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Abstract

Objective:To test the feasibility, receptivity, and preliminary effectiveness of peer sup-

port groups for emergency medicine physicians during the COVID-19 pandemic and

gain a better understanding of their experiences with peer support.

Methods: This pilot study used a quasi-experimental design to assess change in symp-

toms of distress, anxiety, depression and burn-out before and after participating in

a virtual, group-based peer support intervention for a duration of 8 weeks. Pre-post

change analyses were performed using two-sided, paired t tests. Feasibility was mea-

sured by attendance data to demonstrate the use of the intervention. Receptivity was

measured using a global change rating and net promoter score at the end of each ses-

sion and8-weekperiod, respectively.During the final session, qualitativedataonphysi-

cian experience was collected and then analyzed using conventional content analysis.

Results: Twenty-four emergency medicine physicians participated in the pilot study.

The attendance goal was met by 20 (24, 83%) physicians and 19 (22, 86%) physicians

reported they would recommend peer support groups to a friend of colleague. Posi-

tive standardized responsemean effect sizes indicatedmodest improvement in nine of

12 symptom measurements with marginal significance (p < 0.10) for improvement in

guilt [20, Effect Size (ES) = 0.45] and depression (21, ES = 0.39). Qualitative findings

revealed high overall benefit with few adverse impacts of participation.

Conclusions: Results demonstrate high physician receptivity, feasibility, and benefit

from participation in peer support groups. Promising signs of improvement in distress,

anxiety, depression, and burn out symptoms warrant additional studies with larger

sample sizes andmore robust research designs to establish the evidence base for peer

support in the physician population.
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1 INTRODUCTION

1.1 Background

There is broad consensus that levels of anxiety, depression, burnout,

and suicide risk in the physician population are unacceptably high and

have been exacerbated by the recent COVID-19 pandemic.1 At the

same time, historically low uptake of mental health resources in this

population persists.1,2 In response, the American College of Emer-

gency Physicians led a joint statement advocating for reduced barriers

to access and increased use of mental health services and supports,

specifically peer support interventions.3

Group-based peer support interventions have proven effective for

addressing common mental health problems.4 Although there is a

strong case for use of peer support interventions in the physician

population,5 there is less known about the implementation and effec-

tiveness of peer support groups among physicians and particularly

during a pandemic such as COVID-19. Furthermore, the structure of

peer support interventions (when described) varies widely as well as

themode of delivery.6

1.2 Importance

Improving support for the mental health and well-being of emergency

medicine physicians is not only needed to respond to future public

health emergencies, but also to address post-pandemic attrition from

the health care workforce7 and contain predicted shortages of emer-

gency medicine physicians.8 Peer support may be a viable option to do

so; however, optimal implementation and effectiveness have not been

clearly established. Our study contributes to needed literature on scal-

able, rapidly deployable, and timely peer support interventions that are

both effective and well received by physicians both during and beyond

the pandemic.

1.3 Goals of this investigation

The primary objective of this pilot study was to test the feasibility,

receptivity, and preliminary effectiveness of peer support groups on

anxiety, depression, distress, and burn out using an established peer

support model. Our secondary objective was to gain a deeper under-

standing of the physicians’ experience with the peer support groups

including (1) perceived benefits and adverse impacts, (2) barriers and

facilitators to participation, and (3) recommendations for improvement

in future groups.

2 METHODS

2.1 Study design, population, and setting

This pilot study used a quasi-experimental design to assess changes

in common mental health symptoms before and after participating

The Bottom Line

Peer support groups have high physician receptivity and fea-

sibility. In a sample of 24 emergency medicine physicians

who participated in physician peer support groups during

the COVID-19 pandemic, 19 (22, 86%) said they would rec-

ommend them to a friend or colleague. Peer support groups

may be a viable option to support the mental health and

well-being of physicians.

in a virtual, group-based peer support intervention each week for a

duration of 8 weeks. In addition, quantitative and qualitative meth-

ods were used to assess feasibility and receptivity to the intervention

and experience with participation at the end of the 8-week period.

The study population of emergency medicine physicians included fac-

ulty, residents, and fellows in a department of emergency medicine

within a large academic health care system. The study was approved

under expedited reviewby the academic institutional reviewboard and

conducted fromAugust to October 2020.

2.2 Selection of participants

The study was advertised through an announcement during depart-

mental meetings by a physician champion and a recruitment flyer was

circulated via departmental email listservs. Enrollment of a conve-

nience sample during the pilot phase was capped at 24 on a first-come,

first-serve basis. Eligibility for participation included being an emer-

gency medicine physician who self-identified as having any mental

health challenge during the COVID-19 pandemic. The primary exclu-

sion criteria were suicidal thoughts or intent for which a higher level

of formal mental health services is recommended. The last question

from the 9-item Patient Health Questionnaire (PHQ)9 was used to

screen for suicidal ideation. In addition, any physician who served in

a supervisory capacity to other group members was excluded due to

the sensitive nature regarding self-disclosure of mental health chal-

lenges. Enrolled participants were assigned to 1 of 3 virtual peer

support groups based on availability and preference for day and timeof

meetings.

2.3 Intervention

Theprimary purpose of the support groupwas to allowparticipants the

timeand space to share theirCOVIDexperiences. To avoid being overly

prescriptive, participants could talk about any experience related to

work, family, or social life during the pandemic. The structure and pro-

cesses of the peer support group sessions were adapted locally from

theNational Alliance onMental Illness (NAMI) peer supportmodel and

included: (1) a brief 2- to 3-min check in of what each participant was
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currently experiencing, (2) transition to group discussion of common

and urgent issues, and (3) a closing portion focused on sharing posi-

tive action plans or other inspirational thoughts. Each group was led

by an experienced (non-clinician) peer support group leader and 1 of

3 trained emergency medicine physician co-facilitators. The executive

director of the local NAMI affiliate, a trained and experienced support

group leader who supervises all volunteer peer support group facili-

tators, functioned in the role of the non-clinician peer support group

leader and trained the 3 emergency medicine physician co-facilitators

using the NAMI peer support model. Co-facilitator training included

familiarization with the peer support model, using supportive commu-

nication strategies, and responding to highly distressful or traumatic

events discussed during group sessions. In addition, we used the “first

follower principle”10 to expedite implementation through role model-

ing and experiential learning. Hence, physician co-facilitators learned

by watching the experienced peer support group leader and were

encouraged to follow and take a more active lead in guiding group

processes over time.

2.4 Outcomes and measures

Study measures are summarized in Appendix Table A1. The primary

outcome of anxiety and depression symptoms were measured by

the 4-item PHQ consisting of the 2-item depression measure (PHQ-

2) and 2-item anxiety measure (GAD-2). These 2 subscales and the

overall PHQ-4 score have established sensitivity to change follow-

ing treatment.11 Pilot studies are typically powered to detect only

large effect sizes. We planned for a sample size of at least 16 physi-

cians with 2 time points, to provide 85% power, at 0.05 α, to detect a

large effect size of 0.80 mean change in SD units. The obtained sam-

ple of 20 physicians who completed both pre- and post-intervention

measures for all outcomes, provided 92% power. Secondary outcomes

included symptoms of distress and burnout. Feasibility, a common

implementation outcome, was measured by attendance rates (i.e.,

study participation).12 Receptivity was quantitatively assessed using

a net promoter score (NPS),13 and a global change rating.14 The sin-

gle NPS question used was, “Would you recommend provider peer

support groups to a friend or colleague?” The global change ratingmea-

sured how participants felt at the end of each session compared to the

beginning using a scale ranging from 1 or “much worse” to 7 or “much

better.”

2.5 Data collection and analysis

Quantitative data was collected during group sessions using a polling

function of the secure videoconferencing platform. All pre-post change

analyses on primary and secondary outcome measures were per-

formed using 2-sided paired t tests. The standardized response mean

(SRM)was reported as the outcome effect size (ES), calculated asmean

change divided by SD of change. Quantitative data was analyzed using

SPSS.

During the final group session, participants were asked several

questions to obtain data to address the secondary aim. Questions

addressed perceived benefits from participation, changes in thoughts

or behaviors, perceived support by colleagues, challenges to participa-

tion, and recommendations for future improvement. Audio recordings

were transcribed and analyzed using conventional content analysis.15

Three team members read the transcripts in their entirety to become

familiar with the overall tenor and focus of the group sessions.

Each team member was assigned a transcript to code independently.

Another teammember verified the codes with a re-examination of the

data, andminor coding discrepancies were easily resolved through dis-

cussion. The teammembers independently clustered similar codes into

categories and then met as a group to determine a final set of cate-

gories for each component of the secondary aim through a process of

discussion and consensus.

3 RESULTS

3.1 Characteristics of study subjects

Of the 157 emergency medicine physicians approached to participate,

we reached our target enrollment of 24 physicians within 2 days of

recruitment via email listserv. Of the 24 enrolled physicians, 19 were

faculty physicians (24, 79%), 22 wereWhite (24, 91%), 23 were female

(24, 96%), and 15 were in practice for 5 years or less (24, 63%). At

baseline, the majority of participants screened mild to moderate for

anxiety and depression and 10% screened positive for clinically signif-

icant symptoms of anxiety and depression (Appendix Table A1). The

most bothersome distress symptoms were fatigue, guilt, nervousness,

trouble sleeping, and low mood. Levels of burnout at baseline were

moderate to high.

3.2 Feasibility and receptivity

Average attendance was 6.5 sessions (minimum, 4; maximum, 8), and

20 (24, 83%) physicians met the attendance goal of 6 out of 8 sessions.

Participant receptivity to the intervention was high as measured by

the NPS, and 19 (22, 86%) physicians reported they would recommend

physician peer support groups to a friend or colleague. In addition,

participants consistently felt better following the peer support group

sessions and averaged 6 or “moderately better” across 2 groups and 5

or “a little better” in 1 group on the global change rating. Only 2 mem-

bers of the latter group ever reported “feeling a little worse” at the end

of a session.

3.3 Effectiveness

There was no significant change in the primary outcome of anxiety

and depression (Table 1). However, positive effect sizes (ES or SRMs)

showed promising preliminary results, albeit small, for 9 of 12
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TABLE 1 Pre- and post-intervention change analysis of primary and secondary outcomes

95%CI for the SRM

Symptoms No.

Mean score

change

SD of

change

SEMof

change SRMa Lower Upper

Sig. (2-tailed),

p< 0.05b

Anxiety and depression

(PHQ-4 score)

21 0.81 2.62 0.57 0.31 −0.13 0.74 0.17

Depression (PHQ-2) 21 0.52 1.33 0.29 0.39 −0.05 0.83 0.08

Anxiety (GAD-2) 21 0.29 1.55 0.34 0.18 −0.25 0.61 0.41

Guilt 20 1.23 2.75 0.61 0.45 −0.02 0.90 0.06

Trouble sleeping 20 0.65 1.84 0.41 0.35 −0.10 0.80 0.13

Fatigue 20 0.8 2.53 0.56 0.32 −0.14 0.76 0.17

Lowmood 20 0.55 1.96 0.44 0.28 −0.17 0.72 0.23

Nervousness 20 0.45 2.09 0.47 0.22 −0.23 0.66 0.35

Difficulty concentrating 20 0 1.26 0.28 0 −0.44 0.44 1

Helplessness 20 −0.15 1.76 0.39 −0.08 −0.52 0.35 0.71

Anger 20 −0.15 1.53 0.34 −0.1 −0.54 0.34 0.67

Burnout 21 0.05 1.16 0.25 0.04 −0.39 0.47 0.85

Abbreviations: CI, confidence interval; GAD, Generalized anxiety disorder; SEM, standard error of themean; SRM, standardized responsemean.
aSRM is the mean score change divided by SD of change. The SRM is a measure of effect size (ES, for which 0.2, 0.5, and 0.8 represent thresholds for small,

moderate, and large effects, respectively.
bThe p values are derived from paired t tests.

symptoms measurements. The changes in guilt (20, ES = 0.45) and

depression (21, ES = 0.39) symptoms reached a level of marginal sig-

nificance (p < 0.10). SRMs can approximately be interpreted using

Cohen d guidelines wherein 0.20, 0.50, and 0.80 represent thresholds

for small, medium, and large effect sizes, respectively. Furthermore,

marginal significance (p < 0.10) was shown for symptoms of guilt and

depression.

3.4 Qualitative findings

Twenty-two physicians participated in the qualitative feedback ses-

sions. The participants discussed 4 benefits and 2 adverse effects of

group participation, 3 facilitators and 4 barriers to group participation,

and 5 recommendations to improve future groups (Table 2). Members

of all groups discussed benefits that included learning from others,

enjoying social interaction, and feeling supported by others. Mem-

bers of 1 group also identified the benefit of processing thoughts and

feelings. Conversely, 3 participants in 1 of the groups noted adverse

impacts including feeling worse due to the group’s focus on difficulties

and 1 participant in a different group reported feeling responsible for

fixing other members’ problems.

Participants identified several factors that facilitated participation

in the groups including a group structure that encouraged participa-

tionby allmembers and skilled leaderswhoguided the groupprocesses

from check-in to discussion. The participants also indicated facilita-

tors including their willingness to share and invest time in self-care.

On the other hand, 2 participants in 1 group noted that a barrier

to participation was having negative thoughts, such as the idea that

talking about COVID was seen as being weak or complaining. Partici-

pants noted other barriers such as censoring input due to hierarchical

relationships within the group; not having enough time, such that par-

ticipation became burdensome; and preference for talking to their

personal support networks.

Although systematically comparing the 3 groups was beyond the

scope of this study, the 3 team members who conducted the quali-

tative analysis did observe some manifest differences in the groups’

responses to the intervention that are worth noting. Two of the groups

focused almost exclusively on positive experiences. Although some

members of these groups mentioned a few adverse effects and bar-

riers, they all affirmed the value of the group experience. The other

group, however, had a few members who were more critical of their

group experiences. These members focused mostly on adverse expe-

riences and barriers. Moreover, the only benefit identified by this

group was the enjoyment of social interactions, and no one in the

group mentioned the benefit of having group structure and skilled

leaders.

Therewas consensus amongparticipants’ recommendations toopti-

mize groups by having them be the right size (ie, not too big or

too small) and include members with varying perspectives. A few

participants agreed with a recommendation to meet bi-monthly or

monthly rather than weekly, and several participants agreed that flex-

ibility due to periodic changes to their work schedules was needed.

One participant recommended progressing toward a solely physician-

led group and another recommended focusing on taking action as a

group toward system-level change.Moreover, although consensuswas

achieved among participants in one group that recommended hav-

ing consistent group membership to enhance trust, a few members in

another group recommended open groups with a drop-in option and

flexible scheduling.
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3.5 Limitations

Limitations include a small sample and lack of random assignment to

a control group. Larger future randomized controlled trials should be

powered to detect effect sizes and greater confidence in interven-

tion causal attribution. Furthermore, although the SRM effect size has

intuitive appeal, it is possible that minor to moderate violations of

normality in change scores would also make a median-based statistic

appealing. In addition, the self-identifying aspect of eligibility resulted

in some physicians with low to moderate levels of anxiety or depres-

sion, whereas the support group intervention might have a greater

impact among physicians with at least moderate distress. Finally, the

findings in this pilot study are limited to a homogeneous sample of pre-

dominantly White, female physicians. Willingness to participate likely

differs by gender and may differ by race. Further research should

explore receptivity to peer support among male and non-White physi-

cians. Gender and race may also be important co-variates in larger,

randomized effectiveness studies of peer support.

4 DISCUSSION

This study demonstrates feasibility and good overall receptivity to

a peer support group intervention based on high attendance, high

participant-reported rates of feeling better after sessions, and willing-

ness to recommend peer support groups to colleagues. Furthermore,

positive small effects on symptoms of depression, anxiety, and distress

(e.g., guilt) suggest promising signs of preliminary effectiveness. Quan-

titative findings were enhanced by qualitative findings of an overall

positive experience by the majority of participants. Benefits reported

including learning from others, enjoying social interaction, feeling sup-

ported by others, and processing thoughts and feelings. These findings

are well aligned with existing peer support literature demonstrating

improved psychological and social functioning as well as empathy and

comradery.16

The barriers and facilitators of participation reported in this study

have been discussed by well-seasoned thought leaders in the area of

peer support use in the physician population.17 For example, negative

thoughts, such as that talking about COVID was a sign of weakness or

complaining, or feeling burdened by the time spent in group, may be

related to what is described in the literature as the “dark side” of the

culture of medicine. This culture includes denial of physicians’ mental

health and emotional needs and internalization of self-care as selfish-

ness.Our findings suggest that peer support canmitigate these cultural

factors by providing physicians a space of psychological safety to talk

about challenges without the need to fix their problems or suppress

their emotions.

Differences in group experience may have impacted study results.

Reported adverse effects of feeling worse were limited to members

of one group and were corroborated by lower overall Patient Global

Impression of Change (PGIC) ratings within the same group. Further-

more, the three individuals who reported they would not recommend

peer support to a colleague or friendwere all from the same group that

reported adverse effects and lower PGIC ratings. Based on research

teamobservations ofmultiple sessions over time,we theorize that neg-

ative thoughts expressed byoneormore dominant groupmembers can

impedewhole group functionby inhibitingwillingness to talk about and

process the “tough stuff” as well as derailing discussions to off-topic

conversation of equal importance is how facilitators respond during

challenging group dynamics.

Finally, the most frequent recommendations for improving future

groupswere related tooptimizing the scheduling of the groups. Toward

that end, periodic reassessments of preferred group frequency are rec-

ommended.Moreover, group scheduling needs to be flexible enough to

adapt to environmental demands and changing work schedules of the

physicians. Another less frequent but important recommendation was

moving thegroups towarddiscussionsof actionor advocacyon system-

level problems. Such a group focus could mitigate individual feelings

of responsibility to “fix things” and close the session on a positive note

with a sense of hope or optimism.
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APPENDIX A

TABLE A1 Baseline data (n= 24 participants)

Outcomemeasure (score range) Mean (SD)

Primary

PHQ-4 depression and anxiety [0–12]a 3.04 (2.79)

Secondary

PHQ-2 depression [0–6] 1.92 (1.50)

GAD-2 anxiety [0–6] 1.13 (1.48)

Burnout [0–6]b 2.54 (1.18)

Distress symptomsc

Fatigue (0–9) 4.38 (2.00)

Guilt (0–9) 3.98 (3.20)

Nervousness (0–9) 3.54 (2.41)

Trouble sleeping (0–9) 3.08 (2.37)

Lowmood (0–9) 2.92 (2.34)

Difficulty concentrating (0–9) 2.54 (2.45)

Anger (0–9) 1.88 (1.65)

Helplessness (0–9) 1.58 (1.91)

Abbreviations: PHQ, patient health questionnaire; GAD, generalized anxi-

ety disorder.
aPositive screen is 6 or greater on PHQ-4.
bHigh levels of burnout is defined as 4 or greater on the Maslach Burnout

Inventory.
cDistress symptoms include items from the SPADE Symptom Screener

plus items drawn from the PROMIS measures selected with input from

physicians relevant to their experiences.
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