD
Well-being Action Plan. The survey
included 19 items to be rated on a
5-point scale. The response options
were “essential,” “very important,”
“somewhat important,” “less important,” or “not important.” Participants were given an opportunity to
comment on each element (eg, specific activities that are recommended,
barriers to implementing that element). The first-round survey also
included open-ended questions for
participants to provide input regarding additional elements that should
be included in residency wellness
programs. Items were retained for
VOL. 51, NO. 8 • SEPTEMBER 2019
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Figure 1: Participant Recruitment and Response

Results

Round One Survey

The average rating of each element
and the percentage of participants
who rated that element as very important or essential in the round
one survey is presented in Table 1.
Of the 19 elements included in the
round one survey, nine items were
rated as essential or very important by at least 80% of participants.
Three items were rated as nonessential and were eliminated from subsequent rounds. An additional seven
items had mixed ratings with some
confusion noted in the comments sections and thus were reworded for
inclusion in the round two survey.
Five additional items were identified
through analysis of the qualitative
data gathered from the comments
and open-ended questions and were
added to the round two survey for
participants to score.

Round Two Survey

the subsequent round of surveys if
they were rated as very important
or essential by 80% or more of respondents.24 Thematic analysis was
applied to the feedback gathered
from the comments and open-ended questions. Themes were initially identified by one researcher and
then confirmed or modified by the
research team. These themes were
then developed into statements for
the next round of the survey. Statements served as either clarification
of a previously presented element or
were written as new elements.
In the round two survey, participants were asked to rate the newly
formed items using the same 5-point
scale noted previously. The same process of using 80% criteria as very important or essential to retain items
was again employed.
For the third round of the survey,
the elements retained from rounds
one and two were presented back
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to participants for their final input
regarding whether the item was essential or not. Then each participant was asked to rank the top five
most important items out of the elements they had marked as essential.
Ranks were weighted as follows: five
points for each time the element was
ranked as a participant’s first/most
essential element, four points for
each time the element was ranked
as a participant’s second, three
points for each time the element was
ranked as a participant’s third, two
points for each time the element was
ranked as a participant’s fourth, and
one point for each time the element
was ranked as a participant’s fifth.
The University of Massachusetts
Institutional Review Board reviewed
and approved the study (IRB Docket
#H00014101); it was conducted in
the United States.

The average rating of each element
and the percentage of participants
that rated that element as very important or essential for each item
included in the round two survey
is featured in Table 2. Of the 12 elements included in the round two
survey, seven identified were rated
as essential or very important by at
least 80% of the participants and
were retained for the round three
survey. The remaining five items
were eliminated.

Round Three Survey

Of the 16 elements presented in
round three, 14 elements were rated as essential by at least 80% of the
participants (Table 3). The five items
with the highest ratings are marked
with an asterisk in Table 3.

Discussion

Over recent years there has been increased interest in physician wellbeing and an accompanying effort
to develop residency wellness curricula. However, little is known about
best practices for these curricula. Although the AFMRD Well-being Action Plan provided a list of multiple
FAMILY MEDICINE
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Figure 2: Selection of Survey Items

components of a successful wellness
curriculum, implementation of all
of these components is not feasible
in most programs. Indeed, the size,
setting, and makeup of residencies
vary widely, along with an individual program’s ability to supply funding and staff support for wellness
programing. As such, faculty interested in establishing or improving
their residency’s wellness curriculum with limited resources or expertise would have little direction
about which components are potentially most likely to produce positive
outcomes in resident well-being. This
study sought to identify these most
essential components as rated by expert panelists by using a modified
Delphi technique.
Fourteen components were rated as essential by 80% of the expert
panel across three surveys (Table
3). These components varied widely
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and included interventions at both
the system level (eg, optimize work
schedules to promote wellness, such
as mechanisms to attend medical
visits) and individual level (faculty model wellness behaviors). This
is consistent with multiple recent
systematic reviews25,26 that have
found both levels of intervention
to be vital for impacting physician
well-being. Due to the wide range of
programmatic and curricular changes represented by these items, most
programs, even those with relatively
robust wellness curricula, will likely be able to identify one or more
changes to implement.
Of the 14 components rated essential by 80% of the expert panel, five
items were ranked highly by a majority of the panel. These included
making wellness part of the residency vocabulary early and maintaining conversations about wellness

throughout residency; creating a safe
culture that allows for confidential
disclosure of distress and impairment; providing access to mental
health services; implementing a longitudinal wellness curriculum; and
identifying one or more wellness
champions with clear support from
leadership. What is notable about
these items is that with one exception (access to mental health services), they do not mention specific
curricular content, but rather discuss
the nature of a wellness curriculum.
Also notable is what the expert
panel found less essential. In the
first round of surveys, the lowest performing items pertained to providing
physical wellness space, academic
support, and gathering anonymous
feedback. In round two, the lowest
performing items pertained to having a wellness committee, measuring resident wellness through survey
instruments, optimizing time spent
with patients, focusing on high-functioning care teams, and including
structured reflection activities. This
suggests that perhaps the ways in
which well-being is carried out from
program to program (eg, use of space,
measurement) matter less than support for ideas and programmatic
buy-in. Another possible interpretation is that although in some highlyresourced organizations an emphasis
on optimization of time spent with
patients has produced measurable
results, those results might be harder to duplicate across all settings,
leaving some experts to focus more
on attainable items. As researchers,
we were disappointed to see neither
“measure wellness through quantitative methods” nor “engage in
systematic evaluation and quality
improvement,” reach the final list of
essential items, particularly given
that the dearth of objective outcome
data is one of the problems currently plaguing the field of medical education wellness research. However,
review of the qualitative comments
revealed that panelists did not find
these items unimportant but rather less vital than other aspects of
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Table 1: Average Rating of Each Element and Percentage of Experts Who Rated
the Element as Very Important or Essential in Round One Survey
Mean** (% Essential
or Very Important)

Element*
Create a culture of confidential, safe disclosure for burnout, depression, suicidal
ideation, and impairment

4.8 (100%)

Make wellness part of the residency vocabulary and culture by beginning wellness
conversations in orientation and regularly thereafter

4.6 (97%)

Identify and implement solutions to improve the learning and work environment, flow,
and efficiency

4.5 (95%)

Develop and maintain a regular recurring or longitudinal wellness curriculum (eg,
building skills such as mindfulness, resilience, empathy)

4.4 (94%)

Provide (directly or referral) accessible, confidential, affordable mental health services

4.7 (91%)

Make wellness part of the residency vocabulary and culture by integrating resident
wellness into mentoring and advising system

4.4 (91%)

Optimize work schedules to promote wellness, such as mechanisms to attend medical
visits and a nonpunitive back up system for work absences

4.4 (88%)

Identify one or more wellness champions (faculty or resident) with explicit leadership
support

4.5 (86%)

Schedule and support time to connect with colleagues and mentors (enhancing
professional relationships)

4.3 (84%)

Build, maintain, and nurture relationships with members of high functioning inter professional
teams working together to provide exceptional care.

4.1 (78%)

Optimize work schedules to promote wellness, such as including residents in planning their
schedules and publishing them in a timely manner to allow for nonwork activities to be scheduled.

4.1 (71%)

Gather anonymous feedback with closed loop communication (ie, feedback gets to someone who can
make changes) on a regular basis.

3.8 (70%)

Start and maintain a wellness committee including all stakeholders.

3.9 (69%)

Innovate, measure, improve, and disseminate optimal wellness strategies.

3.9 (69%)

Optimize proportion of time spent with patients and families (Back to Bedside, protecting time
with patients).

3.9 (68%)

Schedule time to reflect (individual wellness plans, gratitude, reflective writing).

4.0 (66%)

Measure resident wellness through survey instruments at baseline and periodically thereafter.

3.7 (61%)

Create wellness spaces in work environment.

3.7 (53%)

Academic or learning support, reading or study strategies, and board preparation support.

3.6 (50%)

* Bolded elements were rated by at least 80% of the panel as essential or very important.
** Participants responded using a 5-point scale: not important (1), less important (2), somewhat important (3), very important (4), essential (5).

the curriculum, cited a lack of standardized definitions and measurement tools,27 and were sensitive to
survey fatigue among their learners.
As with other screening measures, it
is also important to consider the systems that are in place at residency
institutions that would support an
adequate response to surveys indicating a high level of resident burnout.
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Taken together, these results may
indicate that some amount of flexibility is allowable in a robust wellness curriculum, provided it has the
core, underlying components described herein. Inexperienced faculty
or programs that are newly establishing a wellness curriculum may
wish to focus first on the areas rated most highly by our expert panel.
This study was limited by the reliance on subjective methods. The

method for recruiting expert panelists could have resulted in failing to
identify some individuals, as it relied
on membership in one society, publication, or being professionally known
by others. Another limitation is that
the study design relied on panelists
to rate the perceived importance of
items but did not require that they
support their ratings with evidence.
This means that the resulting list
of most essential items is based on
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Table 2: Average Rating of Each Element and Percentage of Experts Who Rated
the Element as Very Important or Essential in the Round Two Survey
Element*
Faculty model wellness behaviors
Create a culture that fosters self-reflection
Publish residents’ schedules in a timely manner to allow for non-work activities to
be scheduled
Measure resident wellness through qualitative methods (eg, one-to-one check-ins,
advisor/mentor meetings, reflection activities, informal feedback) at least annually
Incorporate elements of fun into the culture
Engage in systematic evaluation and quality improvement of your program’s
wellness curriculum
Include residents in planning their schedules
Build, maintain, and nurture relationships with members of high functioning interprofessional
teams working together to provide care to patients with complex needs
Include structured reflection activities as a part of the wellness curriculum
Start and maintain a wellness committee
Measure resident wellness through quantitative methods (eg, survey instruments) at least
annually.
Minimize competing demands in order to optimize proportion of time spent with patients and
their families

Mean** (% Essential
or Very Important)
4.8 (97%)
4.6 (93%)
4.6 (90%)
4.5 (87%)
4.4 (87%)
4.3 (83%)
4.1 (80%)
4.3 (77%)
4.0 (73%)
4.2 (70%)
3.6 (60%)
3.5 (47%)

* Bolded elements that were rated by at least 80% of the panel as essential or very important.
** Participants responded using a 5-point scale: not important (1), less important (2), somewhat important (3), very important (4), essential (5).

Table 3: Items Rated as Essential by Participants in the Round Three Survey
% Essential

Element*
Make wellness part of the residency vocabulary and culture by beginning wellness
conversations in orientation and regularly thereafter*

100%

Create a culture of safe, confidential disclosure for burnout, depression, suicidal ideation, and
impairment*

100%

Make wellness part of the residency vocabulary and culture by integrating resident wellness into
mentoring and advising system

96%

Provide (directly or referral) accessible, confidential, affordable mental health services*

96%

Measure resident wellness through qualitative methods (eg, one-to-one check-ins, advisor/mentor meetings,
reflection activities, informal feedback) at least annually

96%

Optimize work schedules to promote wellness, such as mechanisms to attend medical visits and a
nonpunitive back-up system for work absences

92%

Faculty model wellness behaviors

92%

Develop and maintain a regular recurring or longitudinal wellness curriculum (eg, building
skills such as mindfulness, resilience, empathy)*

88%

Identify and implement solutions to improve the learning and work environment, flow, and efficiency

88%

Publish residents’ schedules in a timely manner to allow for nonwork activities to be scheduled

85%

Identify one or more wellness champions (faculty or resident) with explicit leadership support*

81%

Schedule and support time to connect with colleagues and mentors (enhancing professional relationships)

81%

Create a culture that fosters self-reflection

81%

Incorporate elements of fun into the culture

81%

Include residents in planning their schedules**

62%

Engage in systematic evaluation and quality improvement of your program’s wellness curriculum**

62%

* Bolded items were ranked in the top five elements most frequently.
** Two items were deemed to not be essential elements of a wellness curriculum.
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expert opinion, not objective outcome data. However, these limitations are tempered by the fact that
our expert panel is from a national
sample of programs, each participant
was blinded to the responses of the
other participants at each stage, and
we used objective criteria for item
selection at each round. Another
limitation was the small size of our
expert panel and the attrition of our
panel across the three rounds. However, samples of this size have been
shown to produce reliable and valid
results when used in Delphi method studies.28
This study fills a gap in the existing literature in that it presents recommendations of national experts of
the most essential components of a
wellness program. The expert consensus was that a robust wellness
curriculum would be one that begins early, is longitudinal, identifies
a champion, and provides support
for self-disclosure of struggles. Faculty play an important role in promoting resident well-being in their
advising roles and by modeling wellness behaviors themselves. With
these results, residency programs,
faculty, and residents interested in
developing or improving their wellness curricula have some direction
for where to focus their limited energy and resources. Equipped with
this information, they can move tomorrow’s physician workforce toward
greater wellness.

Footnote:

*Extant literature uses the terms of
well-being, wellness, burnout prevention, and resilience virtually interchangeably. However, we distinguish
well-being as an outcome and use
wellness to refer to elements of a culture or curriculum.
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