Journal of Community Medicine &
Health Education

Deschamps et al., J Community Med Health Educ
2018, 8:2
DOI: 10.4172/2161-0711.1000596

Research Article Open Access

Professional Risk Factors for Burnout among Medical Residents

Deschamps F':2, Castanon J', Laraqui O, Manar N', Laraqui C'", Gregoris M' and Dramé M3

"Department of Occupational Health, Reims University Hospitals, Reims, France

2| aboratory of Psychology, University of Reims, France

3Department of Medicine, University of Reims Champagne-Ardenne, Reims, France

4Department of Research and Innovation, University Hospitals of Reims, Robert Debré Hospital, Reims, France

"Corresponding author: Chakib Laraqui, Department of Occupational Health, Reims University Hospitals, Reims, France, Tel: +212522445584; E-mail:
chlaraqui51@gmail.com

Receive date: Feb 22, 2018; Accepted date: Mar 09, 2018; Published date: Mar 12, 2018

Copyright: © 2018 Deschamps F, et al. This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

Abstract

Study background: We aimed to identify professional risk factors for burnout among residents in medicine and
surgery.

Materials and methods: Epidemiological, observational, and cross-sectional study among trainee physicians
working in the Champagne-Ardenne region, from 31 March to 3 May 2015. Burnout was assessed using the
Maslach Burnout Inventory (MBI). Variables recorded included the location of the residency, the type of unit
(hospitalisation ward, emergency department, consultations), workload, and exposure to patients’ suffering.
Karasek’s Job Content Questionnaire was also administered. For each component of the MBI, univariate and binary
logistic regression was performed to identify risk factors.

Results: In total, 191 out of 644 eligible residents (29.7%) completed the survey. The majority were working in
conditions likely to pose a risk to their health: 42.4% were exposed to job strain, and 19.9% had iso-strain. Overall,
62.8% of residents presented at least one component of burnout as assessed by the MBI. By multivariate analysis,
risk factors for emotional exhaustion were high psychological demands (Odds Ratio (OR) 1.16; 95% confidence
interval (95% CI) 1.05-1.29) and iso-strain (OR 3.25; 95% CI 1.29-8.22), while high psychological demands were
also a risk factor for depersonalization (OR 1.14; 95% CI 1.07-1.22). Working in a hospitalisation unit (OR 3.66; 95%
Cl 1.30-10.3) and not meeting patients’ families (OR 11.7; 95% CI 3.08-44.4) were risk factors for a feeling of low
personal accomplishment, whereas increased decision latitude had a protective effect (OR 0.95; 95% CI 0.91-0.99).

Conclusion: This study identifies occupational risk factors for burnout among residents in training, and provides
a useful basis for preventive measures aimed at changing the organisational structure in the hospital setting with a

view to improving mental health among trainee physicians.

Keywords: Burnout; Medical students; Risk factors; Psychosocial
factors

Introduction

Many developments in the working environment have come about
through modernisation (including automation and increasing use of
computers), yet the number of occupational diseases, such as
musculoskeletal disorders, professional burnout or even Kar6shi
(literally, death from overwork) has considerably increased in recent
years in tertiarised countries.

Professional burnout: Background concepts

The concept of burnout was first described in 1975 by the
psychiatrist and psychoanalyst Herbert J. Freudenberger, to qualify a
state of failure or exhaustion among the staff of alternative self-help
institutions for drug addicts Maslach et al. [1], developed an
instrument to measure the extent of burnout syndrome, namely the
Maslach Burnout Inventory (MBI) [2]. This is a validated, self-
administered questionnaire designed for use among the helping
professions, and it explores three dimensions of burnout, namely:

« Emotional, physical and psychological exhaustion (9 items), which
is a key dimension characterized by intense fatigue.

o Depersonalization (5 items), characterized by cynicism, loss of
empathy, a negative and detached attitude towards work,
colleagues, clients or patients.

o DPersonal accomplishment (8 items), exploring beliefs of
competence and successful achievements in work.

Burnout in healthcare professionals

Burnout among workers within the healthcare system can affect all
job types, including administrative staff, physicians, nurses, nursing
assistants [3].

Two Spanish studies have reported a higher prevalence of burnout
among primary care staff. In one of these studies, carried out in the
Navarro region of Spain [4], the authors reported that 39.3% of
subjects presented at least one of the three dimensions of burnout to a
significant degree. They compared to 46.2% with at least one of the
three components in the second study, carried out in the Barcelona
region [5]. The professions most affected by burnout in these two
studies were administrative staff (80%) and family physicians (41.3%)
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in the Navarro-Gonzalez’s study, and social workers (64.3%) and
administrative staff (53.3%) in the Vila Falgueras’ study. Healthcare
workers in oncology are also frequently affected by burnout. In the
study by Zanatta et al. [6] carried out in an onco-hematological
pediatric unit, 29.8% of nurses had a high depersonalization score and
27.8% of physicians had a low score on personal accomplishment at
work. Risk factors for burnout in a population of French onco-
hematology workers included working in emergency care, poor
communication at work, and a lack of appreciation of their work [7].

Burnout among physicians represents a major public health
challenge for several reasons. Firstly, it is a frequent affliction, being
twice as frequent as in other professions, with a prevalence among
physicians ranging from 25 to 65% [8]. Secondly, the individual
consequences can be drastic, including for example losing one’s job,
increased risk of cardiovascular disease, increased risk of addictive
behaviours, and higher levels of depression or even suicide. Indeed,
suicide is reported to be 6 times higher in physicians than among the
general population [9].

Thirdly, burnout among physicians has significant deleterious
repercussions on the quality of care, and is namely associated with
poorer quality of care [10]. Indeed, medical residents in Holland
suffering from burnout reported making more errors in action or
judgement than those not suffering from burnout [11].

Burnout among residents in medicine and surgery

In France, medical residents play a major role in healthcare delivery
in the hospital setting. Although still in training, they shoulder
significant responsibilities, face organisational constraints imposed by
the hospital setting, and have a very high volume of working hours
(including night duties, and a working week of 60 hours on average
(ISNIH 2012)). In addition, they are confronted with the suffering of
patients and families on a daily basis.

Then, at the end of their training, they often find themselves in
competition with their peers to obtain the best jobs. In France, medical
residency commences in the seventh year of medical studies after a
national classifying examination, where the rank obtained by the
students determines their ability to select the specialty and city in
which they want to carry out their 3 to 5 years of residency.

It is thought that burnout may be highly prevalent among this
population. Indeed, 60.8% of residents in anesthesiology-critical care
in the west of France reportedly presented at least one component of
the MBI in one study [12]. A French nationwide study of burnout
among residents in family medicine (future general practitioners)
showed that only 41.9% of them did not have an elevated MBI score
[13].

Reported risk factors for burnout in this population include
working more than 48 hours per week, lack of appreciation on the part
of the medical team or patients, fear of making a mistake, and working
in internal medicine or the emergency department. To date, the studies
that have examined the risk factors for burnout in French medical
residents have generally only included students from a single specialty.

However, to improve our knowledge of the risk factors for burnout,
all medical specialties warrant investigation, so that appropriate
preventive measures targeting at-risk residents can be implemented.
Therefore, the aim of this study was to identify the risk factors for
burnout among residents in medicine and surgery in the region of
Champagne-Ardenne, in France.

Materials and Methods

Study design

We performed a observational, cross-sectional, and epidemiological
study in the region of Champagne-Ardenne, in France, from 31 March
to 3 May 2015.

Study population and data collection

We included all residents in medical and surgical disciplines who
were duly registered at the Faculty of Medicine of the University of
Reims-Champagne-Ardenne for the academic year 2014-2015 and
who were performing their residency in the region of Champagne-
Ardenne, including all those actively working, and those on sick leave
or maternity leave during the semester from 3 November 2014 to 3
May 2015. Students who were performing their residency in hospitals
outside the region of Champagne-Ardenne, as well as foreign students,
and those registered in a university other than the University of Reims,
were excluded.

An email explaining the study objectives and containing a link to an
anonymous questionnaire online was sent to a reference resident
(contact person) for each of the 27 medical and surgical specialties in
the last month of the semester. This referent resident then forwarded
the email with the link to the questionnaire to all the other residents in
their specialty.

Questionnaire

The questionnaire was designed using the open-source survey
application Limesurvey® (www.limesurvey.org), and comprised 3 parts:

The first part collected socio-demographic data: sex; age; marital
status; number of children; whether or not the respondent had been
able to choose the specialty and city of their choice after the national
classification exam; the number of semesters of residency already
performed; professional situation during the semester (actively
performing residency, on a year of absence to perform research, on
sabbatical, on sick leave, on maternity leave); whether they were also
registered for any other university qualifications in the region or
elsewhere; whether they were preparing their MD thesis to qualify as a
medical doctor.

The second part of the questionnaire recorded psychological and
organisational constraints: location of residency (university hospital or
general (non-academic) hospital); type of work performed (emergency
department, hospital ward, consultations, laboratory, residency in
desired specialty); workload (number of hours worked per week,
number of week-ends worked per month, number of night duties or
nights on-call per month, whether they were able to take their
mandatory rest-day after a night duty); extent of exposure to suffering
(meet families and patients every day, announce diagnosis of serious
disease or death, death of several patients since start of semester).
Presenteeism (i.e. when workers are physically present at work even
though their state of health would justify sick leave) was self-reported,
and the number of days of presenteeism was estimated by the resident.
The last component of the second section was the Karasek
questionnaire. Karasek’s Job Content Questionnaire assesses the
psychosocial work environment with 26 items regrouped in 3 domains,
with responses on a 4-point Likert scale from 1 (totally disagree) to 4
(totally agree). This instrument measures 3 scales related to the
psychosocial environment in the workplace, namely:
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« DPsychological demands (9 items), evaluating the respondent’s
impressions of the quantity, intensity and interruptions;

o Decision latitude (9 items), describing the resident’s control over
the performance of their job, particularly as regards use and
development of their skills, and the freedom they have to make
decisions;

o Social support (8 questions), assessing the support available to the
resident from coworkers and/or supervisors.

These 3 dimensions make it possible to identify situations at
risk of

o Job strain = low decision latitude inferior to 71 and high
psychological demand superior to 20;
e Or iso-strain = job strain + low social support inferior to 24.

The last part of our on-line questionnaire evaluated burn-out using
a self-reported global question (“Do you feel that you are in burnout?”)
and using the Maslach Burnout Inventory (MBI).

Answers were on a 7-point Likert scale from 0 (never) to 6 (every
day). The sum of the responses was calculated for each subscale, to
define mild, moderate or severe burnout for each subscale. Each
subscale was considered as an explanatory variable, and scores were
considered abnormal for:

o A score >29 on the emotional exhaustion subscale.
o A score >11 on the depersonalization subscale.
o Orascore <34 on the personal accomplishment subscale.

Lastly, there was a free-text zone to allow residents to provide more
details regarding their responses, or to suggest other risk factors for
suffering in the workplace that they felt were not addressed in our
questionnaire.

Statistical analysis

For descriptive analysis, quantitative variables are described as
mean + standard deviation. Qualitative variables are described as
number (percentage).

For each subscale of the MBI, univariate analysis was performed,
followed by multivariate analysis by binary logistic regression to
investigate the relation with explanatory variables.

All variables with a significance level of p<0.15 by univariate
analysis were included in the multivariate analysis. Results are
expressed as Odds Ratio (OR) with 95% confidence interval (95% CI).
A p-value<0.05 was considered statistically significant. All analysis
were performed using SAS version 9.3 (SAS Institute Inc., Cary, NC,
USA).

Ethical considerations

The study was approved by the Dean and the Management
Committee of the Faculty of Medicine of the University of Reims.

The preventive medicine department of the University Hospital of
Reims, which is responsible for the follow-up of residents in medicine
and surgery, was informed about the study.

The National authority for the protection of privacy and personal
data waived the need for approval to store the data from this study
since it was entirely anonymous.

Results

Study population

During the study period, 671 residents were registered in
Champagne-Ardenne, of whom 644 were eligible for the study. Among
these, 191 (29.7%) completed questionnaires were included in this
analysis (87/200 (43.5%) family medicine; 9/75 (12%) surgery; 95/369
(25.7%) in other specialties (Figure 1).

Figure 1: Flow chart of the study population.

The average age of the respondents was 27.4 + 3.3 years, 65.5% were
women. Most had been able to choose their desired specialty (85.9%)
after the national classification examination, but almost one third did
not have the choice of the city in which they were to perform their
residency. The demographic and professional characteristics of the
study population are shown in (Table 1).

Organisational constraints

The respondents were exposed to a substantial number of
psychological and organisational constraints (Table 2). Most residents
were working in a hospital setting (83.3%), mostly in hospitalisation
wards, and therefore had daily contact with patients and their families.
Overall, the workload was high, with an average working week of 52
hours, up to a maximum of 82 hours. In total, 122 (63.9%) residents
reported that they worked on Saturdays or Sundays, they worked 1.9 +
0.74 weekends per month. Among the 136 (71.2%) residents who
performed night duties, the average number of night duties per month
was 3.49 + 1.49, and 93.4% of these were able to take the mandatory
rest day on the day after their night duty.

Variables All (N=191)

Women 125 (65.5%)

Married/living maritally 141 (73.8%)

Were able to choose desired

specialty 164 (85.9%)

location of residency 131 (68.6%)

Specialty

Family medicine 87 (45.6%)

Surgery 9 (4.71%)
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Other specialties 95 (49.7%)

Status

Actively working 185 (96.9%)

On a research year 4 (2.09%)
On sabbatical 0

On maternity leave 1 (0.52%)
On sick leave 1 (0.52%)

Registered for another university diploma 81 (42.4%)

MD Thesis ongoing 70 (36.7%)

Table 1: Demographic and professional characteristics of the study
population.

Variables All (N=191)

Residency being performed

In the hospital setting 159 (83.3%)

University hospital 79 (49.7%)

Emergency department 21 (13.2%)

Hospitalisation wards 106 (66.7%)

Laboratory 5 (3.14%)

supervisors) (Figure 2). Shows the distribution of scores on
psychological demands and decision latitude among the respondents.
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Figure 2: Scores on psychological demands and decision latitude
among 191 residents in medicine and surgery.

Emotional exhaustion

In total, 120 (62.8%) residents presented one or more components
of burnout. Among the 15 residents who presented all three
components of burnout, 6 were working in family medicine, and 9 in
other specialties.

Despite the high number of respondents with at least one
component of burnout as assessed by the MBI (Table 3), only 18
(9.42%) self-reported being in burnout. Among these, 4 had all 3
components of burnout, 4 were in situation of job strain and 10 in iso-
strain.

Consultations (in-hospital or outside of hospital) 43 (22.5%)

Variables All (N=191)

Residency corresponds to the specialty chosen 106 (55.5%)

High emotional exhaustion 41 (21.5%)

Daily contact with patients 174 (91.1%)

High level of depersonalization 80 (41.9%)

Meets patients’ families 166 (86.9%)

Low level of personal accomplishment at work 65 (34.0%)

Has to announce serious disease/death 132 (69.1%)

Component (1) 69 (36.1%)

Reported presenteeism 73 (38.2%)

Components (2) 36 (18.8%)

Karasek’s Job Content Questionnaire

High exhaustion and high depersonalization 28 (14.7%)

Table 2: Psychological and organisational constraints.

Over the course of the last month, 38.2% of respondents estimated
that they had gone to work during the semester at times when their
state of health would have justified sick leave. The average number of
days of presenteeism was 6.51 + 8.48.

KaraseK’s Job Content Questionnaire showed that the majority of
residents were in a job that represented a hazard to their health, with
42.4% in a situation of job strain (i.e. situation combining high
psychological demands with low decision latitude), and 19.9% in iso-
strain (i.e. job strain plus low social support from co-workers/

Job strain 81 (42.4%) Components (3) 15 (7.85%)
Iso-strain 38 (19.9%) . .
Table 3: Scores on Maslach Burnout Inventory among 191 residents in
Number of hours worked per week 524 +11.7 medicine and surgery.
Week-ends worked per month 1.21 +1.09 . . . .
Risk factors for burnout: Univariate analysis
Night duties/nights on call per month 2.49 +2.02

Univariate analysis identified explanatory variables associated with
burnout in medical residents (Table 4). Risk factors for high emotional
exhaustion mainly concerned the work in a hospitalisation ward: high
workload, high psychological demand, lack of latitude to make
decisions and exercise skills. Certain risk factors were more focused on
the individual’s behaviour, with presenteeism and self-reported
burnout both associated with a higher risk of emotional exhaustion.

Risk factors for depersonalization were dominated by the
relationship with the patients and their families. Daily contact with
patients and meeting patients’ families were the greatest risk factors for
depersonalization. Having to announce serious disease or death to
families and the death of several patients during the semester were also
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risk factors for depersonalization. Working at the weekend increased Low personal
this risk. accomplishment

Protective factors against low personal accomplishment at work Variables OR | 95% cI p
were observed among residents working in consultations and meeting
patients’ families. These situations were conducive to exercising skills | Meeting patients’ families 0.35 | 0.15-0.82 | 0.02
and making independent decisions. Working in consultations 044 | 0.19-097 | 0.04
High emotional exhaustion Decision latitude (per + 1 point) 0.95 | 0.92-0.99 | 0.005
Variables OR | 95%Cl ] Exercise skills (per + 1 point) 0.91 | 0.85-0.97 | 0.006
Working in a hospitalisation ward 3.05 | 1.25-7.44 | 0.01 Freedom to make decisions (per + 1 point) 0.94 | 0.89-0.99 | 0.02
1 additional hour of work per week 1.06 | 1.02-1.09 0.0006
Table 4: Univariate analysis of risk factors associated with emotional
1 additional weekend worked per month 1.48 | 1.08-2.04 | 0.02 exhaustion, high depersonalization and low personal accomplishment.
1 additional night duty per month 1.19 | 1.00-1.42 0.05
Risk factors for burnout: Multivariate analysis
Presenteeism 225 | 1.12-453 | 0.02
The results of the multivariate analysis identifying risk factors for
1 additional day of presenteeism per semester | 1.12 | 1.04-1.21 | 0.003 burnout among the 191 respondents are shown in (Table 5). Increased
sychological demand was associated with higher emotional
Psychological demand (per + 1 point) 1.26 | 1.15-1.38 <0.0001 psy . 8 L . &
exhaustion and depersonalization. Iso-strain and self-reported burnout
Decision latitude (per + 1 point) 0.95 | 0.92-0.99 | 0.01 were also independent risk factors for high emotional exhaustion.
— : There was a strong association between working in a hospitalisation
Exercise skills (per +1 point) 0.92 | 0.86-1.00 | 0.04 ward and a feeling of low personal accomplishment at work.
Freedom to make decisions (per + 1 point) 093 | 088099 | 0.02 Conversely, meeting patients’ families and greater decision latitude had
a protective effect against feelings of low personal accomplishment. No
Social support (per + 1 point) 0.87 | 0.79-0.96 | 0.005 other factors in the model were statistically significantly related to the
; ; presence of burnout.
Support from supervisors (per + 1 point) 0.82 | 0.71-0.94 0.005
Support from co-workers (per + 1 point) 0.84 | 0.69-1.01 | 0.06 High emotional exhaustion
Job strain 343 | 1.67-7.09 | 0.001 Variables OR | 95%Cl P
|so-strain 596 | 2.73-13.0 <0.0001 Psychological demand (per + 1 point) 1.16 1.05-1.29 0.005
Self-reported burnout 47.4 | 103219 | <0.0001 Iso-strain 325 | 1.29-8.22 0.01
Self-reported burnout 18.5 3.74-91.2 0.0003

High depersonalization

Variables OR 95% CI P
Daily contact with patients 13.3 | 1.73-102 0.01
Meeting patients’ families 3.3 1.18-9.20 0.02
Having to announce serious disease/death 2.26 | 1.17-4.36 0.02
Death of several patients 2.39 | 1.13-5.06 0.02
Working in a hospitalisation ward 222 | 1.13-433 | 0.02
Working at the weekend 2.63 | 1.39-4.97 0.003
1 additional weekend worked per month 142 | 1.08-1.86 0.01
Presenteeism 1.79 | 0.99-3.24 0.05
Psychological demand (per + 1 point) 1.14 | 1.07-1.22 | 0.0001
Decision latitude (per + 1 point) 0.97 | 0.94-1.00 0.05
Freedom to make decisions (per + 1 point) 0.94 | 0.90-0.99 0.03
Job strain 2.68 | 1.48-4.85 | 0.001
Iso-strain 297 | 1.42-6.20 0.004

High depersonalization

Variables OR 95% ClI P

Psychological demand (per + 1 point) 1.14 1.07-1.22 0.0001

Low personal accomplishment

Variables OR 95% CI P

Not meeting patients’ families 11.7 3.08-44.4 0.0003
Working in a hospitalisation ward 3.66 1.30-10.3 0.01
Decision latitude (per + 1 point) 0.95 0.91-0.99 0.008

Table 5: Factors associated with burnout (as assessed by the MBI) by
multivariate analysis.

Discussion

This study identified work-related risk factors associated with high
scores on the components of burnout as assessed using the MBI among
residents in medicine and surgery in the region of Champagne-
Ardenne in France.
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In its original form designed by Maslach et al. [2], the MBI does not
allow the calculation of a single score to assess burnout, and the
authors of the instrument recommend analysing the burnout
phenomenon in its three separate component dimensions. This
approach is more informative, and we therefore chose to describe the
risk factors for each dimension of burnout in our study among a
population of residents in medicine and surgery.

Limitations and potential bias

Among the 644 residents eligible for inclusion in this study, only 191
fully completed questionnaires were available for analysis,
corresponding to a response rate of 29.7%. The response rate may have
been affected by residents fears that the anonymity of the
questionnaire might not be respected. Even among those who
answered, some questions were left unanswered, probably to guarantee
the anonymity of their responses. A second potential explanation for
the response rate is that the distribution of the questionnaire among
the residents of each specialty was done through a referent person.
Between specialties, the distribution and access to the questionnaire
varied. In particular, these two elements may explain the low rate of
response among residents in surgery (only 12%). A third potential
explanation is the finding that individuals affected by burnout
generally tend to respond less frequently to surveys or questionnaires
on the subject [14], thus leading to under-estimation of the prevalence
of burnout. Our results should therefore be interpreted with caution as
regards residents in surgery, whereas the potential for extrapolation of
the results is greater among medical residents, with response rates of
43.5% and 25.7% in family medicine and other specialties, respectively.

Residents who were aware of the problems caused by suffering in
the workplace and/or burnout, either through information received
during their training, or through their personal and/or professional
experience, likely responded more frequently to the questionnaire than
their counterparts with lower awareness of burnout. This may have
introduced potential for a selection bias. Lastly, the number of
participants in each category of resident were very low, with the result
that some findings could not be analysed (e.g. analysis by individual
specialty or by number of semesters of residency already completed).

Emotional exhaustion

Some risk factors were more closely associated with specific
dimensions of burnout. In the literature [15], as in our study, the
factors associated with emotional exhaustion were mainly related to
the workload (number of hours, weekends, night duties, presenteeism).
Conversely, the factors associated with depersonalization tended to be
more closely related to the actual job content, in particular
interpersonal relations with the patients and their families. Indeed, it is
through these interpersonal relations that the symptoms of
depersonalization, such as cynicism, loss of empathy etc., are
expressed.

In our study, the prevalence of high scores on the individual
components of burnout was similar to that observed in a French study
among residents in oncology [16] in particular as regards emotional
exhaustion. In another French study among residents in family
medicine [13], the prevalence of emotional exhaustion was lower, likely
because 24% of the participants were performing their residency in a
private general practitioner (GP) practice, mostly with a lighter
workload than residents working in a hospital setting.

We noted a particularly high prevalence of depersonalization among
the residents in our study of the Champagne-Ardenne region (41.9%).
This component of burnout is associated with substantial morbidity. In
one study of residents in the USA, depersonalization was the
component that was most strongly related to suicidal thoughts, with an
increase in suicidal ideation of 10% for each additional point on the
depersonalization score [17]. To prevent depersonalization, changes to
the work organisation should be envisaged with a view to reducing the
workload on residents, giving them greater autonomy and the capacity
to make decisions to develop their skills.

Karasek’s job content questionnaire

KaraseK’s Job Content Questionnaire highlights the psychological
and organisational constraints that are conducive to burnout, namely
increased psychological demands, reduced decision latitude, and iso-
strain. In our study, we observed that job strain affected 42.4% of
residents, which is higher than the rate reported among the general
population in France. Indeed, the Sumer study performed in 2010
reported that 22% of employees suffered job strain [18], compared to
23% in 2003, of whom 26.1% worked in the health/social work sector
[19].

In terms of the quadrant approach to job strain, the residents of the
Champagne-Ardenne region are mainly situated at the borderline
between the “active” quadrant and the “job strain” quadrant. A major
challenge in this situation is to increase the decision latitude for
residents, in order to avoid working conditions that put their health at
risk. We show in our study that job strain is associated with an
increased risk of emotional exhaustion and depersonalization (thus, of
burnout), but other studies have also shown that exposure to job strain
is a risk factor for cardiovascular disease and depression [20,21].

Presenteeism

To the best of our knowledge, this is the first study to evaluate the
frequency of presenteeism among residents in medicine and surgery.
Presenteeism was quite high in this population, with around 40%
reporting that they had had some degree of presenteeism during the
prior semester. Helping professions and hospital care settings seem to
be most affected by the phenomenon of presenteeism [22]. One of the
first studies of presenteeism was performed among doctors in Britain,
and explained their tendency to go to work when they were actually ill
by the fact that their tasks could neither be postponed nor delegated to
other colleagues, who were likely already overburdened [23]. Yet,
presenteeism is reportedly associated with impaired quality of care.
Indeed, among nurses in North Carolina, USA, [24] reported that
presenteeism was significantly associated with a higher number of
patient falls, a higher number of medication errors, and lower quality-
of-care scores.

In our study, presenteeism was significantly associated with a risk of
emotional exhaustion. This is in line with the findings of Demerouti et
al. [25] who reported that depersonalization was an outcome of
presenteeism over time, whereas exhaustion and presenteeism were
reciprocal. Emotional exhaustion is therefore not solely the
consequence of a cumulation of professional risk factors, but can also
arise from an at-risk personality and from certain behaviours, of which
presenteeism is a symptom
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Recommendations for improving mental health among
residents

Collective preventive measures are mandatory to ensure adequate
mental health among physician trainees. Indeed, in the USA, Goldman
et al. [26], published recommendations for a national response to
counteract depression and suicide among trainee doctors. In
particular, they proposed that residents should be better informed
about stress in the workplace, its social consequences, and its
repercussions on the health of both those affected, and the patients
they care for. They further recommended that senior physicians should
be alerted to the magnitude of the problem in order to help detect
residents affected by burnout through the introduction of annual
evaluation interviews to screen for addictive behaviours, depression or
other psychiatric events. Lastly, the authors called for all residents to
have access to local specialized mental health care where
confidentiality would be guaranteed, as well as regular group meetings
with their peers to discuss their work and the difficulties they
encounter.

In France, it also appears necessary to implement a national
response to counteract the extent of workplace stress among residents.
The US recommendations issued by Goldman et al. could serve as a
basis for further reflection in preventive medicine units, which are the
cornerstone of prevention and management for residents with burnout.
Improved understanding of the psychological and organizational
constraints that can engender emotional exhaustion should lead to
changes in organizational structures aimed at limiting workload,
facilitating rotations between hospitalization wards and consultations,
and increasing the level of autonomy accorded to residents. The future
reform of the French national residency programme, scheduled to be
introduced in September 2017, could represent an ideal opportunity to
take these changes into consideration.

Conclusion

We observed that 62.8% of residents in medicine and surgery in
the Champagne-Ardenne region presented at least one component of
burnout as assessed by the MBI, while 42.4% were exposed to job
strain, and 19.9% to iso-strain. The majority of residents in this region
would therefore appear to be exposed to situations that pose a risk to
their health. Working in a hospitalization unit, not meeting patients’
families, high psychological demands and iso-strain were risk factors
for burnout identified by this study, whereas increased decision
latitude had a protective effect.

Collective preventive measures are mandatory to ensure adequate
mental health among physician trainees.
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