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ABSTRACT

This article presents a consensus statement that arose from 
the views of participants that attended the multidisciplinary 
conference “The Health of the Health Professional”, in 
Auckland in November 2011. A healthy workforce is the key 
to improving the health of all New Zealanders. Yet health 
practitioners’ health is of concern, and despite the evidence 
of real problems little has been done to constructively 
and systematically address these issues. This consensus 
statement provides some potential ways to move forward. 

In this article we briefly cite examples of some issues affecting the health of 
New Zealand practitioners, before moving on to present a summary of the 
key messages from the recent multidisciplinary international conference, 
“The Health of the Health Professional” (HOHP).

Internationally, conferences focusing on the health of the health workforce 
are driven and informed by concerning statistics regarding the health of 
health professionals at all levels, from students to experienced clinicians.

Even at the point of student selection, there is evidence indicating that some 
may well already be at a higher risk of developing mental ill-health compared 
to their peers.1 Certain personality traits are a risk factor for mental ill-
health, for instance conscientiousness,2,3 and maladaptive perfectionism.4 
These same traits may also be seen as ‘desirable’ characteristics for future 
health professionals. Being a student in one of the health professions, may 
contribute to ill-health, now or in the future.5,6

There are many stressors alongside the workload, which contribute to this 
picture.7,8 For instance, financial stress in nursing students has been shown 
to be a predictor of both mental and physical health problems.9 Medical 
students at the University of Auckland report lower depression and anxiety 
scores and are more satisfied with life compared to students from other 
disciplines (nursing, health science and architecture).10

This is one of the few New Zealand studies which compares the mental 
health characteristics of medical students to other student groups. 
However it has also been reported that Asian medical students have 

lower satisfaction with social relationships compared with their non- Asian 
peers.11 In a qualitative study it was found that students felt clinicians would 
view them ‘as weak’ if they took time off when unwell.12

The health of the health professional may also be affected by their help-
seeking behaviour. It is well documented that students and staff perceive 
a variety of barriers to asking for help,13 often founded on fears of lack of 
confidentiality, and further influenced by habits such as self-prescribing or 
informal consultations with colleagues and peers.14,15

In terms of the medical profession the recent Consensus Statement 
defining aspirations as to The Role of the Doctor in New Zealand 
highlighted the importance of doctors maintaining their own health as well 
as being advocates for a health-promoting workplace for all staff: “Doctors 
accept responsibility to positively influence the culture and environment in 
which they work...exhibiting behaviours that are nurturing, supportive and 
respectful and which enable individuals and teams to flourish and enjoy 
their work...”16

The prevalence of health issues in the New Zealand health workforce is 
of concern. Up to 10% of doctors across disciplines display psychological 
symptoms 17–19 and there are similar trends reported in nurses and 
audiologists.20,21 One overseas study, which followed up doctors regularly 
in the 10 years following graduation, found that they had a lower life 
satisfaction than other people the same age.22

In New Zealand there is minimal research comparing the health of health 
professionals with others the same age and of the same socioeconomic 
bracket in the general population. However one study examining suicide 
rates reports that nurses and female pharmacists are at higher risk of 
suicide than other occupational groups including doctors.23

Whilst more research needs to be done to document the prevalence 
of illness in the New Zealand health workforce, it is clear that there is a 
problem. Issues of stress, burnout, staff retention and low morale persist, 
upheld by anecdotes and research.8,24

A disempowered workforce can languish in a state of learned helplessness 
which affects staff recruitment and retention.25,26 There is nothing to be lost 
and perhaps much to be gained by proactively taking steps towards change. 
Some of this has started to happen. There has been inter-professional 
leadership in the form of Health Workforce New Zealand, set up in 2009 to 
provide co-ordination and development of the health workforce. Although 
some direction may need to be provided at an institutional/system level, 
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there may be other smaller changes which can be accomplished by an 
individual.

Change to enable a move towards a more supportive culture has been 
called for,24,27 but in an era in which staff may feel undervalued it may be 
difficult to instigate. However research has shown that even establishing 
simple habits like eating regularly can make a difference to personal and 
professional practice.28

In summary, the HOHP conference reached the conclusion that the status 
quo is not acceptable because an unhealthy health practitioner workforce 
impacts on the effectiveness of the health workforce and on patient 
outcomes.29,30 The conference participants made a commitment to focus 
on some solutions and take action as outlined in Table 1.

LEVEL SOLUTIONS

At all levels

Establish one organisational framework or overseeing body for the health of 
health professional in New Zealand

Convene an annual multidisciplinary conference

Start a compassion revolution by joining Hearts in Health Care www.
heartsinhealthcare.com

Adopt a strength-based approach

Encourage improvement in collaboration and communication

Advocate for HOHP at a political and professional level

Advocate for de-stigmatisation and normalising of HOHP

Address the frequent negative dialogue by reframing issues positively

Establish programmes for early intervention and prevention

Assist in career matching - the process of finding a role that makes the most 
of a person’s innate strengths

Develop a culture of trust between health professionals and society and 
facilitate reasonable expectations

Develop a code of health rights or charter for health professionals and 
students

Individual

Encourage self-empowerment and personal responsibility for change

Role model ‘wellness’ in the community

Develop and implement a personal health toolkit: 
e.g. self-care contract as part of performance appraisal, own general 
practitioner, undertake supervision or mentoring, participate in Balint groups, 
retreat weekends and other groups

Organisational

Support managers to understand, embrace and act on HOHP

Develop a constructive cultural approach to managing errors

Encourage debate about what sort of leadership is needed and then 
implement effective leadership training programmes

Develop more support for practitioners at all transition points e.g. new 
managers, new graduates, new specialties, retirement

Develop organisational support for practitioner well-being

Introduce funding for supervision in work time

Implement healthy workplace practices for all

Educational

Support continuing research e.g. neurosciences, qualitative approaches

Develop and implement HOHP into health practitioner education

Encourage sharing of curriculum internationally and showcasing what works

Encourage a culture of support in students

Table 1. Recommended solutions and actions to improve the health of the New 
Zealand health workforce

It is important to acknowledge that we need to address these issues at 
all levels—from the individual through to all levels of health organisations, 
primary through tertiary, and in educational institutions. By collating the 
evidence, learning from colleagues, sharing ideas and research, we will 
initiate a dialogue which reaches across disciplines and countries, and is a 
call to action.

Competing interests: None declared.

Author information: Susan J Hawken, Senior Lecturer, Department of 
Psychological Medicine, Faculty of Medical and Health Sciences, University 
of Auckland; Peter Huggard, Director, Goodfellow Unit, Department of 
General Practice and Primary Health Care, Faculty of Medical and Health 
Sciences, University of Auckland; Patrick Alley, Director of Clinical Training, 
North Shore Hospital, Waitemata District Health Board, Auckland; Angela 
Clark, Professional Nursing Advisor, NZ Nurses Organisation, Auckland; 
Fiona Moir, Senior Lecturer, Department of General Practice and Primary 
Health Care, Faculty of Medical and Health Sciences, University of Auckland

Acknowledgements: We acknowledge the contributions of all participants 
at the HOHP Auckland 2011 conference.

Correspondence: Dr Susan J Hawken, Senior Lecturer, Department of 
Psychological Medicine, Faculty of Medical and Health Sciences, University 
of Auckland, Private Bag 92019, Auckland 1142, New Zealand. Fax +64 9 
373 7013; email s.hawken@auckland.ac.nz



The New Zealand Medical Student Journal Number 15 July 201221

REFERENCES

1.Zoccolillo M, Murphy GE, Wetzel RD. 
Depression among medical students. 
J Affect Disord 1986;11(1):91-6.

2.Tyssen R, Dolatowski FC, Rovik JO, et al. 
Personality	 traits	 and	 types	 predict	 medical	 school	 stress:	 a	 six-year	
longitudinal and nationwide study. 
Med Educ 2007;41(8):781-7.

3.Deary IJ, Watson R, Hogston R. 
A longitudinal cohort study of burnout and attrition in nursing students. 
J Adv Nurs 2003;43(1):71-81.

4.Enns MW, Cox BJ, Sareen J, et al. 
Adaptive	and	maladaptive	perfectionism	in	medical	students:	a	longitudinal	
investigation. 
Med Educ 2001;35(11):1034-42.

5.Dyrbye LN, Harper W, Durning SJ, et al. 
Patterns of distress in US medical students. 
Med Teach 2011;33(10):834-9.

6.Guthrie EA, Black D, Shaw CM, et al. 
Embarking	upon	a	medical	career:	psychological	morbidity	in	first	year	
medical students. 
Med Educ 1995;29(5):337-41.

7.Dyrbye LN, Thomas MR, Huntington JL, et al. 
Personal	life	events	and	medical	student	burnout:	a	multicenter	study.	
Acad Med 2006;81(4):374-84.

8.Perkins RJ, Alley PG, Petrie KJ, et al. 
Sources of stress and satisfaction in crown health enterprise senior 
medical staff. 
N Z Med J 1995;108(995):75-8.

9.Cuthbertson P, Lauder W, Steele R, et al. 
A	comparative	study	of	the	course-related	family	and	financial	problems	
of mature nursing students in Scotland and Australia. 
Nurse Educ Today 2004;24(5):373-81.

10.Samaranayake CB, Fernando AT. 
Satisfaction with life and depression among medical students in Auckland, 
New Zealand. 
N Z Med J 2011;124(1341):12-17.

11.Henning MA, Hawken SJ, Krageloh C, et al. 
Asian	Medical	Students:	Quality	of	Life	and	Motivation	to	Learn.	
Asia Pacific Education Review 2011;12(3):437-45.

12.Henning M, Krageloh C, Hawken S, et al. 
Quality	of	Life	and	Motivation	to	Learn:	A	Study	of	Medical	Students.	
Issues in Educational Research 2010;20(3):244-56.

13.Givens JL, Tjia J. 
Depressed medical students’ use of mental health services and barriers 
to use. 
Acad Med 2002;77(9):918-21.

14.Brimstone R, Thistlethwaite JE, Quirk F. 
Behaviour	of	medical	students	in	seeking	mental	and	physical	health	care:	
exploration and comparison with psychology students. 
Med Educ 2007;41(1):74-83.

15.Kay M, Mitchell G, Clavarino A, et al. 
Doctors	as	patients:	a	systematic	review	of	doctors’	health	access	and	
the barriers they experience. 
Br J Gen Pract 2008;58(552):501-8.

16.New Zealand Medical A. 
Consensus statement on the role of the doctor in New Zealand. 
N Z Med J 2011;124(1345):117-20.

17.Dowell AC, Hamilton S, McLeod DK. 
Job satisfaction, psychological morbidity and job stress among New 
Zealand general practitioners. 
N Z Med J 2000;113(1113):269-72.

18.Dowell AC, Westcott T, McLeod DK, et al. 
A survey of job satisfaction, sources of stress and psychological symptoms 
among New Zealand health professionals. 
N Z Med J 2001;114(1145):540-3.

19.Clarke D, Singh R. 
Life events, stress appraisals, and hospital doctors’ mental health. 
N Z Med J 2004;117(1204):U1121.

20.Kidd JD, Finlayson MP. 
Mental	 illness	 in	 the	 nursing	workplace:	 a	 collective	 autoethnography.
(Report). 
Contemporary Nurse 2010;36(1-2):21(13).

21.Severn MS, Searchfield GD, Huggard P. 
Occupational	 stress	 amongst	 audiologists:	 Compassion	 satisfaction,	
compassion fatigue, and burnout. 
International Journal of Audiology 2012;51(1):3-9.

22.Tyssen R, Hem E, Gude T, et al. 
Lower life satisfaction in physicians compared with a general population 
sample	:	a	10-year	longitudinal,	nationwide	study	of	course	and	predictors.	
Soc Psychiatry Psychiatr Epidemiol 2009;44(1):47-54.

23.Skegg K, Firth H, Gray A, et al. 
Suicide	by	occupation:	does	access	to	means	increase	the	risk?	
Australian and New Zealand Journal of Psychiatry 2010;44(5):429-34.

24.Paterson R, Adams J. 
Professional burnout – a regulatory perspective. 
N Z Med J 2011;124(1333):40-6.

25.Kirkham M. 
The culture of midwifery in the National Health Service in England. 
J Adv Nurs 1999;30(3):732-39.

26.Strasser R. 
How Can We Attract More Doctors to the Country? 
Australian Journal of Rural Health 1992;1(1):39-44.

27.Henning MA, Hawken SJ, Hill AG. 
The	quality	of	life	of	New	Zealand	doctors	and	medical	students:	what	
can be done to avoid burnout? 
N Z Med J 2009;122(1307):102-10.

28.Lemaire JB, Wallace JE, Dinsmore K, et al. 
Physician	nutrition	and	cognition	during	work	hours:	effect	of	a	nutrition	
based intervention. 
BMC Health Serv Res 2010;10:241.

29.Wallace JE, Lemaire JB, Ghali WA. 
Physician	wellness:	a	missing	quality	indicator.	
Lancet 2009;374(9702):1714-21.

30.Frank E. 
Physician health and patient care. 
JAMA 2004;291(5):637.


