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AbstrAct 
Purpose of the study The aim of this study was to 
measure resilience, coping and professional quality of life 
in doctors.
study design A cross-sectional study using an online 
questionnaire in a single National Health Service trust, 
including both primary and secondary care doctors.
results 283 doctors were included. Mean resilience 
was 68.9, higher than population norms. 100 (37%) 
doctors had high burnout, 194 (72%) doctors had 
high secondary traumatic stress and 64 (24%) had 
low compassion satisfaction. Burnout was positively 
associated with low resilience, low compassion 
satisfaction, high secondary traumatic stress and more 
frequent use of maladaptive coping mechanisms, 
including self-blame, behavioural disengagement and 
substance use. Non-clinical issues in the workplace were 
the main factor perceived to cause low resilience in 
doctors.
conclusions Despite high levels of resilience, doctors 
had high levels of burnout and secondary traumatic 
stress. Doctors suffering from burnout were more likely to 
use maladaptive coping mechanisms. As doctors already 
have high resilience, improving personal resilience further 
may not offer much benefit to professional quality of life. 
A national study of professional Quality of Life, Coping 
And REsilience, which we are proposing to undertake, 
will for the first time assess the UK and Ireland medical 
workforce in this regard and guide future targeted 
interventions to improve professional quality of life.

IntroductIon
A career as a doctor can be incredibly rewarding. It 
can also be exceptionally demanding, with doctors 
reported to be at an increased risk of burnout, 
depression, anxiety and suicide in comparison with 
the wider population.1 2 It has been suggested that 
a doctor’s risk of burnout and other psycholog-
ical morbidity is related to their resilience.3 Resil-
ience can be defined as the ability to adapt well 
in the face of adversity or significant stress, even 
returning stronger afterwards. Psychologists have 
identified some of the personality factors that make 
an individual resilient, including positive attitudes, 
optimism, the ability to regulate emotions and the 
ability to see failure as a form of beneficial feed-
back.4 Environmental factors such as social support 
are also important in determining resilience.5

Although doctors’ physical health has been 
extensively studied and some effort has been 
made, particularly in the USA, to examine physi-
cian burnout, much less information is available on 

resilience. In a survey of Australian general practi-
tioner (GP) registrars working within primary care, 
Cooke et al ascertained that the majority of doctors 
surveyed fell in the low–moderate resilience range 
(82%). Only 8% had high resilience scores and 
10% had low resilience scores. They also demon-
strated an association between high resilience and 
low burnout.3 Very limited information is available 
on coping strategies employed by doctors encoun-
tering adversity. Mache compared coping strategies 
between Australian doctors and German doctors, 
describing the range of coping strategies employed 
but including no analysis of burnout or resilience.6

In addition to the personal psychological 
morbidity associated with burnout, evidence 
suggests that poorly coping and burnt out doctors 
are more prone to medical errors.7 Understanding 
the relationship between physician burnout, resil-
ience and coping strategies is therefore vital not 
only for the welfare of doctors but also for the 
welfare of their patients. The aim of this study 
was to evaluate resilience, professional quality of 
life (including burnout, secondary traumatic stress 
and compassion satisfaction) and coping strategies 
among doctors in a single National Health Service 
(NHS) trust. We assessed the impact of demo-
graphic variables such as grade, sex and specialty. A 
single qualitative question was asked, with the aim 
of ascertaining specific career time points at which 
resilience is low.

PArtIcIPAnts And methods
All medical staff within a single NHS Trust were 
deemed eligible to participate in this cross-sectional 
study. The study took place during a 4-week period 
in August 2016. All doctors were invited to partic-
ipate by email to internal trust email addresses. 
A repeat invitation was made on two further 
occasions. Invitations were sent to 230 hospital 
consultants, 224 junior medical staff and 110 GPs 
working on the trust out-of-hours service. Participa-
tion was voluntary and responses were anonymous. 
Approval was given from the Trust NHS Research 
Governance Committee (SET16:37). No ethical 
committee approval was required due to the study 
being carried out in doctors, who were participants 
by virtue of their professional role.

The survey consisted of an 80-item questionnaire 
to include three validated measures of professional 
quality of life, coping and resilience. Professional 
quality of life was measured using the Professional 
Quality of Life Scale (ProQOL) V, which gives a 
measure of burnout, secondary traumatic stress and 
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compassion satisfaction. Burnout is associated with feelings of 
exhaustion, frustration, anger and feelings of hopelessness in 
doing your job effectively. Secondary traumatic stress is a nega-
tive feeling driven by fear and work-related trauma. Compassion 
satisfaction is the pleasure an individual derives from being able 
to help others and do their work well. Medical staff were invited 
to consider each statement and rank themselves appropriately on 
a Likert scale of 1–5 (1, never; 2, rarely; 3, sometimes; 4, often; 
5, very often). Higher scores suggest higher levels of the compo-
nent in question. Population norms for each component of the 
ProQOL are a mean of 50 and SD of 10.8 Additionally, each 
component of the ProQOL is divided into low (≤43), moderate 
(44–56) or high (≥57) to facilitate interpretation of scale scores 
in combination and allow identification of individuals who are 
most ‘at risk’.8

Coping was measured using a modified variant of the 
Brief COPE, an abbreviated version of theCOPE Inventory 
scale.9 It asks the participant to score themselves for specific 
coping methods on a Likert scale from 1 to 4. The score for 
each coping strategy is reported on a scale of 1–4. Higher scores 
represent more frequent use of the coping method in question.

Resilience was measured using the Connor Davidson Resil-
ience scale.10 The scale has a total possible score of 100 with 
population norms of a mean of 50 and SD of 10. Higher scores 
reflect greater resilience.

The survey was completed with a qualitative question aimed 
to explore the causes of low resilience: ‘We would be grateful 
if you could inform us of a career time point when you have 
felt your resilience level may have been low’. The responses 
were analysed through two coding rounds. Initially data were 
coded descriptively to summarise themes within responses using 
a single word or short phrase. These themes were further subject 
to pattern coding by categorising descriptive responses.

Doctor numbers completing each part of the study can be seen 
in figure 1.

Data were analysed using SPSS V.22.0. The difference between 
specialty and grade was analysed using a one-way analysis of 
variance. The difference between specialty groups was anal-
ysed using the independent samples t-test. Potentially predictive 
factors for increasing burnout were analysed using a multiple 
linear regression model. Within the regression analysis, sex is a 
dichotomous variable, while the remaining variables are contin-
uous. Individual linear regression coefficients are reported as 
crude coefficients in a univariable analysis, while adjusted coef-
ficients are reported in a multivariable analysis. We assumed a 
linear relationship between continuous factors and burnout 
and confirmed this by examining partial regression plots for all 
continuous factors with burnout. We also examined collinearity 
diagnostics to ensure that there was no high collinearity between 
the factors.

results
Surveys were completed by 283 doctors (150 males, 133 
females) across a wide range of specialties and grades (table 1). 
The response rate was 52.2% for hospital doctors and 41.8% for 
GPs. GP respondents included those working in the trust out-of-
hours service, and two GPs with Specialist Interests employed on 
a sessional basis by the trust.

Resilience was measured in 247 doctors. Mean resilience was 
68.9 (SD 12.6).

Professional quality of life was measured in 269 doctors. 
Mean burnout was 55.2 (SD 9.6), mean secondary traumatic 
stress was 63.3 (SD 8.9) and mean compassion satisfaction was 

49.3 (SD 8.9). When categorised into high, moderate or low 
groups, 100 (37.2%) doctors had high levels of burnout, 194 
(72.1%) doctors had high secondary traumatic stress and 64 
(23.8%) doctors had low levels of compassion satisfaction. For 

Figure 1 Flow chart of study inclusion and completion. CD-
RISC, Connor Davidson Resilience scale; ProQOL, Professional Quality of 
Life Scale. 

table 1 Number of doctors of each grade and specialty

number of doctors (%)

Grade

  FY1 23 (8.1%)

  FY2/core trainee 27 (9.5%)

  Registrar or equivalent 62 (21.9%

  Consultant 125 (44.2%)

  General practitioner 46 (16.3%)

Specialty

  General surgery 30 (10.6%)

  Oral/maxillofacial surgery 2 (0.7%)

  Ear, nose, throat 2 (0.7%)

  Trauma and orthopaedic surgery 10 (3.5%)

  Plastic surgery 8 (2.8%)

  Urology 3 (1.1%)

  Obstetrics and gynaecology 12 (4.2%)

  General medicine 75 (26.5%)

  Paediatrics 14 (4.9%)

  Psychiatry 20 (7.1%)

  Emergency medicine 15 (7.1%)

  Anaesthetics 32 (11.3%)

  Radiology 16 (5.7%)

  General practice 44 (15.5%)
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an individual to be performing well, they should ideally have low/
moderate burnout, low/moderate secondary traumatic stress and 
high compassion satisfaction.8 Only 19 (7.1%) doctors fell into 
this category. On the opposite end of the scale, the most negative 
combination is high burnout and secondary traumatic stress and 
low compassion satisfaction. Fifty-one (19.0%) doctors fell into 
this combination category.

No significant difference in burnout, secondary traumatic 
stress, compassion satisfaction or resilience was evident when 
sex of doctor or different grades of doctor were compared. Due 
to the small numbers of doctors in some individual specialties, 
specialty was categorised into surgical and non-surgical special-
ties and hospital doctors and GPs. Surgical specialties were 
significantly different to non-surgical specialties, with higher 
compassion satisfaction, lower secondary traumatic stress 
and lower burnout. GPs had significantly higher burnout than 
hospital doctors (table 2).

Coping mechanisms employed can be seen in table 3. Indi-
vidual coping strategy means are lower than in other studies.6 
The two strategies with the highest mean scores are self-distrac-
tion and self-blame, both considered to be dysfunctional coping 

strategies. If the dysfunctional strategies are further examined, 
those with more potential to cause harm to patients, family or 
colleagues, such as substance use, behavioural disengagement 
and venting are employed relatively infrequently.

Potentially predictive factors for the development of burnout 
were analysed using a linear regression model (table 4). In our 
model, substance use, behavioural disengagement, self-blame, 
high secondary traumatic stress, low resilience and low compas-
sion satisfaction were positively associated with burnout.

Qualitative results
When individuals were asked to describe a career point at which 
their resilience was perceived to have been low, there was a wide 
range of responses. The responses were categorised into themes 
(table 5).

In total, 168 doctors completed the qualitative part of this 
study. Eleven doctors stated their resilience had never been low, 
with some reinforcing this by the use of exclamation marks 
or smiling emojis (☺). Twelve doctors stated that they were 
currently at their lowest point, with some describing their job as 

table 2 Burnout, secondary traumatic stress, compassion satisfaction and resilience in different grades and specialty groups

burnout—mean 
(sd) secondary traumatic stress—mean (sd) compassion satisfaction— mean (sd) resilience—mean (sd)

Grade

  FY1 56.1 (6.8) 63.8 (8.4) 47.4 (5.7) 64.6 (10.5)

  FY2/core trainee 55.7 (8.6) 62.6 (9.8) 47.7 (6.9) 72.1 (10.2)

  Registrar or equivalent 56.1 (10.0) 63.7 (8.2) 49.4 (9.2) 67.4 (14.5)

  Consultant 53.7 (9.4) 63.2 (9.0) 50.5 (8.5) 69.5 (12.3)

  General practitioner 57.2 (9.9) 61.4 (8.0) 48.8 (9.6) 69.6 (12.3)

p=0.15 p=0.96 p=0.29 p=0.28

General practice 57.9 (9.7) 63.0 (8.7) 48.9 (9.4) 69.2 (11.7)

Hospital doctors 54.7 (9.5) 63.3 (9.0) 49.4 (8.9) 68.9 (12.7)

p=0.042 p=0.87 p=0.74 p=0.86

Surgical specialties 50.6 (8.5) 59.8 (7.0) 53.0 (8.0) 74.2 (12.5)

Non-surgical specialties 56.5 (9.5) 64.3 (9.2) 48.3 (8.9) 67.4 (12.2)

p<0.001 p<0.001 p<0.001 p<0.001

For each score, population norms are mean=50, SD 10.
For details of statistical test, see ‘Methods’.

table 3 Coping strategies employed by doctors

description mean sd

Problem-focused strategies

  Active coping Taking action to try and make it better 2.08 0.83

  Instrumental support Getting help/advice from others 1.89 0.86

  Planning Trying to come up with a strategy about what to do 2.10 0.91

Emotion-focused strategies

  Emotional support Getting emotional support 1.95 0.84

  Humour Making jokes about it 2.00 0.92

  Positive reframing Trying to see it in a different light 2.02 0.81

Dysfunctional strategies

  Behavioural disengagement Giving up trying to deal with it 1.26 0.48

  Substance use Using alcohol or other drugs to get through it 1.26 0.53

  Venting Expressing negative feelings 1.45 0.70

  Self-distraction Doing something to take mind off it 2.25 0.82

  Denial Refusing to believe it has happened 1.10 0.31

  Self-blame Blaming myself 2.15 0.94

Each strategy is scored from 1 to 4. Higher score=more frequent use of strategy.
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the most stressful it has even been. Sixteen doctors raised issues 
outside of work, including illness or death of a family member or 
equivalent, and having young or newborn children.

The majority of issues raised were professional in nature, 
with 138 doctors referring to adverse events within work which 
lowered their resilience. For 59 doctors, these adverse events were 
clinical in nature, including excess workload, poor outcomes and 
mistakes. Some reference was made to the constant access to 
‘work’, with trust tablet computers and a need to bring clinical 
administrative work home.

Non-clinical issues in the workplace dominated the feedback, 
with 78 doctors highlighting problems with career transitions 
(n=39), complaints and litigation (n=17), professional relation-
ships (n=9) and senior-level support (n=13). Particular emphasis 
was placed on the step up from training grades to a consultant 
post, with many doctors feeling inadequately prepared for the 
transition. Some doctors stated their clinical practice and career 
planning were so badly affected by a complaint or litigation 
that they were actively pursuing early retirement. Professional 
relationships were problematic for some, mainly relationships 
between doctors, with doctors of varying grades stating that 
they had experienced undermining behaviour, lack of respect 
and bullying. Additionally, several doctors felt inadequately 
supported by either senior clinicians or senior management, 

particularly in the context of complaints, litigation or General 
Medical Council (GMC) referral.

One response seemed to summarise the difficulties facing 
doctors:

Resilience is impacted by trying to manage unmanageable demand. 
By the impossibility of balancing the needs/wants of patients with 
the resources of the organisation and its staff. By organisational 
and departmental decision making which is anti-science and 
anti-evidence. These and other factors combine to leave a sense 
of hopelessness and a desire to just 'get through it' rather than 
work hard for improvement and progress. Sometimes the most 
exhausting thing is to keep battling against this learned helplessness 
for the sake of patients and other staff.

dIscussIon
As in previously published studies worldwide, this study demon-
strates high burnout in almost one in every two doctors. Associ-
ated with this was an increased likelihood of maladaptive coping 
strategies such as substance use.

While resilience in doctors is high, many doctors are suffering 
from secondary traumatic stress and burnout, and worryingly 
many have low levels of compassion satisfaction. A low level 
of compassion satisfaction can be the consequence of persistent 

table 4 Linear regression model for increasing burnout

Variable crude coefficients b Adjusted coefficients β 95% cI for β p Value overall adjusted r2

Sex (females vs males) 1.99 −0.92 (−2.28 to 0.45) 0.19 0.72

Dysfunctional coping strategies

  Denial 8.96 0.73 (−1.60 to 3.06) 0.54

  Substance use 5.12 1.86 (0.60 to 3.12) 0.004

  Behavioural disengagement 10.00 1.83 (0.15 to 3.5) 0.03

  Venting 4.03 −0.46 (−1.54 to 0.62) 0.40

  Self-blame 5.90 1.33 (0.39 to 2.27) 0.006

Reducing resilience 0.43 0.07 (0.01 to 0.14) 0.03

Secondary traumatic stress 0.64 0.27 (0.18 to 0.37) ≤0.001

Reducing compassion satisfaction 0.73 0.56 (0.46 to 0.65) ≤0.001

table 5 Emerging themes and quoted responses to qualitative component

‘We would be grateful if you could inform us of a career time point when you have felt your resilience level may have been low’

themes Quotations

Now ‘NOW.’
‘Currently. The busiest and most stressful this job has ever been.’
‘Now starting to think it will never get better.’

Never ‘Never.’
‘Resilience has never really been a problem for me.’

Clinical ‘I have felt quite overwhelmed by the workload.’
‘After one case with a poor outcome which I knew was my fault.’

Transitions ‘Start of F1.’
‘Starting out as a registrar, having to take on more responsibility.’
‘On taking up a consultant post. The change in role was bigger than I could have anticipated.’
‘Returning from maternity leave.’

Complaints ‘Following a complaint, especially if it is very personal.’
‘When undeserved complaints/legal action.’

Work relationships ‘Lack of respect from junior doctors.’
‘In a job with a consultant who bullied me.’
‘Being unfairly undermined by consultant colleagues.’

Support ‘Burnout a few years ago, Feel unsupported by management.’
‘The NHS can be very frustrating and sucks the drive, innovation and joy out of young eager consultants.’

Outside influences ‘Following a road traffic accident and relationship split.’
‘At a time of illness in a close family member.’
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current research questions

 ► Are the findings in this study generalisable to other doctors 
in the UK?

 ► This question will be answered by our proposed study 
(Quality of Life, Coping And REsilience) which aims to assess 
the wider UK medical workforce in this regard.

original Article

burnout. If an individual has low compassion satisfaction in 
combination with high burnout and high secondary traumatic 
stress, it is unlikely to be beneficial for them to remain in or 
return to an unmodified work situation.8 In our cohort, 18% 
of doctors surveyed had reached this distressing point. When 
doctors were invited to consider career time points when their 
resilience was low, they identified workplace and systemic factors 
as being significant contributors to low resilience.

The implications of burnout on clinical care and patient 
safety have not been assessed in this study, but burnout has been 
strongly associated with clinician-perceived medical error in 
other studies. Causation, however, has not been shown. There 
have been no true studies of patient safety in this context, with 
outcomes reported including surrogate measures of patient 
safety such as error reporting and perceived medical error.7 11

Our study is subject to some limitations. This is a study of 
doctors in a single NHS trust and is therefore subject to selection 
bias. Our findings may not be reflective of other UK doctors. 
Our study has nonetheless shown similar levels of physician 
burnout to other published studies, suggesting it is likely to be a 
reasonable representation of the UK medical workforce. There 
was a response rate of 52.2% for hospital doctors and 41.8% 
for GPs, higher than in other similar questionnaire studies.1 7 
Furthermore, a cross-sectional study such as this can only show 
association rather than causation. The limitations of this study 
will be addressed in a subsequent national study—Quality of 
Life, Coping And REsilience which we are proposing to under-
take.

The major strength of this study is that resilience, burnout and 
coping have not previously been assessed in combination in UK 
physicians. In the context of doctors’ resilience being high, the 
current interest in personal resilience by the GMC and others, 

while well meaning, may offer little in terms of reducing burnout 
and associated medical errors. It may be more appropriate to 
concentrate efforts on improving the working environment, 
reducing associated stress and attempting to increase social resil-
ience within the workplace.

conclusIon
In this study, physicians demonstrate high resilience. There are 
high levels of burnout and high levels of secondary traumatic 
stress. Workplace and systemic factors seem to play a role in low 
resilience. A national study of professional quality of life, coping 
and resilience will for the first time assess the UK and Ireland 
medical workforce in this regard and guide future targeted inter-
ventions to improve professional quality of life.
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main messages

 ► Despite doctors’ resilience being higher than that of the 
wider population, doctors have high levels of burnout and 
secondary traumatic stress.

 ► Doctors identified workplace and systemic problems as 
significant contributors to low resilience.
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