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Abstract:

BACKGROUND: With growing resident burnout, Accreditation Council for Graduate Medical
Education issued new requirements for program interventions to optimize resident well-being. Little
evidence exists on how to best teach resiliency to residents. This study assesses the impact of
both a grassroots intervention and formal resiliency curriculum on resident burnout and well-being.

MATERIALS AND METHODS: From November 2016 to August 2017, residents in a large Internal
Medicine Residency Program participated in grassroots wellness interventions from the resident-led
Gator Council in Gainesville, FL USA. From August 2017 to June 2018, residents participated in
a formal program-driven resiliency curriculum. Wellness interventions included monthly morning
reports, bimonthly workshops, and biannual noon conferences. Pre- and postintervention Maslach
Burnout Inventory (MBI) and Physician Well-Being Index (PWBI) assessed the effect of both
interventions on resident burnout and well-being. Statistical analyses used Student’s t-test, Fisher’s
exact tests, and linear regression model.

RESULTS: One hundred and twenty-two residents participated in grassroots interventions. One
hundred and seventeen (87 residents, 35 students) participated in formal curriculum. Mean MBI
scores for all three sections did not differ between pre -and postgrassroots intervention (emotional
exhaustion [EE] P = 0.46; depersonalization [DP] P = 0.43; personal accomplishment [PA] P=0.73])
or between pre- and postcurriculum (EE P = 0.20; DP P = 0.40; PA P = 0.51). Students scored
higher burnout levels compared to residents in EE (P = 0.001) and PA (P = 0.02). Pre- versus
postcurriculum PWBI scores did not differ among residents (P = 0.20), while PWBI scores improved
among students (P = 0.01).

CONCLUSIONS: This study found no improvement in resident burnout or well-being from a
bottom-up and top-down approach. Our results imply the need for an early wellness curriculum
to improve student well-being given their higher level of burnout. System-wide efforts are vital to
combat physician burnout.
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Introduction

he transition from medical school to
residency is challenging. Residents face
intense clinical responsibilities resulting in
long work hours and limited autonomy —all
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which contribute to physician burnout.
Recognizing the growing dilemma of
resident burnout, the Accreditation Council
for Graduate Medical Education (ACGME)
issued new requirements in academic
year (AY) 2016 for all residency programs
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to “establish policies and programs supporting optimal
resident and faculty member well-being.”"! Yet, the
ACGME does not specify program guidelines nor do
best practices exist in the literature on resident resiliency
education. In March 2016, a large Internal Medicine (IM)
Residency Program administered a needs-assessment
survey to gauge our residents’ acclimation into
residency. The results showed that 18% of residents
were dissatisfied with opportunities to manage fatigue or
stress and 22% were dissatisfied with current processes
to raise concerns (e.g., via chief residents, House staff
Advisory Committee). In response, the IM residency
leadership created a Wellness Gator Council as the first
step to cultivate residents’ resiliency and empower
residents to enact inclusive wellness activities. Grassroots
efforts from the Wellness Gator Council subsequently
drove the program development of a formal resident
resiliency curriculum. This study investigated the effect
of the Wellness Gator Council grassroots interventions
compared to the formal resiliency curriculum on
resident burnout and well-being. We hypothesized that
the formal resiliency curriculum would be superior
to grassroots interventions in mitigating burnout and
improving resident well-being, as measured by the
well-validated Maslach Burnout Inventory (MBI) and
Physician Well-Being Index (PWBI).

Materials and Methods

Educational setting, description of participants,
and ethics

This cross-sectional study was conducted from November
2016 to June 2018 in the department of medicine within
alarge academic institution. Targeted participants were
107 residents in the IM Residency Program in Gainesville,
FL U. S. A from AY16-AY18; 35 students (physician
assistant and third-year and fourth-year medical
students) rotating in their 8-week IM clerkship were
secondary participants. The organization’s Institutional
Review Board approved the study under exemption from
human research (IRB#201702978) and in accordance with
the Helsinki Declaration of 1975, as revised in 2000.

Study design

Resident-led Wellness Gator Council

In November 2016, the residency program developed the
Wellness Gator Council consisting of a chief residents and
10 resident volunteers as a resident-led effort to cultivate
resiliency among their colleagues and their own learning
environment. The group met monthly to address real-time
resident concerns, develop wellness activities during
protected educational time, and coordinate social events,
for example, tailgating and sports activities (running and
volleyball). Wellness grassroots interventions started in
mid-November 2016 [Figure 1].
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Four 1-h wellness morning reports occurred bimonthly
from December 2016 to June 2017 taught by residents
in the Wellness Gator Council and supervised by chief
residents. Topics included nutrition, guided meditation/
chair yoga, and two “Coffee Talk” debriefings. These
“Coffee Talk” sessions provided residents with a safe
space and protected educational time to share work
and life experiences among peers. Residents were
assigned to groups moderated by 1-2 senior residents
who provided discussion points during the session.
Two faculty-led noon conferences in January 2017 and
May 2017 taught behavioral psychology practices and
preventative cardiovascular health through nutrition.
A “Wellness Column” in the monthly residency
e-newsletter highlighted nutrition, healthy habits, and
residents’ personal stories of resiliency. A monthly
Wellness Event Calendar shared family-friendly
outings (e.g., bowling and tailgating) and upcoming
educational activities (e.g., wellness morning reports/
noon conferences and institutional events).

Formal program-driven resident resiliency curriculum
In June 2017, the IM residency leadership convened the
Wellness Steering Committee of 12 College of Medicine
faculty experts who met biweekly to design and
operationalize a formal resident resiliency curriculum.
All committee members had teaching expertise and
faculty development in well-being practices, for example,
mindfulness and narrative medicine. With guidance
from the Wellness Gator Council and Wellness Steering
Committee, the residency program implemented a
formal resident resiliency curriculum in mid-August
2017. This multimodal curriculum included (1) monthly
1-h morning reports on various wellness topics (e.g.,
assessments of burnout, wellness goal-setting,
sleep hygiene, exercise health, nutrition), (2) six
bimonthly 1-h noon conferences on various resiliency
practices (e.g., healthy lifestyle, work-life balance,
humanities in medicine), (3) monthly clinic orientations
of the Employee Assistance Program (EAP) led by
EAP psychologists, and (4) bimonthly 3-h small group
workshops on various wellness practices [Figure 2].

The first workshop of each month focused on time
management, work-life balance, and mindfulness. The
second workshop shared reflective writing narratives
and positive psychology practices. Workshops and EAP
orientations occurred within the residents” 1-month
ambulatory rotation. All sessions were interactive and
taught by faculty experts within the Wellness Steering
Committee. Each faculty taught 2-3 sessions/year. These
program-driven sessions replaced all prior interventions
from the Wellness Gator Council except for the monthly
Wellness Event Calendar and the monthly residency
e-newsletter which exist to date.
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oath Pre-test MBI Assessment Questionnaire (n=38)
Month 0 Elighility assessment (n=107 residents)
_| Excluded (n=0)
Declined to participate (n=0)
l Throughout AY | Asynchronous/Sporadic Wellness Activities |
- Residents’ discretion to participate
| All (v=107) I (n=unknown, not tracked)
L 2 L v
Didactics Electronic/Virtual Wellness Social Events Wellness Commnittee
Interventions
Noon Conference on Sports Club Activities
wellness topics (2) “Wellness Column” e.g running, volleyball
in monthly Residency Attendance to
+ e-newsletter + Wellness
Gator QOmcﬂ
Bimonthly Wellness + Social Galhenng; meetings
. e.g football tailgating
'Molut:dil:nng Re:];m @ Monthly Wellness
including small group
“Coffee Talk” sessions Eveat Calendar
Month 6 Mid-test MBI Assessment (n=20)
¢ Excluded from analysis (n=0)
Month 11 Post-test MBI Assessment (n=64)

 Excluded from analysis (n=0)

Figure 1: Resident-led wellness gator council intervention

Technical information
Toanalyzetheeffectofthe Wellness Gator Council grassroots
interventions on physician burnout, the 22-question
MBIP* measuring three dimensions of burnout (emotional
exhaustion [EE], depersonalization [DP], and personal
accomplishment [PA]) was administered to IM
residents and any students in their IM clerkship rotation
during a Resident Noon Conference in November
2016 (preintervention), February 2017 (mid-intervention),
and August 2017 (postintervention). Students were
present in August 2017, but none were present in
November 2016 or February 2017.

To assess the impact of the formal resident resiliency
curriculum, IM residents and students completed the
validated MBI and the 7-question PWBI* during a noon

Journal of Education and Health Promotion | Volume 10 | July 2021

conference in August 2017 (preintervention) and June
2018 (postintervention) [Figures 1 and 2]. All MBI and
PWBI responses were anonymous and voluntary. Chief
residents collected all responses.

Statistics

This study compared outcomes pre-, mid-, and
postexposure to the Gator Council grassroots
interventions (month 0, 6, and 11) and compared
outcomes pre- and postexposure to the formal resiliency
curricular interventions (month 0 and 11) for all learners.
The response variables were MBI scores and PWBI
scores. Primary outcome was MBI scores and PWBI
scores before and after the Wellness Gator Council
grassroots intervention and the program-driven formal
resiliency curriculum.
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Month 0 Pre-test Assessment Questionnaires (MBI n=64, PWBI n=63)
Week 0 Eligibility assessment (n=107 residents, 35 students)
Excluded (n=0)
Declined to participate (n=0)
Week 1-4
I I [ |
| Throughout AY | | Self-Study l I Small Group Sessions in Ambulatory Block | | Throughout AY
All (n=142 All (n=107) PGY2 &3
| (=142) | et
Y v L 4 A A4
Didactics Web Modules (2) Workshops (2) Wellness Time Wellness
(optional) Week 1 (1= Wednesday): During AB: Commnittee
Noon Time Management EAP Orentation &

Conference (6) Week 1-2 Work-Life Balance Site Visit Attendance in
on Medical LIFE Cumculum Mindfulness at least 1
Humanities Part 1 Wellness

Gator Council
+ 12 half AY meeting
@EBM/Elective
Monthly Welness Wellness Event or
Moming Report (12)
(24 Tuesday AM) UF Wellness
Week 3-4: Week 4 (4% Wednesday): GMEC
TIFE Comiculum Narrative Medicine Housestaff
Part 2 Positive Psychology C°“f‘°“
meeting
24half AY
@EBM/Elective
Wellness Event
Month 11 Post-test Assessments (MBI n=53, PWBI n=54)
o Excluded from analysis (n=0)

Figure 2: Program-driven formal resident resiliency curriculum

Statistical analyses included descriptive two-sample
Student’s t-test (comparing mean differences between
two independent groups), Fisher’s exact tests (comparing
differences between %burnout levels), and linear
regression model. Analysis of variance with correction
for multiple testing methods was used while conducting
Bartlett’s test for assessing equality of variance within
groups.

Results

Resident-led grassroots wellness gator council

A total of 122 residents completed the MBIL; 5 residents
left section PA blank in the postintervention phase
[Table 1]. No students participated in the grassroots
intervention. For MBI section EE, DP, and PA, no
statistically significant difference was found in mean

MBI scores between pre-, mid- and postgrassroots
interventions for each section, using Student’s t-test.
[Table 1 and Figure 3].

Fisher’s exact test found no statistically significant
difference in %levels of burnout (low, moderate, and
high) for each MBI section between pre-, mid- and
postgrassroots intervention [Table 2]. Bartlett’s test for
equal variances indicated no evidence of heterogeneity
between time periods for each section (EE P = 0.21; DP
P =0.71; PA P =0.08).

Program-driven formal resident resiliency
curriculum

A total of 117 participants (82-87 residents, 30-35
students) completed the MBI and PWBI [Table 3].
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Table 1: Mean scores (+standard error) on the Maslach Burnout Inventory and Physician Well-being Index before
and after exposure to the Wellness Gator Council grassroots interventions and to the formal resident resiliency
curriculum

Well-being Wellness Gator Council grassroots interventions Formal resident resiliency curriculum

assessments Preintervention  Mid-intervention Postintervention P Precurriculum Postcurriculum  P'
(n=38) (n=20) (n=64) (n=59 for PA) (n=64) (n=59 for PA) (n=53)

MBI$

Section EE* 11.92+1.65 8.30+1.56 13.34+1.12 0.46 13.34x1.12 11.25+1.2 0.20

Section DP* 10.50+1.26 9.10+1.53 11.78+1.00 0.43 11.78+1.00 10.53+1.1 0.40

Section PA* 37.45+1.43 37.30+1.92 36.92+0.84 0.73 36.92+0.84 36.04+1.1 0.51

PWBI! (n=63, - - - - 2.70+0.23 1.85+0.22 0.01

pre-) (n=54, post-)

*EE (7 questions); DP (7 questions); *PA (8 questions). STotal 22 questions rated on frequency likert scale from 0 to 6 (O=Never to 1=few times a year to

6=every day) per section. Higher scores in section EE (total 42) and section DP (total 42) and lower scores in section PA (total 48) indicate burnout. ITotal 7
questions rated on yes/no scale. Total “Yes” score =5 indicate low well-being e.g., low mental quality of life and high fatigue. 1P value shown compares pre-versus
postintervention. P values based on a student’s t-test. EE=Emotional exhaustion, DP=Depersonalization, PA=Personal accomplishment, PWBI=Physician
Well-being Index, MBl=Maslach Burnout Inventory

Table 2: Percent level of burnout on the Maslach Burnout Inventory before and after exposure to the Wellness
Gator Council grassroots interventions and to the formal resident resiliency curriculum

MBI Level of Wellness Gator Council grassroots interventions Formal resident resiliency curriculum
section burnout®  preintervention Mid-intervention Postintervention P Precurriculum Postcurriculum P!
(n=38) (n=20) (n=64) (n=59 for PA) (n=64) (n=59 for C) (n=53)
EE* Low 65.79 85 67.19 0.57 67.19 77.36 0.09
Moderate 28.95 15 25 25 22.64
High 5.26 0 7.81 7.81 0
DP? Low 23.68 35 21.88 0.85 21.88 35.85 0.18
Moderate 36.84 30 37.50 37.50 24.53
High 39.47 35 40.63 40.63 39.62
PA? Low 44.74 55 37.29 0.47 37.29 39.62 0.68
Moderate 18.42 20 32.20 32.20 24.53
High 36.84 25 30.51 30.51 35.85
*EE (7 questions); DP (7 questions); {PA=personal accomplishment (8 questions). $Scores for level of burnout as defined below per section: Section EE:
Total <17: Low-level burnout. Total 18-29: Moderate burnout. Total = 30: High-level burnout, Section DP: Total <5: Low-level burnout. Total 6-11: Moderate
burnout. Total = 12: High-level burnout, Section PA: Total <33: High-level burnout. Total 34-39: Moderate burnout. Total =40: Low-level burnout. |P shown
compares pre versus. postintervention. P based on Fisher’s exact test of independence. EE=Emotional exhaustion, DP=Depersonalization, PA=Personal
accomplishment, MBl=Maslach Burnout Inventory
Table 3: Mean scores (+standard error) on the Maslach Burnout Inventory and Physician Well-being Index for
residents and students pre- versus postintervention to the formal resident resiliency curriculum
Well-being Medicine residents Students
assessments  precurriculum (MBI:  Postcurriculum (MBI: P Precurriculum (MBI: Postcurriculum (n=11) P
n=40) (PWBI: n=44) n=42) (PWBI: n=43) n=24) (PWBI: n=19)
MBI§
Section EE* 10.55+1.31 10.86+1.34 0.87 18.00+1.69 12.73+1.42 0.08
Section DP* 10.43+1.27 10.55+1.29 0.95 14.04+1.55 10.45+2.19 0.20
Section PA* n=35, 38.49+1.08 37.31+1.04 0.45 34.63+1.21 31.18+2.90 0.20
PWBI|| 2.16+0.27 1.67+0.26 0.20 3.95+0.32 2.55+0.37 0.01

*EE (7 questions); 'DP (7 questions); ‘PA (8 questions). iTotal 22 questions rated on frequency Likert scale from 0 to 6 (O=Never to 1=few times a year to 6=every
day) per section. Higher scores in section EE (total 42) and section DP (total 42) and lower scores in section PA (total 48) indicate burnout. || Total 7 questions
rated on yes/no scale. Total “Yes” score =5 indicate low well-being e.g., low mental quality of life and high fatigue, 7P values based on a Student’s t-test.
EE=Emotional exhaustion, DP=Depersonalization, PA=Personal accomplishment, PWBI=Physician Well-being Index, MBl=Maslach Burnout Inventory

Mean MBI scores for pre- versus postcurriculum did
not differ significantly for each section per Student’s
t-test [Table 1 and Figure 4].

No statistically significant difference was found in
%levels of burnout for each MBI section between pre-and
postintervention, using Fisher’s exact test [Table 2].
Subgroup analysis stratifying by residents and by students
found no statistically significant differences in mean MBI

Journal of Education and Health Promotion | Volume 10 | July 2021

scores [Table 3] or in %level of burnout [Table 4] for either
learner types in pre- versus postcurriculum.

Linear regression analysis indicated that students when
compared to residents had significantly higher EE and PA
burnout levels precurriculum with a mean difference of
7.45+2.13 (P =0.001)and 3.86 + 1.65 (P =0.02), respectively,
and significantly higher PA burnout level postcurriculum
with a mean difference of 6.13 + 2.49 (P = 0.02). No
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Table 4: Percent level of burnout on the Maslach Burnout Inventory for residents and students pre- versus
postintervention to the formal resident resiliency curriculum

MBI section Level of burnout’ Medicine residents Students
Precurriculum (n=40) Postcurriculum (n=42) P! Precurriculum (n=24) Postcurriculum (n=11) Pl
EE* Low 80 78.57 0.36 45.83 72.73 0.36
Moderate 15 21.43 41.67 27.27
High 5 0 12.50 0
DPf Low 27.50 35.71 0.33 12.50 36.36 0.31
Moderate 40 23.81 33.33 27.27
High 32.50 40.48 54.17 36.36
PA! Low 45.71 42.86 0.88 25 27.27 0.40
Moderate 31.43 28.57 33.33 9.09
High 22.86 28.57 41.67 63.64

*EE (7 questions), DP (7 questions), {PA (8 questions), ‘Scores for level of burnout as defined below per section: Section EE: Total <17: Low-level burnout. Total
18-29: Moderate burnout. Total =30: High-level burnout, Section DP: Total <5: Low-level burnout. Total 6-11: Moderate burnout. Total = 12: High-level burnout,
Section PA: Total <33: High-level burnout. Total 34-39: Moderate burnout. Total =40: Low-level burnout, |P values based on Fisher’s exact test of independence.
EE=Emotional exhaustion, DP=Depersonalization, PA=Personal accomplishment, MBl=Maslach Burnout Inventory

EE DP PA

8 8
: :

[N
o
I

Maslach Burnout Inventory

10

0

|EI Pre-Grassroots [[] Mid-Grassroots [ Post—Grassrootsl

Figure 3: Resident-led intervention: mean Maslach Burnout Inventory score for
pre-, mid-, and postgrassroots interventions.
No significant difference across section emotional exhaustion, depersonalization, or
personal accomplishment

statistically significant difference was seen in DP burnout
levels between students and residents (precurriculum
P =0.08, postcurriculum P = 0.97).

The overall mean PWBI scores improved significantly
between pre- and postcurriculum periods (P = 0.01),
using Student’s f-test [Table 1 and Figure 5].

When stratified by learner types, the pre- versus
postcurriculum PWBI scores among residents did not
differ significantly, while the difference in PWBI scores was
statistically significant among students (P =0.01) [Table 3].
Linear regression model adjusting for intervention effect
indicated that students had a significant improvement in
mean PBWI scores compared to residents (mean difference
1.42 +0.35, P < 0.001).

Discussion

Graduate medical education (GME) directors face unique
challenges in the successful implementation of resiliency

6

interventions and wellness curricula for residents,
including scheduling constraints, demanding clinical
duties, limited educational protected time, and lack of
autonomy. Conflicting evidence exists in the literature
on how to best teach resiliency and self-care to residents
and/or students.> Our study is unique to the literature
by investigating the value of both resident-led grassroots
intervention and formal program-driven resiliency
curriculum in mitigating burnout and improving
well-being. Resident-led grassroots interventions are
particularly important to empower residents to drive
their own well-being and instill autonomy over their
own self-care. This study failed to prove our hypothesis
that a program-driven formal resiliency curriculum
is superior to resident-led grassroots intervention in
improving burnout and well-being. Our negative results
for both educational interventions are consistent with
most GME wellness studies.” The limited studies
on resident-led wellness initiatives demonstrated no
improvement in resiliency”! or had burnout reductions
not attributable to the wellness program.!'” The body
of literature focused on formal resiliency curricula with
a single intervention, small sample size, and mixed
results® and most showed no-long term benefits on
well-being. Several potential reasons exist for the lack of
improvement in our residents” burnout and well-being
scores. We suspect burnout rates worsen through the
AY, especially during intern and second year when
learning curves are steep.'"? To maintain anonymity,
we did not analyze each resident year separately,
which may help understand the natural progression
of burnout in residency. Other personal confounders
may also play a role in resident burnout, for example,
childcare and financial stress.['® Resiliency curricula
with brief interventions, such as ours, may be too
cursory to obviate resident burnout or foster well-being
on its own. Our findings illustrate that any bottom-up
or top-down approach within a single program is
insufficient and highlights the need for cultural changes
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Figure 4: Program-driven formal curriculum: mean Maslach Burnout Inventory
scores for pre- vs. post-curriculum.
No significant difference across section emotional exhaustion, depersonalization, or
personal accomplishment

and system-wide efforts to realize a positive, sustained
impact on resident well-being. Systematic reviews
found that both individual-focused (e.g., mindfulness,
stress management, and small group debriefings)
and organizational interventions (e.g., work hour
limitations, clinical practice modifications, and access
to mental health services) can offer meaningful
benefit in combating physician burnout.) While
individual-focused interventions had a small reduction
in burnout, organizational interventions produced
a significant, moderate reduction in burnout.l*'* In
its Charter on Physician Well-being!™! and its Oath
to Self-Care and Well-Being,"®! the Collaborative for
Healing and Renewal in Medicine and many other
academic societies!"”*®! call for close partnerships between
the individual clinician and the academic organization
to create the culture of well-being, with the majority of
the responsibility lying with the system itself.

With comparable burnout rates, our study supports
the current literature citing significant presence of
burnout among residents and students."**! Subgroup
analyses imply that students may face higher levels
of burnout than residents, particularly in EE and PA.
This implication must be taken with caution since our
interventions targeted residents and our sample size for
students was small. Nonetheless, our findings suggest
that a formal wellness curriculum during medical school
may improve students” well-being given their higher
level of burnout. Our medical students participated
in an introductory “Mindfulness Meditation” session
in their preclinical years. Some were enrolled in the
11-week “Promoting Resilience in Medicine” elective
where they learn various practices to improve their
self-awareness and self-care. Thus, the significant

Journal of Education and Health Promotion | Volume 10 | July 2021

Physician Well-Being Index
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Figure 5: Program-driven formal curriculum: Mean Physician Well-Being Index
scores between pre- and postcurriculum. Significant difference (P = 0.01) was
found comparing pre- and postcurriculum Physician Well-Being Index score

improvement in our students” PWBI scores may be
attributed to re-experiencing these resiliency practices
through the formal resiliency curriculum. The optimal
“dose” of meditation practice to produce cognitive and
affective benefits is unknown but is easily enhanced by
repeated and continuous practice. Wellness curricula
for students should teach resiliency practices such as
mindfulness and positive psychology to reduce EE and
promote PA to counter the academic rigor of medical
school and residency.!"!

Despite negative findings, our study had several
strengths and innovations to support continuation of
our curriculum and taught important lessons for future
improvements. The resident-driven Wellness Gator
Council and the formal resident resiliency curriculum
both garnered support from residency leadership. This
was essential to provide protected educational time and
faculty experts for skills-building sessions. Both taught
practical resiliency skills and created safe spaces for
mindfulness, reflective writing, and positive psychology.
This, in turn, built a sense of community and a peer
support system within our program where our residents
willingly share experiences and lead efforts to foster
well-being. Given its intimate, introspective nature,
mindfulness must be taught by faculty trained in mental
health and wellness practices; residents lack skills in
managing any potential triggering of psychiatric illnesses,
as occurred in our grassroots meditations. Wellness
activities were best conducted in interactive small
group sessions away from clinical work environment;
residents preferred outdoor settings. Think-pair-share
and flipped-classroom strategies helped to facilitate
group participation. The multimodal, multistaged
structure of the formal curriculum allowed for ease of
implementation and systematic iterative changes. This
multifaceted approach also allowed late adopters to
engage in wellness practices at their own comfort level.
Despite no improvement in MBI and PWBI scores, our
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residents reported more satisfaction with the program’s ~ As resident burnout has societal impact, we medical
opportunities for fatigue management and processes to  educators must continue to investigate and implement
raise concerns in our needs-assessment survey 1 year post ~ novel programs to cultivate resiliency.

interventions (5% and 9% dissatisfaction, respectively).

Conclusions
Certain limitations existed in this study. The small
sample size and single-center implementation limited =~ Our study adds to the literature by investigating the
the external validity of our results and generalizability ~ value of both bottom-up and top-down interventions in
of our interventions to other academic programs. The  mitigating resident burnout and improving well-being.
lack of a control group undermined the efficacy of our =~ While both the approaches failed to demonstrate
resiliency curriculum on students’ well-being. Withnew  improvement in resident burnout and well-being, our
ACGME wellness requirements, it was unethical for us to educational program did empower our residents to drive
exclude some learners from our resiliency interventions ~ their own well-being and self-care. Medical students
for a control group. The varying level of participationand ~ may face higher levels of burnout than residents; thus,
use of assessment tools further confounded our positive ~ wellness education should start early in the medical
ﬁndings in students’ Well_being. To preserve anonymity, tralnlng System—wide efforts are essential to create a
we did not track the number of wellness morning culture of resiliency and sustain resident well-being.
reports and noon conferences students attended.
Students were not discouraged from disseminating ~ Acknowledgments
resiliency skills learned through our curriculum, so ~ The authors wish to thank all the IM ambulatory chief
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