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Introduction  

 

The Hippocratic Oath: a common undertaking by many medical practitioners when beginning the 
journey of patient care. Originating in year 450 BC, the oath has undergone numerous translations 
and multiple variations have emerged since.(1) Medical practitioners, ultimately, dedicate their lives 
and actions to the care and needs of patients, and humanity. 

Modern versions of the oath include a pledge to ‘an awareness of my own frailty’. Over the decades 
this has proven to be easier said than upheld. The medical fraternity had developed a culture that 
frequently placed health and well-being last; from training through to postgraduate practice.(2) Self-
care always failing to make the list of daily demands as physicians try to balance patients demands, 
family responsibilities and administration.  

There is no doubt that even today trainees may encounter physicians whom trained in the ‘dark 
ages’; frequently relaying their experiences of having worked with little to no sleep and no life outside 
of hospital. This coupled with low wages and poor attention to well-being formed the mainstay of 
post graduate training.  

Health and well-being among physicians seemed to become a problem worthy of attention in the 
late 20th century.  The Constitution of the World Health Organization first defined health, in 1948, 
as “a state of complete physical, mental, and social well-being, and not merely the absence 
of disease and infirmity.”(3) From the mid 1950’s onwards , a multitude of studies and books 
explored ‘the unhappy physician’. (4) In 1965 , the first account of the poor working conditions faced 
by postgraduate trainees was publicised by Alen E. Nourse in his book titled ‘Intern”.  1989 saw the 
passage of the ‘Libby Zion law’ following the death of Ms Zion from serotonin syndrome coupled 
with allegations implicating overworked interns in her death. This restricted trainees working hours 
to 80h/week, in New York. In 2003 the Accreditation Council for Gradual Medical Education adopted 
work hour restrictions across the United States; following which more restrictive work-hour limits 
were adopted around the globe. (5) 

A notable paradigm shift was seen from 2005 to 2010, as research and evidence on physician well-
being increased. This persists to present day and can be attributed to an increased sense of 
awareness as well as knowledge on the repercussions of diminished wellness.  In recent decades 
the impact of diminished wellness has been proven to have as causal relationship with patient health 
and safety as well as obtaining healthcare reform. (6) 

Before exploring the various aspects of well-being further, one needs to be able to define to two 
important concepts: 

Quality of life :  as per WHO mental health division: ‘an individual’s perception of its position in life 
in the context of his/her culture and system of values in which he/she lives and in relation to his/her 
goals, expectations, standards and concerns.’ (7) 

Mental health : as per WHO: ‘a state of well-being in which every individual realizes his or her 
potential, can cope with the normal stresses of life, can work productively and fruitfully, and is able 
to make a contribution to her or his community’ (8) 

 

What does ‘well-being’ actually mean?  

Well-being is ‘used’ in various fields and contexts including economics, politics, healthcare, 
philosophy and spirituality. It is viewed as a concept and encompasses subjective and objective 
elements. There is no international consensus definition to date, however, it has been proposed as 
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being inclusive of an individual’s life experience as well as an evaluation of life circumstances related 
to social norms and values. (9)  

Looking at well-being subjectively entails eliciting an individual’s opinion on their perception of well-
being, which may differ depending on specific circumstances at that moment in time. From an 
objective perspective; multiple indicators may be used and vary depending on age, gender, ethnicity 
and socio-economic status. (9)  

The Oxford Dictionary defines well-being as “the condition of being comfortable, healthy and 
happy.” This gives rise to the assumption that ‘health’ is an integral component of well-being; 
however modern research would suggest that an individual that is not in good health, may not be 
excluded from a state of well-being. Other nouns frequently used as synonyms for well-being 
include; wellness, quality of life and welfare.  

Wellness differs not only as being an active noun, but additionally the measure of wellness and it 
responsibility is dependant on the individual alone, whereas well-being is more external in relation 
to responsibility. Welfare may share similarity in terms of definition however differs in that it is also 
associated with financial status as a determinant/ those that require financial assistance. (10) Quality 
of life is related more to the outcome of choices associated with healthcare as opposed to sociology 
and psychology and decades of research has proven that its only constitutes a component of well-
being rather that and all encompassing definition. These relationships are demonstrated in figure 1.  

 

Figure 1: Concept diagram of the proposed relationship between health, wellness, welfare and wellbeing.(10) 

Hedonism and Eudaimonism are two philosophies that seem to be at the root of modern well-being 
research. Hedonism focuses attention on notions such as happiness, affect (positive and negative), 
and life satisfaction. Eudaimonism focuses on human development (meeting full potential) and 
positive psychological functioning. (11) Well-being however, has been proven to be multifaceted. It 
encompasses more than just hedonistic tradition : it is rather a combination of hedonistic constructs, 
psychological well-being and functionality and cannot be equated to a unitary item such as income 
and satisfaction of life. (12)  
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Seligman et al describes a combination of hedonist and eudaemonist elements related to well-being 
which are viewed as being the foundation for a ‘flourishing life’; i.e Positive emotion, Engagement, 
Relationships, Meaning, and Accomplishment (PERMA).(13) Although these elements contribute to 
well-being, they too cannot fully define it.  

Over the decades, further ‘descriptions’ of well-being have included; the set point theory and the 
concept of homeostasis. 

Set point theory suggests that well-being be considered as a ‘state’ of dynamic equilibrium. Further 
research aimed at understanding the effects of change and individuals personality and  coping 
mechanisms on well-being. Headey et al theorised that involvement of external forces gives rise to 
changes in well-being resulting in deviation from equilibrium flow of events.(14) each individual is 
considered as possessing their own set of personal characteristics (‘stocks’) that afford them a 
certain level of subjective well-being and represents their ‘equilibrium’ level. These characteristics 
may be utilized when facing certain experiences (‘flows’) in order to reduce distress as depicted in 
figure 2. (15)  

 

Figure 2: ‘Stock and Flow’ framework by Headey et al (11) 

 

Cummins (16) further explored this theory and described the relationship between challenges (i.e. life 
events) and the inherent defence mechanism; genetically pre wired, to maintain homeostasis (i.e. 
equilibrium) and subjective well- being.   He describes a threshold value that is defended by the 
homeostatic processes and as one nears this threshold, there is increased work in order to maintain 
control. Once the challenges are deemed beyond the ‘threshold value’, there is homeostatic defeat 
and loss of control over subjective well-being. This relationship is demonstrated in figure 3. 
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Concretely, equilibrium comprises the following themes: physical well -being, 

plenty of physical resources; absence of fatigue; psychological well -being and 

evenness of temper; freedom of movement and effectiveness in action; good 

relations with other people. (Herzlich, 1973, p. 60)  
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equilibrium). Their findings supported the dynamic equilibrium model by demonstrating that 
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Figure 3: Levels of subjective well-being as homeostasis is challenged. When faced with no challenges, subjective 
well-being remains at an average set point. (a) Variation within the set point range occurs as mild challenges are 
experienced. (b) With increased intensity of challenges, there is also increased homeostatic defences in an attempt 
to maintain stability. (c) a shift in control occurs once the challenges become too strong and homeostasis is 
defeated. Social well-being sharply declines as challenge strength increases.(16) 

 

Obtaining a true definition of well-being seems to become more complex; as more theories arise. 
After review of the afore mentioned constructs and theories, Dodge et al proposed well-being be 
defines as a ‘point of balance between an individual’s resource pool and challenges faced. (11) This 
takes in to account the notion of there being a set point for well-being, the maintenance of 
homeostasis and the ever changing state of resources and challenges.  

 

Figure 4: Proposed definition of well-being by Dodge et al (11) 

This definition is not only applicable universally but also holds true for all genders and age groups. 
It also follows the current positive psychology movement and views each person as an individual 
that is able to pursue their own preferences, can make their own choices with endless possibilities 
and room for development. Obtaining well-being is placed in the hands of the individual by teaching 
and allowing them to cultivate their resource ‘stocks’ and increase their challenges to maintain an 
equilibrium. Maintaining well-being has been noted to share a dynamic relationship with overall 
productivity, creativity and positive relationships. (12) 

The challenge of defining wellbeing 

Dodge, Daly, Huyton, & Sanders 
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equilibrium/homeostasis; and the fluctuating state between challenges and resources. 

Consequently, we would l ike to propose a new definition of wellbeing as the balance point 
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The see-saw represents the drive of an individual to return to a set-point for wellbeing 

(Brickman and Campbell, 1971; Headey and Wearing 1989, 1991, 1992) as well as the 
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resources and challenges of Hendry and Kloep (2002) and are the elements that can affect the 
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described:  
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In essence, stable wellbeing is when individuals have the psychological , social and physical 

resources they need to meet a particular psychological, social and/or physical challenge. When 

individuals have more challenges than resources, the see-saw dips, along with their wellbeing, 

and vice-versa.  
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& Kloep, 2002), which will also affect the balance of 

the see-saw. The dynamic nature of the definition also reflects the viewpoint of Nic Marks, of 

the New Economics Foundation. He recently spoke of his interpretation of wellbeing on BBC 

Reasons to be cheerful: 

movement which actually is true levels of wellbeing (Nic Marks, Radio 4, 7 

January 2012) 

 

8. The considered strengths of the new definition 

The authors of the current paper advocate that the vigour and freshness of this new  proposed 

definition embraces a number of strengths: simplicity, universal application, optimism and 

basis for measurement. 
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Figure 5: Concept map of relationship between terms frequently associated with well- being (10) 

 

Well-being in the work place: in the context of Anaesthesiology 

Anaesthesiologists are exposed to a multitude of potential health risks on a daily basis. Initially fires 
and explosions were a well-known risk associated with the profession, however this has evolved 
over the centuries and include risk of biological agent exposure, chronic inhalational of anaesthetic 
agents, chemical dependency, occupational stress and burnout. (17) 

The modern day anaesthetist also has to endure longer working hours, increased pressure to obtain 
better efficiency and greater productivity as well as ergonomical risks. These factors pose a risk to 
health and safety, reduces quality of life and also becomes a performance hazard. As a result , 
anaesthesiology has come to be considered as a ‘high occupational risk’ profession. (18) 

Occupational risks for anaesthesiologists can be classified in various ways, the World Federation 
Societies of Anaesthesiologists divide the risks into 5 principal categories (19) :  

1. Physical factors and safety : ionizing and non-ionizing radiation, noise and vibration, 
temperature, ventilation, lighting, electrical appliances, fires, and compressed gases. 

2. Chemical factors : latex allergy and exposure to anaesthetic gases  

3. Biological factors : viruses, bacteria, and fungi  

4. Anaesthesia practices : chronic occupational stress, psychosocial disorders and drug 
addiction. 

5. Ergonomic risks and labour standards, such as: work organization, workload, intense 
responsibility, and violence.  
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Numerous studies over the past few decades have identified key aspects related to 
anaesthesiologists occupational problems and practices that significantly impact on wellness, quality 
of life and well-being. These include occupational stress, burnout syndrome, second victim 
syndrome and issues with organizational work patterns. (18) 

 

1. Occupational Stress 

 

‘Anaesthetists die at a younger age compared to doctors in other specialities.’ These reported 
findings from Svärdsudd et al in 2002 raised much concern among Swedish anaesthetists and 
sparked much needed discussions regarding stress and working conditions of anaesthetists. 
Although the conclusion of the study was questioned; stress in anaesthesia had become topical and 
remains so today. (20,21)  

Occupational stress is defined as ‘harmful physical and emotional responses that occur when the 
requirements of a job do not match the capabilities, tolerance, resources or needs of the worker and 
can lead to poor health and injury.’ (18) 

Stressor can be emotional, physical or even mental factors that trigger a stress reaction. How an 
individual responds to a stressor is largely dependent on their personality, experience and ability to 
adapt. (22) 

Personality of physicians have been associated with increased risk of development of occupation 
stress. Perusing a career in medicine requires certain character traits in order the endure the various 
challenges during medical training and as a medical professional. Most individuals have been shown 
to express personality traits which include obsession, perfectionism, impatience and increased 
hostility. Although these traits may be a norm among medical professionals and anaesthetist, it also 
makes them susceptible to poor adaptability and coping mechanisms as well as poor decision 
making when faced with extremely difficult situations.(22, 23) 

While most professionals do experience a certain level of stress (up to 18 %), studies have shown  
that up to 28% in the medical profession experience occupational related stress. Anaesthesia on its 
own has shown an incidence of 50- 96% , particularly in European and Latin American 
anaesthesiologists. (18, 23)  

With ongoing research, many stressful factors have been identified within the field of 
anaesthesiology, the major sources of stress include (18, 22, 24) :   

▪ Lack of control ( 42 - 83%), 
▪ Work overload (23%), 
▪ Jeopardized family life (75%),  
▪ Administrative responsibilities (41%),  
▪ Medical and legal aspects (66%),  
▪ Communication problems (63%), 
▪ Crisis management (23%), 
▪ Dealing with death (13%), 
▪ Conflicts in professional relationships (25%)  
▪ Personal conflicts (35%) 

Naturally a certain amount of stress may be necessary, and can sometimes even be driving force 
for anaesthetists,  for optimal function in any demanding job. When this ‘driving force’ , better known 
as arousal stress response, become overwhelming , it then leads to distress and can has a 
significant negative impact, particularly if repetitive or chronic, as shown in Figure 6.  
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Figure 6: Yerkes-Dodson Law. Relationship between performance and arousal stress response 

Repetitive or excessive stress will eventually have a significant impact on an individuals’ work 
performance, and as anaesthesiologists, this can also have a serious impact on patient care and 
safety. General health and well-being of both the anaesthesiologist and their family are also 
negatively impacted.  

 

Stress response 

The constitution of an individual, quality, strength and duration of a stimulus (stressor), have been 
shown to determine the adaptive response to stress. Chronic stress may be dynamic and can be 
quiet insidious. Stressor may be physical or psychological which affect emotion and may result in a 
sense of anxiety, fear or even frustration. Traditionally, a normal adaptive response to a stressor 
involves both behavioural and psychological processes which results in re-direction of behaviour as 
well as energy resources as noted in figure 7. (25) 

 

Naturally, not all stressors are harmful and can actually improve both physiological and behavioural 
competence.  Additionally each individuals’ response to a stressor differs due to genetic constitution 
as well as experience. However, chronic activation of the stress response and its catabolic 
processes can eventually become pathogenic and result in dire health consequences. (25) 
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Figure 7: Behavioural and physiological adaptation during stress (25) 

 

Risk factors for occupational stress 

Modern research has identified numerous factors that may trigger and expose anaesthesiologists 
to the risk of developing occupational related stress, as noted in Table 1. 

 

Table 1: Risk factors for professional stress and burn out in anaesthesiologists (22, 23) 

 

Behavioural Adaptation 
§ Altered cognition and attention span level 
§ Increased alertness 
§ Altered sensory threshold 
§ Sharpened memory and sensation 
§ Stress-induced analgesia 
§ Suppression of feeding behaviour 
§ Suppression of reproductive behaviour 

 
Peripheral adaptation 

§ Oxygen and nutrients directed to the CNS and stressed body sites 
§ Detoxification from toxic products 
§ Altered cardiovascular tone 
§ Containment of the stress-response 
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Impact of occupational stress 

Stress may be repetitive, cyclical or chronic. With chronic or repetitive exposure to stressors, 
tolerance levels slowly dwindle and this eventually leads to a sense of being overwhelmed and 
stressors then become excessive. There is then a gradual decline, and eventually a permanent 
negative impact both physically and intellectually. This can lead to both physical disease or even 
psychological disorders. Manifestations include (18, 22, 26, 27) :  

 

Excessive stress not only has an impact physically and mentally, but can also have a significant 
impact on an individuals’ family and work life; this can lead to poor relationships with kin and marital 
issues and well as feelings of isolation due to lack of emotional support. Cases of divorce and family 
breakdown have also occurred. Increased incidences of malpractice and negligence have also been 
reported, as a consequence of unchecked, overwhelming occupational stress. Absenteeism, poor 
quality of work and dissatisfaction may be other manifestations. (18, 22) 

If not recognised or left untreated, excessive stress can eventually lead to early career 
abandonment/ retirement, a poor professional image and sometimes even suicide. Numerous 
studies have revealed that suicide among anaesthetists rank highest compared to other medical 
professionals, with a notable 4 times higher incidence among females compared to males. (17, 18, 22) 

How do we deal with occupational stress?  

Despite the copious amounts of studies and modern day research, there still appears to be a lack 
of awareness of occupational stress among anaesthesiologists. Early interventions, and ideally 
prevention all together, should be the main aim.(22) Acute stressors are usually adaptive and may 
not lead to negative health consequences; they may even be beneficial for those that possess good 
coping responses and can eventually lead to an improved ability to deal with chronic stressors. 
However, when such stressors become too repetitive and overwhelming, particularly in vulnerable 
individuals (i.e. those with genetic predisposition, younger generation and constitutional factors), 
they can cause disease. (27)  

Occupational Stress is essentially considered as an ‘occupational disease’, as such it it’s a “shared 
responsibility”. When aiming to deal with such a disease, it is therefore apt to approach prevention 
and treatment from three avenues: i.e. an individual level, work-team and institutional level.  

 

 

  

1. Psychological 
disorders 

• Anxiety (19%) 
• Distress (43 %) 

• Depression (31%) 
• Increased risk of suicide 

2. Behavioural 
disorders 

• Alcohol abuse (44%) 
• Psychotropic drug use (16%) 

• Drug abuse (17-26%) 
• Aggressive behaviour 

3. Intellectual 
disorders 

• Impaired concentration 

• Impaired vigilance 

• Reduced work performance 

4. Physical disease • Chronic fatigue 

• Gastro/duodenal ulcers 

• Hypertension 
• Angina 

• Arrhythmias 
• Reduced immunity 

• Reproductive disorders 

• Neurological disorders 
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➢ Individual level 
 
Naturally, not all stressor can be controlled. Individuals need to consciously make an effort 
to take charge of their own stress responses. To date there is no ‘all encompassing’ 
technique, however there are various mechanism and techniques that have been proven to 
improve one’s ability to control stress responses and well-being.  
 
Good coping responses can lead to the prevention of negative behavioural responses, 
development of disease and maladaptive coping when dealing with occupational stress. 
‘Coping’ is an inherent trait that is meant to help reduce the negative aspects of stress. It is 
described to the be a dynamic process where cognitive and behavioural, as well as physical 
reactions undergo constant change in order to manage perceived a stressor(s)/ threat(s). In 
1985, Folkman et al reported on common mechanism of coping.  These methods are divided 
in to two broad categories, i.e. emotion- focused and problem- focused, as described in figure 
8.(28) 
 
Emotion-focused: related to the management of  emotions that are activated by an 
environmental stressor. The common negative emotions are anxiety, frustration and 
depression. This form of coping is usually triggered when the stressor is overwhelming and 
the individual is unable to elicit any control over the stressor. The aim is to reduce any 
exaggerated emotional responses. (23, 28) 
 
Problem-focused: this strategy works best on modifiable stressors and is looks at attempting 
to find solutions for specific threats. It has proved to be of no use in situations where an 
threat/stressor is perceived as being beyond an individuals’ control. 
 

 

Figure 8: Coping mechanisms (23,28) 

The concept of cognitive appraisal  

 No two individual’s experience or react to stressful encounters in the same manner. There is  
a notable difference in sensitivity and vulnerability, perceptions as well as reactions. These 
differences may also be as a result of the cognitive processes that occur between the time of 
the encounter of the stressor/threat and reaction; thereby influencing the nature of the 
reaction. To flourish and survive, its imperative to differentiate between benign and non-
benign encounters. This is possible because of an efficient cognitive system and through 
experience.  
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 Cognitive appraisal has be described as a evaluative process during which an encounter is 
grouped with respect the its significance on well-being. Research elucidates to two distinctive 
appraisal processes:  

▪ Primary appraisal process: may be further differentiated in to (1) irrelevant: when and 
encounter poses no threat to well-being, (2) benign- positive; when situation is viewed 
as leading to improved well-being or merely preserving well-being, and (3) stressful; 
when an encounter is perceived as a threat (potential for harm or loss) or where harm/ 
damage to self has occurred. ‘Challenge’ is another form of stress appraisal and is 
responsible for mobilization of coping mechanisms as well of eliciting feelings of 
excitement/eagerness, as it is perceived as a circumstance that has the potential for 
growth and development. (29)  
 

▪ Secondary appraisal: to process of evaluating what might or can be done in a specific 
encounter. It takes into account what coping resources/ mechanism are available and 
develops a strategy that can be applied effectively. (29)  

 

Both primary and secondary appraisal processes interact with one another in order to 
determine the degree of stress and how to react emotionally. In the context of an 
anaesthesiologist; when face with a clinical situation, the initial step should be to appraise if 
this may be potentially stressful and then determine if this is a threat or challenge. If this is 
perceived as challenge, then its enables the mobilization of coping mechanisms and positive 
emotions. This is then less likely to lead to a negative response and disease. Following this 
‘primary appraisal’, an evaluation of the success of possible actions should be undertaken 
(secondary appraisal). (21) Ultimately, a circumstance that is perceived as threatening will lead 
to negative stress response. Table 2 details techniques to cope with negative stress 
responses.  
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Table 2: Coping techniques for negative stress responses (23) 

 
➢ Work- Team 

The value of colleagues and co- workers has been underestimated in the context of 
occupational stress. Co- workers and colleagues play an invaluable role in identifying 
features of stress and also providing support. Ideally programmes should be in place, to 
encourage learning of successful coping strategies. Studies have demonstrated that sharing 
of experiences from senior, more experiences colleagues  can provide promote both 
professional as well as personal development and growth in younger colleagues and 
trainees. This can also lead to a reduced incidence in occupational stress and mental 
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disorders. Such programmes also lead to an improvement in inter personal relationships and 
make the work place appear less competitive.(22, 30, 31) 

➢ Institutional level 
 
Ideally mental health programmes and occupational health programs should be established 
in order to facilitate improved support for physical consequences of occupational stress, offer 
psychological support and treatment for those that have turned to drug use. It is the duty of 
management and organizational bodies within hospitals to ensure awareness of occupational 
stress is promoted and actively work on reducing the incidence as such. The aim is the ensure 
both patient and practitioner safety and well-being. Areas with the potential for improvement 
and adaptation are included in Table 3. 
 

Workload and work time balance 

Work schedule 
o Limit programmed work to 50 hours per week 
o Limit programmed work to 10 hours continuously per day  

Night shifts/On-calls 
o Reduce in quantity and duration of actual working hours 
o Adjust work for anaesthesiologists aged 55 years and beyond 
o Establish clear protocols for after-hours; only emergency surgeries to performed 
o Allocate 24 hours sleep recovery following on-call duties 

Involve all grades of staff in planning and constructing the most suitable work 
routine 

Create an awareness amongst upper level management 

o Raising awareness should be an official, prioritised and forewarned approach 
o Show appreciation and acknowledgement towards staff 
o Identify, nurture and maximise potential and capabilities of staff 
o Create a just and equal working environment 
o Incorporate evidence-based findings into institutional guidelines and protocols 
o Create and emphasise unbiased, friendly and common goals-directed interdisciplinary 

discussion on patient management 
o Improve infrastructure 

Organise a locally based taskforce to reduce occupational stress 

o Friendly exchange meetings between upper management and its subordinate staff 
o Encourage individuals to reduce their caffeine intake 
o Introduce standardised 45-minute rest periods 
o Encourage individuals to speak up on matters related to occupational health 
o Conduct regular assessments on occupational stress 
o Provide professional, non-judgemental, specialised, confidential and dedicated support 

for those with undue occupational stress 
o Promote a non-hostile environment and minimise conflict amongst staff 
o Use preventive measures to reduce drug abuse 
o Introduce strategies to identify staff with potential for drug abuse early 

 
Table 3: Institutional and departmental responsibilities and interventions to establish a healthy work 
environment and improve well-being (18, 23) 
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Stress Burnout 

• Characterized by over engagement 

• Emotions are overactive  

• Produces urgency and hyperactivity 
• Loss of energy 

• Leads to anxiety disorders  
• Primary damage is physical 

• Characterized by disengagement 

• Emotions are blunted 

• Produces helplessness and 
hopelessness 

• Loss of motivation, ideals, and hope 

• Leads to detachment and depression 
• Primary damage is emotional 

 

 

 

2. Burnout Syndrome 

After many decades, anaesthesiology is still considered as was one of the most stressful 
professions. Anaesthesiologists are exposed to a unique set of stressors due the ‘high-stake’, ‘high-
demand’ environment, and sometimes critical conditions they work in. These unique set of stressors 
include; dealing with complex (high ASA) patients, complex surgical interventions, unexpected 
airway difficulties, poor communication and difficult relationships with surgeons, poor conditions of 
work and irregular hours, and persistently high requirements for continued education. (32) As such, 
it is of no surprise that there is a higher incidence of burnout as well as self-harm and suicide among 
anaesthetists as compared to the general population. (33) 

The incidence of burnout among anaesthesiologist has become of increasing concern in recent 
years as awareness as well as research into the field has increased. Surveys across the globe have 
recognised a high prevalence; European anaesthetists demonstrating a prevalence rate of 6% and 
18%, US anaesthetists prevalence of up to 55%, among both specialists and trainees, with up to 
59% being at high risk. (33, 34) Closer to home:  A survey carried out between July and September 
2018, included 498 anaesthesiologist (189 public sector and 309 private sector). Of the 189 public 
sector respondents, 85% worked in an academic hospital. The survey found a greater incidence as 
well as severity of burn out among public sector anaesthetists. Severity was indicated by the 
presence of a greater adverse scores for all three burnout dimensions as well as an increased 
prevalence of burnout which was of clinically diagnosable (36.5%) and “extreme burnout”(17.5%). 
(35) 

 

What is burn out syndrome and how does it differ from stress? 

Some individuals nay benefit from stress in a sense that it drives them to improve performance, 
however excessive stress has been shown to lead to an impairment in both technical and non-
technical skills in the practice of anaesthesiology. Over time persistent occupational stress will result 
in negative psychological and physiological outcomes as well as burn out. (32)  

Burnout and stress may be related, however they are not the same. When an individuals’ capability 
to deal with and cope with certain situations/demands is exhausted, this leads to stress. Persistent, 
overwhelming stress, with no period for recovery, results in an intrinsic response, which is burnout. 
Differences between stress and burnout are highlighted in table 4. (33) 

 

 

 

 

 

 

Table 4: Description of stress versus burnout (33) 

 

First described in the 1970’s by Herbert J. Freudenberger, as a ‘”burnout cascade’; beginning as 
harmless self-effacement and ending in complete dysfunction. Following this, research by Maslach 
et al in the 1980’s, resulted in the formulation of a multidimensional theory of burnout. This is still 
widely used today and describes burn out as a ‘ process by which an employee’s psychological 



Page 17 of 32 
 

resources are depleted’ due to prolonged and persistent exposure to occupational stress.(36) This 
results in collection of psychological and physical signs and symptoms. It is characterized by three 
dimensions; emotional exhaustion, depersonalization or cynicism and reduced personal 
accomplishment and feelings of inefficacy. (34, 37) 

• Emotional exhaustion: A central symptom that’s influenced by the occupational environment. 
Feelings of lacking emotional resources and being unable to attend to patients or loved ones. 
Bereft of energy and unable to engage. (38) 

• Depersonalization or cynicism: Considered a coping mechanism; self-preservation. A 
response to ‘emotional overload’. Usually manifest as cynical and negative behaviour, or 
impersonal interactions with patients and colleagues. (34) 

• Reduced personal accomplishment/ feelings of inefficacy: influenced by depersonalization or 
may occur independently. Individual makes a subjective evaluation. Feeling of being unable 
to attain set standards of care or meet the required standard of performance of the institution. 
(34,38) 

In summary, Maslach et al initially considered emotional exhaustion to be a response to high levels 
of stress and demands, and depersonalization as a means of coping. Non- adaptive coping leads 
to the development of reduced personal accomplishment and feelings of inefficacy. The hallmark of 
burnout ‘syndrome’ is a combination of all three dimensions (Figure 9). (33)  

 

Figure 9: High risk versus Burn out Syndrome: High emotional exhaustions or depersonalization scores 
place individuals at high risk for burn out. Burn out syndrome is characterized by the presence of all three 
dimensions. (33) 
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Burn out and patient safety 

Numerous studies have come demonstrate a link between practitioner burnout and negative/ 
adverse outcome in both patients and for the practitioners family (Summarized in Figure 10). In 2008 
Halbesleben and colleagues showed a link between reduced patient recovery and satisfaction, and 
the presence of practitioner burn out (in the context of depersonalization). (39) A meta-analysis by 
Panagioti and colleagues in 2018, identified and included 47 studies with 42473 physicians; 
demonstrated that poor quality of care, elevated patient safety incidents and reduced patient 
satisfaction was closely associated with physician burnout. (40) A review of articles by Moss and 
colleagues in 2016 revealed a notable decrease in quality of care, an increased rate of 30 day 
mortality and infections (health care associated); as a result of burnout of critical care professionals. 
(39) A number of studies have also demonstrated a correlation between physician burn out and 
increased rates of medical errors. (34) More research may be needed to draw a direct corelation 
between anaesthesiology and poor patient outcomes, however in view of the copious research on 
poor patient outcome in relation to physician burn out, an assumption can be made that such a 
correlation also exists in anaesthesiology. The cycle of burnout is self-perpetuating and an individual 
may not recognize that they caught in it. (39) Thus systems need to be implemented in order to 
identify at risk anaesthetists and action implemented in order to ensure the safety of both the 
practitioner and patients.  

 

Figure 10: Effects of burn out on patient care (34) 

 

Burnout mechanisms 

 

 

 

Stress has the potential to result in burnout, however whether is causes harm or not, is dependent 
on intrinsic individual mechanisms that respond to stressors. The stress response is characterized 
by a myriad of synchronized autonomic, endocrine, immunological as well as cognitive and 
emotional responses. Studies demonstrate a correlation between chronic stress and pathological 
responses, and dysfunction of normal stress responses. (41) Further, studies have suggested a 

“It is not what happens to you, but how you react that matters” 

        (Greek Epictetus (55-135 AD)) 
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relationship between burnout an alterations in the production of cortisol by the hypothalamic-
pituitary-adrenal axis (HPA axis).  

An intricate balance between pro- and anti-stress systems occur within the brain. There are 
numerous points that allow opioid/ cortocotropin-releasing factor (CRF) interaction; particularly the 
locus coeruleus (LC; located in the pons and serves as the source for norepinephrine in the 
forebrain) and the dorsal raphe nucleus. CRF is considered a primary mediator for a ‘pro-stress’ 
response and activation of the LC; it is a neuromodulator and coordinates both cognitive and 
behavioural responses to stress. (37) Numerous CRF subtypes have been discovered; subtype 1 
(CRF1) noted to be predominant and also responsible for a large number of responses in relation 
to the stress response. (41) Studies suggest endogenous opioids are released as part of the stress 
response and depending on the activated opioid receptor, they may mimic or end up attenuating the 
stress response. Evidence shows that the mu-opioid receptor (MOR) may mediate “anti-stress” 
activity. This receptor also displays increased selectivity for enkephalins, endomorphin and b-
endorphin. Endogenous neurotransmitters (opioids), have shown to be protective against CRF. (41) 
These mechanism are depicted in figure 11. 

 

Figure 11: Mechanisms of burnout.(37) 

During periods of acute stress, CRF is engaged and activates the LC. It initiates an increased ‘tonic 
state’; this can lead to improved behavioural flexibility, increased arousal and enhanced scanning 
attention. Endogenous opioid afferents are concurrently activated, these have an opposing action 
to CRF. Their function is to dampen the excitation initiated by CRF, and enhance recovery once the 
stressor is withdrawn.(37,41) 

With persistent stressors, opioid regulation is enhanced and CFR influence is reduced. This does 
protect the individual from the side effects of a hypernoradrenergic state, however individuals may 
develop a tolerance to opioid analgesia due to the dysfunctional opioid neuronal regulation. These 
individuals, in attempting to escape the negative effects of withdrawal, become vulnerable to opioid 
abuse. These interactions are depicted in figure 12 (41):  
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Figure 12: LC activity as influenced by different conditions; and associated cognitive effects. (41) 

Notably, endogenous mechanisms that oppose the stress response, can differ among individuals. 
This increases vulnerability to pathological negative outcomes. These differences may be as a result 
of opioid receptor sensitivity differences, or that of enkephalin expression. Evidence shows that 
MOR sensitivity is decreased in females. These findings are in keeping with research that 
demonstrates an increased prevalence of stress related disorders/ disease among females. (37, 41) 

 

Risk factors 

Multiple studies have been undertaken to identify the prominent stressors and risk factors for 
burnout, in the context of anaesthesiology. Three frequently highlighted factors include work 
environment, organizational and individual.  

➢ Individual related factors:  
o Age: Modern day research demonstrates that practitioner less that 55 years of age 

have an increased risk of developing burn out. It is, in fact, been shown to be an 
independent risk factor. This may be attributed to the lack of experience and ineffective 
coping strategies as a consequence. (33) 

o Sex: Evidence suggests that female practitioners that have good social support and 
that are mothers, usually have a lower risk of developing burn out. Females without 
such, are at increased risk than male, to develop burnout syndrome.(33) 

o Social support and networks: An increased risk of burn out has been associated 
with isolation; in both work related spheres and personal.(33) 

o Coping strategies: these may be positive or negative. Strategies that include aspects 
such as meditation, physical exercise and building a good social network; have shown 
to be protective. Increased burnout risk has been associated with practices of 
substance abuse and recreational drug usage.(33) 

o Personality: Ongoing research has demonstrated a link between personality an hoe 
individuals experience stress. Folkman et al suggested a psychosocial interaction 
between the individual and stressor. Personality have also been proven to influence 
an individuals’ coping strategy when managing stress. (33) Individuals that possess 
personality traits that foster resilience are less likely to develop burn out.  
 
The Big Five Personality Inventory (BFI) is commonly used. It assesses five traits 
which can comprehensively describe personality: conscientiousness, extraversion, 
agreeableness, neuroticism, and openness to experience. Neuroticism has been 
shown to be related to terms such as hostility, anxiety, moodiness and nervousness, 
anxiety, moodiness. Individuals that have high scores in association with 
neuroticism, have been shown to be anxious and lack a sense of security, have an 
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Individual factors:  
• Female gender  

• Trainees and young specialists  

• Suboptimum attention to self-wellness by physicians 
• Emotional profile and predisposing traits (perfectionism, neuroticism, workaholism) 

• Difficult relationships with patients, their families and other medical staff 
• Anaesthesiologist-surgeon conflict 

• Genetic factors  

• Difficulty balancing personal and professional life  

Work-related environmental and organizational factors 

• Excessive workload / production pressure / sleep deprivation 
• Poor work organization 

• Lack of clinical autonomy/lack of recognition  
• Emotional interactions (deal with death and suffering)  

• Poor leadership / lack of supervision  

• Non-reciprocal relationship that anaesthesiologists have with their patients  
• Presence of non- skilled assistance in the operating theatre  

• Physical environment (noise, air quality, toxic exposure) – community hospitals vs. 
academic hospitals  

• On call work and work in emergency  

• Excessive administrative tasks  
• Work in large size teams  

 

increased performance drive and are susceptible to their environment. These traits 
developing burnout. (42) 
 

➢ Work related/ Organizational factors: 
o Work–life imbalance:  Increased time at work results in reduced family time, reduced 

recovery time and less time on personal tasks and goals.  

o Lack of control: lack of inclusion in decisions that may have an impact on workload 

and schedule. Poor resource availability resulting in hampered performance can 

increase risk of burnout.  

o Unclear job expectations: may cause discomfort and undue stress. 

o Workplace/colleague culture and dysfunction: Bullying at the workplace has also 

become a topical issue. Although there is increased awareness, it remains a challenge 

and impacts negatively on well-being. Organization responses to adverse events and 

events with poor outcome also influences an individual’s stressors and can predispose 

to burn out.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 5: Risk factors of stress and burnout (37) 

Consequences and Symptoms of burnout 

Burnout had been described as ‘contagious’, particularly in the work related environment. By having 
an understanding of underlying factors that may contribute to burnout in the workplace, initiatives 
may be instituted to help reduce stress and reduce risk of burnout. (38,39)  

➢ Professional  
▪ Impaired job performance : Research has shown and increased reporting of medical errors 

and poor attention to patient care among trainees and anaesthesiologists that were at high 

risk for burnout and depression as compared to those at lower risk.   

▪ Lower patient adherence to treatment.  
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▪ Worsened clinical outcomes 

▪ Poor display of empathy.  

▪ Overuse of resources: resulting in increased cost of care 

▪ Reduced productivity 

▪ Absenteeism 

▪ Lack of commitment 

▪ Lower patient satisfaction 

▪ At rend to leave the practice. 

 

➢ Personal  

▪ Poor health: sleep disturbances, irritability, distress, depression, anxiety, fatigue, memory 

problems, gastrointestinal disorders, and hypertension.  

▪ Alterations in cortisol and other hormonal pathways 

▪ Increased risk of cardiovascular disease 

▪ Impaired cognitive function 

▪ Interpersonal conflicts and marital difficulties.  

▪ Depression and mental history. 

▪ Drug consumption and alcohol abuse. 

▪ Increase in the rate of accidents after a night shift.  

▪ Isolation and poor concentration 

▪ Suicidal ideation (The incidence of suicide in advanced burnout stages is six times higher 

than general population) (18, 37, 38,39) 

Diagnosing Burnout 

Despite the growing research and awareness around burnout, many practitioners remain oblivious, 
or lack the insight to recognise their degree of burnout. Numerous tools are available to assist with 
determining the level of burnout or risk that an individual may be exposed to. The Maslach Burnout 
Inventory – Human Services Survey (MBI- HSS) was developed decades ago, however it remains 
the gold standard tool for identifying burnout and has been well validated. It looks at three 
dimensions, in order to identify depersonalization, emotional exhaustion and reduced personal 
accomplishment. There are a total of 22 items to which individuals report on how frequently they 
experience the feelings referred to in each item. (43)  
 
With modern research over the past few decades, some psychiatrists have also identified burnout 
subtypes, as reflected in table 6. These subtypes may be evaluates/ identified using The Burnout 
Clinical Subtypes Questionnaire-36. This questionnaire consists of 36 questions further divided into 
3 scales and 9 subscales; the three clinical subtypes of burnout are assessed using these. It 
measures for overload, involvement and ambition as part of the ‘frenetic’ scale. Indifference, 
boredom and lack of development are assessed under the ‘underchallenged’ scale. Lack of 
acknowledgement, lack of control and neglect comprise the ‘worn out’ scale. Respondents are 
require to rate their level of agreement according to a 7 point scale. Personalized interventions may 
be composed once the individuals clinical subtype is identified. (38) 
 

 

Table 6: Clinical subtypes of burnout and related characteristics (38) 
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The Professional fulfilment index is a newer measure of burnout, it consists of 16 items and is aimed 
at identifying burnout as well as assessing the professional fulfilment of the physician. It measure 
intrinsic motivators in order to ascertain the degree to which positive reward is derived from the 
workplace. What is also unique to this new tool is the time period (2 week periods), which allows the 
tool to be used pre- and post an intervention. (43) 

 

Dealing with burnout 

A large number of anaesthesiologist has recognised burnout as significant problem, however up to 
only 14 % have establish some time of coping strategy. (38) In order to develop improved measures 
to deal with and treat burn out, it first needs to be accepted. With research demonstrating high 
incidences on burn out across the globe, it suggests that it’s not only the susceptibility of the 
practitioner that is a factor, but also environment and organization factors. It is essential that 
management of burnout is recognised as a shared responsibility. Coping strategies and 
interventions from a team and institutional level with regard to dealing with occupational stress have 
already been covered. These interventions are also applicable to burnout. Prevention is the 
mainstay of dealing with burnout and should be approached on three levels: Institutional, team and 
personal. 

➢ Role of the institutions and managers 
▪ Promote a positive culture and climate among employees: Mental health is positively 

influenced by a favourable and supportive environment. Cultivating such an environment 
entails reassessing:  
o Management support and style of leadership 
o Relationships: inter personal relationships and group cohesion  
o Communication and participation: Improve transparency and allow participation in 

decision making processes.  
▪ Enhance meaning of work: Encourage individuals to participate in areas of work which 

they are passionate about. Increase recognition- this improves intrinsic motivation.  
▪ Increase engagement: Maintain autonomy and develop quality management programmes 

to increase job satisfaction.  
▪ Decrease moral distress: equip practitioners with strategies and tools to overcome moral 

distress and improve recognition. 
▪ Reduce time pressure: An increase in work control can reduce fatigue and increase 

multidisciplinary collaboration.  
▪ Use rewards and incentives  
▪ Trainees: a special at risk population- attempt to improve quality of life 
▪ Assess workplace climate: Recognise and improve measures to diagnose practitioners 

and those that may be at risk. Identify stressors within the unit and implement well-being 
initiatives.  

▪ Improved organizational justice: reduce negative perceptions of injustice by showing 
consideration, being honest and transparent.  
 

➢ Role of the team/ co workers 
▪ Integral role in recognising burnout in colleagues. Able to attain an early diagnosis 
▪ Reflection: improve coping strategies by sharing experiences.  
▪ Psychosocial support: colleagues experience similar encounters and therefore are more 

adept as providing necessary support. . 
 

➢ Personal strategies:  
▪ Improve knowledge and education 
▪ Find value in what you do: research indicates that those whom find value in their 

occupation have a reduced risk of developing burnout (43) 
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▪ Anticipation and control of potential stressors. 
▪ Improve positive social relationships: studies show that practitioners that have close 

relationships at both work and home, are at lower risk of burnout (43) 
▪ Prioritize protective factors  
▪ Improved selfcare: provide motivation to those around you and improve transmission.  
▪ Improve communication: Be part of your work team.  
▪ Work- life – balance: set aside time for leisure and family as well as personal goals.  
▪ Good sleep hygiene 
▪ Improve help seeking behaviour.  
▪ Improve emotional competencies: research relating to cognitive, mindfulness based and 

behavioural techniques scarce. Controlled breathing and muscle relaxation are the 
mainstay of behavioural techniques. Modification of dysfunctional beliefs that influence 
individuals responses to stimuli, is the basis of cognitive therapy.  Improving emotional 
competence involves constructs like self-compassion, mindfulness, empathy and 
resilience. 

Mindfulness:  Introduced in the 1980’s. Mindfulness has been touted as tool for self-regulation. It 
attempts the obtain a sense of focus and develop self-awareness, bias recognition, improve 
attentive listening and flexibility while avoiding multitasking through meditation. (39) It encourages 
disengagement from strong attachments, thereby improving emotional well-being and state of 
balance.  Practices may be formal; meditation that assumes a particular physical position with focus 
on a specific object such a breathing. Whereas informal practice implies the application of 
mindfulness in everyday encounters by applying it to one’s thoughts and feelings as well s 
sensations. (43) 

Self-compassion: improved recognition and awareness of ‘one’s own suffering’. Association with 
cultivation of resilience and reducing emotional exhaustion.  

Resilience: the ability to retort to baseline functioning following a stressful encounter, as well as  
adapting and enhancing development due to undergoing the stressful encounter. process of 
adapting to significant sources of stress or trauma. Notable association with reduced incidence of 
burnout and posttraumatic stress disorder. (37, 43) 

Empathy is the ability to share or recognize emotions experienced by another person. Empathy in 
physicians may help them to benefit from more meaningful work, increased wellbeing and reduced 
symptoms of burnout, and has been linked with increased levels of patient satisfaction. (37) 

The word “no”, or even ‘yes, but not right now’ need to become a more permeant part of our 
vocabulary. Learning to delegate can also reduce workload and relieve undue stress. However the 
biggest challenge among practitioners is the unwillingness to recognise and accept the presence of 
a psychological and/ or emotional problem.   

 

3. “The second victim”: Adverse events in the operating theatre 

Perfectionism; a good personality trait or a ultimately a  set up for negative emotional outcomes? 
Since the advent of medicine, health care workers and physicians have expected perfection of 
themselves. This ideal was further reinforced by society, however with always remain an elusive 
goal. For decades, physicians were denied their human imperfections. Physicians were viewed as 
imperfect and sometimes ostracized for  any mistake. Only in the 21st century did the truth finally 
rear its head: the Institute for Medicine published ‘To Err is Human: Building a safer health system’, 
this brought to light the need for improved systems and health care at a systems level. (45)  
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An adverse care event/ patient safety incident may occur at any location and at any point in time. 
These may be near misses, deaths or medical errors and have a profound impact in all individuals’ 
involved. In the context of anaesthesiology, adverse events may be unpreventable as well as 
unexpected On table myocardial infarction, pulmonary embolism and severe anaphylactic reactions 
do occur and may not be avoidable. (18) The emotional response experienced by the practitioner 
following an adverse patient care event,  encompasses all factors and can lead to significant 
psychological stress.  

Notably, following an adverse patient acre event, the first victim is the patient. The patient should be 

assessed and management instituted to prevent any further injury or harm. In situations of near miss 

es or which result in poor outcome, the anaesthetist may be left emotionally scared and becomes 

the ‘second victim’. (18, 45) The term ‘second victim’ was first used by Dr Albert Wu when describing 

the impact of medical errors on health care professionals. Second victim syndrome (SVS) if more 

clearly defined as the healthcare provider who is involved in an adverse patient care incident, in 

medical error/ patient injury; and becomes victimized as they are traumatized by the event. The may 

display cognitive, psychological or physical responses which may negatively impact their health and 

personal lives. (46) The impact may not me noted immediately and may be difficult to assess. 

The aftermath of medical errors and the psychological effects on health care practitioners where 
first described in the 1980’s. This however was more personal accounts/stories describing the 
feelings of guilt and incompetence following the adverse event. These stories were followed by the 
declarations requesting more institutional support and resources. (47)  

 

Prevalence of SVS 

Gazoni et al conducted a national survey with a total of 656 respondents. A staggering 86% of 
respondents had reported to have been involved in an unexpected serious injury or patient death 
during their career. Of these, 17% happed to be trainees and 83% were specialist anaesthesiologist. 
(48)  More that 70 % of respondents that experiences catastrophic event, reported feelings of guilt, 
anxiety and ‘reliving’ the adverse event. Eight percent of these practitioners felt that they required a 
significant amount of time to recover from the event and 19% claimed to have never recovered.(48) 

Most practitioners receive little institutional support.(49) Numerous studies depict the emotional 
impact on the second victim following a traumatic adverse event, however there has been constant 
plea for more institutional involvement, even two decades later.  

 

What does the second victim experience? 

Following an adverse event, an anaesthesia provider may develop an internal sense of guilt and 
great turmoil. Public and professional expectations of perfection further increase feelings of guilt and 
remorse. (50) The emotional consequences following the event can be far reaching. They may not 
present immediately and manifestations can also differ, depending of the personality of the 
practitioner and the actual type of event. Initial symptoms can range from reduced level of 
confidence, guilt, depression and feeling of ‘reliving the event’. If severe enough, the practitioner 
can end up deciding to abandon their career path and switch to another profession, may develop 
burnout or may even take their own life. (49, 50) Additionally, functional sequelae may occur 
immediately following the event and can place the subsequent patients the practitioner is caring for, 
under risk. (18) Further second victim symptoms are described in table 7. 
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Figure 7: Reported symptoms of second victims. (50)  

 

How do second victims recover? 

If second victims do not obtain adequate support, they are at greater risk of developing maladaptive 
coping and may never fully recover. Gazoni et al found that of the respondents with catastrophic 
adverse events, 12 % had considered changing their career while 5% turned to drug use. (48) Even 
though each victims emotional experiences may differ, the experience itself usually moves along an 
expected path. This is described at the 6 stages of recovery and at least five of these stages may 
be experienced synchronously or asynchronously. In the first stage: ‘chaos and accident response’; 
verification of events and sequence. A trusted colleague may be called for assistance as the 
practitioner may find themselves less attentive to the patients and distracted. The second stage: 
‘Intrusive reflection’; may be a time of self-doubt and self-reflection. The third stage: ‘Restoring 
personal integrity’: attempts to restore their integrity by reaching out to a colleague or professional 
peer. The fourth stage: ‘Enduring the inquisition’: an inquiry of the event is made- this may be at a 
mortality and morbidity review. The fifth: ‘Obtaining emotional first aid’; during this period emotional 
support is much needed but often is found lacking in many institutions. The sixth stage: ‘Moving on’; 
depending on internal and external factors, the practitioner may drop out, may survive the workplace 
or may thrive in recovery. (47, 50) This is summarized in table 8. 

 

Table 8: Stages of recovery for the second victim (50) 

 

Anaesthesiologists do not work alone, they are part of a team of health care workers responsible for 

the care of patients if a patient death occurs, often emotions run high and the environment becomes 

emotionally charged for the healthcare workers and the patient’s family. More often than not, the 

anaesthesiologist attempts to supress these emotions and provide support for the patients family. 

Studies have also shown that some practitioners are expected to continue with normal functioning 
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post adverse events with no time for debriefing. Gazoni et al found that of the respondents with 

catastrophic adverse events, only 7% had been given time off following the event. 
(48) Such 

institutional rigidity has proven to result in practitioners developing maladaptive coping mechanics 

which include (18) :  

➢ Defensive changes : this may entail avoiding the affected patients family/ patient 
➢ Reduced self-confidence 
➢ Increased test ordering. 

If maladaptive practices continue, this scan lead to distress, compassion fatigue, occupational stress 
and even substance use as a form or coping.  

Effective coping strategies would include 

➢ Constructive changes: seeking more advice and paying more attention to detail. 
➢ Adaptive techniques (e.g. problem-focused versus emotion-focused strategies) 
➢ Reappraisal of a stressor: from a threat to a challenge, and problem solving. 

Peer Support Groups 

Peer support groups have been reported to be a frequently used and successful coping mechanism 
among US anaesthesiologist – 94%. With family support contributing (72%). (18, 48) 

 

Credibility of Peer Supporters: Recruited clinicians should possess adequate emotional 
intelligence, have sound clinical knowledge and also trust and empathy.  

Immediate Availability: clinicians in need of support must be timeously identified. A system to 
enable early identification should be established. Peer support and other resources must be offered 
as soon as an at risk practitioner is identified. Acceptance of this means of support is purely 
voluntary. 

Confidentiality: Strict confidentiality should be maintained. No information should be discussed 
outside of the support sessions. It is a very sensitive and emotionally vulnerable period for 
practitioners involve in adverse events; they may possess feelings of guilt, shame and may even 
fear loss of reputation 

Emotional First Aid: Peer supporters should have access to resources that may be of use to the 
affected practitioner and should also be aware of the emotions and reactions the practitioner may 
experience after an adverse event 

Facilitated Access to the Next Level of Support: access to mental health professionals should 
be readily available and peer supporters should know when to escalate care to such professionals.  
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Establishing links with religious leaders may prove beneficial, particularly in practitioners that are 
significantly impacted. Having numerous treatment option available can provide the best opportunity 
for support that the affected practitioner may need. (18) 

In the wake of an adverse event, the affected practitioner should be afforded five ‘rights’. These 
include:  

 

Treatment that is just 
Respect 
Understanding and compassion  

Supportive care  

Transparency and the opportunity to contribute to learning  

Scott et al established the ‘Three tiered interventional model of support’, and recommended that all 
institutions develop and implement support initiatives (demonstrated in figure 13). (51)   

 

 
 

Figure 13: Scott Three-Tiered interventional model of second victim support (51) 

Before on embarking on the development of a peer support group, anaesthesia department and/or 
institutions must assess for readiness. The institution or department should commit to the 
development and maintenance of  a peer support program, which is of benefit to all that provide 
care to patients. If an institution may not be ready, but there is a need and desire for such support 
in the anaesthesia department; a departmental support group can be initiated. (51) 

 

Peer Support Program Benefits 

➢ Prevention of burn out and mitigation of harm to affected practitioners. 
➢ Optimization of practitioners ability to continue performing and providing opportunity to 

improve emotional well-being. Also offering support to patients and families.  
➢ Enhances both patient safety culture and also improves organizational just culture.  
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CONCLUSION 

Improved awareness is required in order to improve professional well-being among health care 
professionals and anaesthesiologists. Interventions involve the input of all spheres in the workplace 
environment, from management to the individual. Recognition and early interventions in at risk 
individual can improve long term outcomes and also maintain work flow and performance. All 
individuals within the work place are at risk of ‘unwellness’ , including senior anaesthesiologists. 
Instituting prevention measures can significantly reduce the incidence of burn out and occupational 
stress and improve well -being. Occupational related stress is inherent in all professions. Enhancing 
and cultivating adaptive coping mechanisms and resilience can prove to be indispensable and 
ultimately protect one’s sanity.   
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