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ABSTRACT 

Medical doctors and medical students experience increased prevalence of depression, 

anxiety, suicidality, suicide, stress, and burnout when compared to the general public.  Along 

with suffering from increased rates of psychosocial distress, medical students and medical 

doctors often do not seek medical help for their mental health symptoms and are left to suffer in 

silence. Nurse practitioner students face similar challenges as medical students, yet the literature 

has not explored the mental health status and needs of nurse practitioner students. Healthcare 

providers may feel unable to seek help for mental health conditions due to fear of losing their 

license or fear their professional reputation could be damaged, compounding the problem.  

The concept of building personal resilience in healthcare providers has emerged as a 

possible way to combat poor mental health and burnout in healthcare providers. Healthcare 

providers who are more resilient are less likely to suffer from poor mental health outcomes.  

The purpose of the project was to evaluate if nurse practitioner students suffer from poor 

mental health during their time in graduate education and if resiliency scores predict 

psychological well-being. Survey questions about help-seeking behaviors and validated surveys 

for depression, anxiety, suicidality, stress, burnout, and resiliency were administered to first, 

second, and third-year students before the start of fall semester 2017, and again near the end of 

fall semester 2017.  

Thirty-seven students completed the baseline assessment and 33 completed follow-up 

surveys. Depression and burnout scores increased significantly from baseline to follow-up, while 

other measures did not change significantly. Resiliency scores appeared to negatively correlate 

with depression, anxiety, and stress scores at baseline assessment.  
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At baseline, no students endorsed high-risk suicidal behaviors, and at follow-up, three 

students (9%) scored high risk. At follow-up, 15% of the sample met criteria for moderate to 

severe depression and 21% met criteria for moderate to severe anxiety, both of which would 

benefit from medical interventions.  

Study findings highlight the significant mental health challenges nurse practitioner 

students face during their education. Academic programs should recognize these difficulties and 

implement interventions to support student well-being during the academic training period. 
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CHAPTER ONE. INTRODUCTION AND PROBLEM STATEMENT 

 Extensive research has been conducted within the scientific community examining the 

psychological well-being of medical students (MS) during medical education. Compared to the 

general public, MS face significantly increased rates of psychological distress, which appear in 

the form of burnout, depression, anxiety, suicidality, and overall poor mental and emotional 

quality of life (Dyrbye, et al., 2011).  MS enter medical school with depressive symptoms, 

burnout, and quality of life scores better than that of age, gender, and education-matched control 

(Brazeau et al., 2014; Dyrbye et al., 2011). As soon as three months into medical school, studies 

have documented psychological distress dramatically increasing (Brazeau et al., 2014). This 

quick onset of psychological distress appears to be multi-factorial but is almost sure to be an 

inadvertent effect of the medical school experience. Despite the significant increase in 

psychological distress MS experience, less than a quarter of MS will seek medical help for their 

mental health symptoms (Tjia, Givens, & Shea, 2005). 

 Medical student distress likely does not resolve as a result of graduating and entering into 

practice. Roughly 50% of medical doctors (MD) are considered professionally burned out and 

are dissatisfied with their work-life balance (Shanafelt et al., 2015). The profession also suffers 

from increased rates of depression, substance abuse, and suicide (Gold, Sen, & Schwenk, 2013; 

Kuhn & Flanagan, 2017). On average, we lose one MD to suicide every day in the United States, 

which occurs at a rate higher than that of the general public (Schernhammer & Colditz, 2004). 

Medical professionals have an ethical, moral and legal duty to provide safe, quality care for the 

patients they serve. Healthcare provider well-being not only has personal implications but 

ultimately affects the patient in the form of increased medical errors and poor patient outcomes 

(Fahrenkopf et al., 2008; West, Tan, Habermann, Sloan, & Shanafelt, 2009). Healthcare provider 



 

2 

 

burnout creates unnecessary healthcare expense. A medical doctor experiencing burnout is twice 

as likely to leave their place of employment, and the estimated cost of replacing an MD can 

range from several hundred thousand dollars to upwards of one million dollars (Shanafelt, Goh, 

& Sinsky, 2017).  

 In response to the troubling statistics surrounding healthcare profession well-being, the 

National Academy of Medicine (NAM) has created an initiative, with the support of 130 multi-

disciplinary professional organizations representing medical doctors, nursing, pharmacy and 

dental professions, which aims to improve healthcare clinician well-being and resilience. 

Medical schools took notice of this issue many years ago and have been at the forefront of 

addressing healthcare student well-being. Resiliency training and wellness programs are being 

adopted into the curriculum of many medical schools with hopes of improving the well-being of 

students while in school and when they transition into practice. Research on the effectiveness of 

these programs is in its infancy. Past research has shown higher levels of resilience in MS, and 

healthcare professionals correlate to lower levels of psychological distress (Bacchi & Licinio, 

2017; Eley, Leung, Hong, Cloninger, & Cloninger, 2016; Thompson, McBride, Hosford, & 

Halaas, 2016; Waddimba et al., 2016).  

 While increasing amounts of research are being conducted regarding the psychological 

well-being of MS and MD, research examining the well-being of nurse practitioner students 

(NPS) is sparse. A review of the literature revealed one study which examined perceived stress 

of a group of twelve NPS (Maville, Kranz, & Tucker, 2004). Nurse practitioners are entering the 

workforce at a pace greater than MD, with over 20,000 new NPs entering into practice each year 

(American Association of Nurse Practitioners, 2018). Nurse practitioners have become a 

cornerstone of providing medical care in the United States, especially in rural locations where 
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MD are hard to recruit. NPS complete academic programs lasting anywhere from two to four 

years in duration. While in school, NPS are required to participate in time-intensive didactic and 

clinical learning experiences and complete a training program similar to that of MS. Upon 

graduating from school, nurse pracitioners have the same obligations to the patients they serve 

and share nearly the same practice environment and requirements as their MD colleagues.  

Project Significance   

 The findings from this project are meaningful for the educational experience of future 

NPS and may play a significant role in the curriculum delivered in NP programs. This project 

provides evidence for the need to monitor the well-being of NPS and create an academic 

environment that is supportive and protective of NPS well-being. Further research examining 

interventions which aim to support NPS well-being during the academic experience are needed 

based on the findings from this project. 
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CHAPTER TWO. LITERATURE REVIEW 

Depression and Healthcare Professionals 

 While there is little data available which examines the NP student experience, a great 

deal of research has been done exploring the well-being and academic experience of MS. One of 

the most extensively researched topics related to the MS experience is that of depression. 

According to the American Psychiatric Association (APA) (2017), depression, or major 

depressive disorder, is a medical condition characterized by feelings of sadness or lack of interest 

in activities one usually enjoys. Symptoms of depression may include loss of energy, trouble 

sleeping, changes in appetite, psychomotor retardation or increased purposeless physical activity, 

feelings of worthlessness or guilt, difficulty thinking or concentrating and thoughts of death or 

suicide. Risk factors for developing depression include biochemical, genetic predisposition, 

persons with low-self-esteem, and environmental exposures such as neglect, abuse, or poverty. 

Depression is a treatable condition with 80-90% of depression cases responding to medication 

and/or psychotherapy (APA, 2017). Prevalence rates of depression among the U.S. adult 

population is approximately 6.7% (NIMH, 2016). 

 In a large meta-analysis of over 200 studies examining rates of depression among MS, 

the prevalence of depression among MS is approximately 28% and ranged anywhere from 9% to 

43% among studies reviewed (Khan, Lin, & Mata, 2015; Mata et al., 2015; Rotenstein et al., 

2016). These numbers are significantly higher when compared to that of the general public, or 

when compared to age, sex, and education level matched controls. Studies examining depression 

in MS from a longitudinal approach saw rates of depression increase from pre-medical school 

rates that were better than that of the general public, to depression rates much higher than that of 

the general public. A median absolute increase in depressive symptom with the onset of training 
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was found to be 15.8% (Brazeau et al., 2014; Rotenstein et al., 2016). This dramatic increase 

happened as soon as three months after starting medical school, and rates appear to increase with 

time spent in a medical program (Sen et al., 2010). While no literature was found concerning the 

rates of depression among NPS, a study involving 1,353 nurse anesthetist students found that 

47.3% of students reported being depressed at some point during their school experience (Chipas 

et al., 2012).  

 One may assert that rates of depression may be higher in NPS compared to medical and 

nurse anesthetist students’ due to the high percentage of women in the NP field, with roughly 

92% of nurse practitioners being female (AANP, 2018). Female MS were more likely to 

experience depression while in medical training and depression prevalence increased by 36% 

when work-family conflict was taken into account (Guille et al., 2017). In the general public, 

women are twice as likely to develop depression when compared to male counterparts and are 

more likely to suffer from severe depression (APA, 2017; Albert, 2015; Schwenk et al., 2010). 

Other demographic and personal characteristics which may predispose students to developing 

depression include prior history of diagnosed or self-diagnosed depression, Caucasian ethnicity, 

adverse early family environment, having children, being employed during school, having high 

amounts of debt, lack of social support, experiencing a personal or family crisis occur during 

schooling, perceiving their learning environment to be negative, and lack of sleep (West et al., 

2009; Wimsatt, Schwenk, & Sen, 2015). The symptoms of depression, such as fatigue, difficulty 

concentrating, and lack of sleep may impair the learning ability of students or make it difficult to 

find the energy or motivation to complete coursework and keep up with other academic 

demands. 
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 While depression is a condition that has high treatment success, many MS will not seek 

help for their depressive symptoms due to the perceived stigma surrounding depression. Of those 

experiencing screening positive for depression, only 15.7% sought treatment (Rotenstein et al., 

2016). Students reporting more severe depression were more likely to stigmatize receiving 

treatment for depression (Schwenk et al., 2010). Students expressed thoughts of feeling less 

intelligent for seeking treatment, feared to appear personally weak and unable to handle 

academic expectations, devalued by peers, faculty, and their community, and fear of professional 

repercussions (Wimsatt et al., 2015). Students also felt they did not have access to treatment 

from a healthcare professional who would maintain their confidentiality and they lacked the time 

or financial resources to seek treatment (Schwenk et al., 2010; Zisook et al., 2016). Help-seeking 

behaviors may be lower among MS compared to graduate-level nursing students. Studies 

examining MS help-seeking behaviors found only 29% to 40% of MS experiencing 

psychological distress sought professional help (Dahlin & Runeson, 2007; Givens & Tjia, 2002; 

Gold, Johnson, Leydon, Rohrbaugh, & Wilkins, 2015). Approximately 56.6% of nurse 

anesthetist students who experienced depressive symptoms sought professional help (Chipas et 

al., 2012; Gold et al., 2015). An investigation into depressive symptoms and help-seeking 

behavior among nurse practitioner students is needed as there is no available literature which 

examines depression in NPS.  

Suicidality and Healthcare Professionals 

 Treating depression in healthcare professionals could mean the difference between life 

and death. Depression and suicidal ideation share a close relationship, with studies showing a 

positive depression screen to be the strongest independent factor associated with suicidal ideation 

in MS (Dyrbye et al., 2015; Khan et al., 2015; Zisook et al., 2016) Perhaps the most disturbing 
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statistic surrounding medical student well-being is that of suicidality. A systemic review and 

meta-analysis of suicidal ideation occurring in MS found suicidal ideation to occur in 

approximately 11.1% of MS with prevalence across studies ranging from 7.4% to 24.2%, 

respectively (Rotenstein et al., 2016). MS may also participate in non-suicidal self-injury, with 

one study finding up to 14% of MS exhibited this type of behavior (Allroggen et al., 2014). Rates 

of medical student suicide are unknown, but numerous case reports exist documenting individual 

cases of student suicide. Rates of suicidality among NPS are unknown as no studies have 

examined this population. A large study examining suicidal thoughts of nurse anesthetists 

students revealed 21.2% of students had suicidal ideation during their time in school (Chipas et 

al., 2012).  

 Causes of suicidal ideation are likely multi-factorial and unique. In a large, multi-institute 

study of MS, with each additional form of psychological distress, the risk for suicidal ideation 

increased. Within that sample, 81% of students reported one or more forms of distress (Dyrbye et 

al., 2010). Female students are at a higher risk for suicidality when compared to males and is also 

true in regard to MD suicidality (Zisook et al., 2016). Rates of suicide appear highest among 

female providers, with a risk of suicide 130% higher than that of the general public 

(Schernhammer & Colditz, 2004). Male physicians also remain at high risk for suicide, with 

suicide rates 70% higher than non-physician males (Schernhammer & Colditz, 2004).  Medical 

doctors are also 1.4-2.3 times more successful at completing suicided compared to the general 

public (Schernhammer & Colditz, 2004). Roughly 400 MDs commit suicide every year in the 

United States, with lethal drug overdoses and firearms being the most common suicide methods 

used. Post-mortem toxicology reports often find alcohol and medications, such as 

benzodiazepines and other controlled substances, present in MD who commit suicide, but do not 
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usually find anti-depressants (Gold, Sen, & Schwenk, 2013). Researchers feel MD suicide deaths 

are likely under reported due to sympathetic colleagues certifying death.  

 In a survey of over 4,000 MS, 32% met criteria for alcohol abuse/dependence (Jackson, 

Shanafelt, Hasan, Satele, & Dyrbye, 2016). Among nurse anesthetist students seeking help for 

depression, 29.3% reported using alcohol, 11.7% reported using antidepressants, and 40.1% 

reported using an over-the-counter or prescription sleep aid to manage their sleep-associated 

symptoms of depression (Chipas et al., 2012). These findings may be an indication that 

substance use and inappropriate use of prescription drugs may be common practice among 

healthcare professions attempting to manage their psychiatric symptoms.  

Stress and Healthcare Professionals 

 When elicited, the stress response is meant to protect humans from threats that are 

viewed as potentially dangerous to an individual. Stressful events activate the sympathetic 

nervous system and hormones, such as cortisol, norepinephrine, and epinephrine, are released 

within the body to assist with the stressful stimuli. In short durations, these hormones are helpful 

to the body. When the body endures many months or years of chronic stress, these hormones can 

be damaging to the body. Chronic stress has been linked with increased risk for heart disease, 

high blood pressure, diabetes, chronic pain, depression, anxiety and other illnesses (Ahirwar et 

al., 2016; Hannibal & Bishop, 2014).  

 Some amount of stress is likely to be associated with any academic program, but for 

those entering healthcare training programs, such as medical school or advanced nursing practice 

programs, the level of stress students experience appears high and is chronic. Prevention, or early 

recognition, of increased stress could serve as a form of prevention against psychological distress 

in MS. Biochemical evidence exists suggesting diurnal salivary cortisol blunting occurs in MS 
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(Tseng, Iosif, & Seritan, 2011). Cortisol blunting occurs when the body is exposed to prolonged 

periods of stress and the body essential gets burned out, and lower than normal levels of cortisol 

are produced. When cortisol blunting occurs, one is not able to mount the needed cortisol 

response; therefore, cortisol may not be helpful to the individual when they need to deal with a 

stressful stimulus. Cortisol blunting has been linked to increased risk for mental health 

conditions such as depression and anxiety and is commonly observed in cancer patients (Saban, 

Mathews, Bryant, O'Brien, & Janusek, 2012). 

 In approximately 80% of major depressive episodes, a stressful life event precedes the 

onset of depressive symptoms and remains the strongest risk factor for developing a depressive 

episode (Guille, Clark, Amstadter, & Sen, 2014). For MS, stress may cause feelings of 

hopelessness, fear, incompetence, anger, guilt and may lead to other psychological conditions, 

such as depression (Dyrbye et al., 2011). Perceived high stress in MS varies across studies, as did 

tools used to measure stress. In a study of over 2,200 MS, 48.6% of students reported high levels 

of stress, according to the Perceived Stress Scale, which was greater than ½ standard deviation 

than that of age-matched controls (Dyrbye et al., 2011) Other studies show rates of high stress 

vary, with a prevalence rate of approximately 58% in U.S MS and international ranges between 

20.9% and 90%, respectively (Fares, Al Tabosh, Saadeddin, El Mouhayyar, & Aridi, 2016).  

 In the only study found which examined a dimension of NPS well-being, a group of 12 

students was interviewed about their feelings of stress, causes of stress, and areas of support. 

Fifty percent of students reported stress that was above average and 41.7% reported their current 

level of stress to be the highest ever in their life. Students also endorsed low levels of support 

from faculty members and found time management to be the most distressing aspect of their 

schooling. Students felt inadequate or ill-prepared due to trying to manage family, work, and 
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academic obligations. Students felt they were not able to complete academic work to their full 

potential due to lack of time (Maville et al., 2004).  

Anxiety and Healthcare Professionals 

 Anxiety disorder affects nearly 30% of adults at some point in their life and may impact 

job and school performance and interfere with relationships. Generalized anxiety disorder is 

characterized by excessive anxiety or worry that lasts for several months. Along with feelings of 

worry, physical and mental manifestations may also be present and can include restlessness, 

feeling wound up or on edge, easily fatigued, difficulty concentration, irritability, muscle 

tension, difficulty controlling worry, and sleep problems (NIMH, 2016).  

 Medical students appear to suffer from rates of anxiety at levels significantly higher than 

that of the general public (Dyrbye, Thomas, & Shanafelt, 2006). Few studies have been 

conducted in recent years examining generalized anxiety in the medical school population. One 

recent study of approximately 450 MS found rates of anxiety to be around 20%, which is 

significantly higher than the 2.3% prevalence of anxiety found in age-matched controls (Mousa, 

Dhamoon, Lander, & Dhamoon, 2016).  

 Some of the activities medical and nursing students partake in could be contributing to 

anxiety, such as increased alcohol and caffeine intake and lack of physical activity. In a large 

study focused on stress in nurse anesthetist students, students reported many symptoms that may 

be indicative of generalized anxiety disorder. Sixty-four percent of students reported feeling 

agitated, anxious or irritable great than one time per week (Chipas et al., 2012). Other weekly 

occurring symptoms endorsed by a large number of students surveyed included annoyance by 

trivial things, food cravings, decreased concentration, gastrointestinal reflux, impatient with 

others, mood swings, nervousness, overuse of alcohol, and sleep disturbance (Chipas et al., 
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2012). Many of these symptoms are inclusive of diagnostic criteria for generalized anxiety 

disorder.  

Burnout and Healthcare Professionals 

 Chronic stress is recognized as a precursor to burnout. Occupational burnout, also known 

as burnout syndrome, is caused by prolonged exposure to chronic emotional and interpersonal 

stressors in an occupational setting and is further defined by feelings of exhaustion, cynicism, 

and lack of achievement (Maslach, Schaufeli, & Leiter, 2001). Of the three dimensions of 

burnout, the feeling of physical exhaustion is the most recognizable and widely reported 

dimension. Cynicism, or depersonalization, is defined as a cognitive distancing from work and 

work relationships. Burnout may manifest as healthcare providers viewing patients as merely 

objects and not as unique and valuable and may result in loss of care and compassion for 

patients. The third dimension of burnout, reduced personal accomplishment, is thought to be a 

result of exhaustion and cynicism and results in job dissatisfaction. Feelings of accomplishment, 

purpose, and importance of one’s work may be lost.   

 Healthcare industry jobs are associated with higher rates of burnout due to common job-

related stressors encountered by many in the profession. Healthcare professionals often work 

long hours with heavy workloads, which can cause physical exhaustion. Patient unhappiness, 

death, healthcare system demands, immense responsibilities related to the provider role, and time 

away from family are all recognized among healthcare workers experiencing burnout. Anxiety 

and depression share a relationship with burnout and may be confused with burnout syndrome. 

Burnout is specific to occupational demands, while depression and anxiety are all-encompassing 

of one’s personal life. It is recognized that a history of anxiety or depression may predispose one 

to burnout and indeed these conditions can co-exist (Maslach et al., 2001).  
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 A review of studies examining MS burnout from 1990-2015, found the average rate of 

student burnout to be around 50% (Dyrbye & Shanafelt, 2016). Burnout in MS can increase the 

risk for numerous poor outcomes. The personal side effects of burnout are documented to 

include serious thoughts of dropping out of medical school, abuse or dependence on alcohol, 

depression, suicidal ideation, high levels of perceived stress, diminished professional qualities, 

and increase in academic dishonesty (Dyrbye & Shanafelt, 2016; Dyrbye et al., 2011; Dyrbye et 

al., 2010; Jackson et al., 2016).  

 Burnout in MS potentially impacts the safety of patients. Students who are experiencing 

burnout report higher rates of depersonalization and emotional exhaustion, lower rates of 

empathy and altruistic views, and were more likely to view patient situations with cynicism 

(Dyrbye & Shanafelt, 2016; Paro et al., 2014). Students experiencing high levels of burnout 

endorsed more self-perceived medical errors (West, Halvorsen, Swenson, & McDonald, 2013) 

and were more likely to be dishonest about patient situations, such as reporting abnormal 

physical exam findings as normal or delaying the ordering and reporting of lab results (Dyrbye et 

al., 2010).  

 Demographic and personality characteristics have been identified of those most 

susceptible to burnout. Demographic characteristic for burnout in the general public includes 

single males, those younger than 30, early stage of career, and higher education status (Maslach 

et al., 2001). Personality characteristics include those with low levels of hardiness, poor self-

esteem, an external locus of control, and avoidant coping styles (Maslach et al., 2001). In the MS 

population, demographic characteristics and risk factors for burnout includes female sex, history 

of depression, personal or family member illness, family-related stress, financial concerns, high 

educational debt, working while in school, use of avoidant-oriented coping strategies, and lack of 
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time for family and social interactions (Lapinski, Yost, Sexton, & LaBaere, 2016; Michalec & 

Keyes, 2013; Santen, Holt, Kemp, & Hemphill, 2010; Thompson et al., 2016).  

 Individual strategies that may lower the risk of student burnout includes creating a 

personal plan to finding meaning in the work students are engaged in, maintaining a positive 

outlook, making time for rest and leisure activities, building a close social network with family 

and friends and viewing self-care activities as a high priority (Dyrbye et al., 2015; Dyrbye & 

Shanafelt, 2016). The academic environment also appears to play a role in burnout. Viewing the 

learning environment as negative, feeling mentors and faculty members do not see the 

educational experience as a priority, and lack of timely and routine feedback all appear to 

increase the risk of burnout for MS (Dyrbye & Shanafelt, 2016; L. Dyrbye & T. Shanafelt, 2016; 

Reed et al., 2011).  

 Graduating from medical school does not immediately remove the distress imparted by 

the academic rigors expected of students. Nearly half of graduating MS are burned out and are 

suffering from high rates of depressive symptoms and low mental quality of life at the time of 

graduation (Dyrbye et al., 2011) When they enter practice, they will once again face factors that 

lead to high rates of burnout, depression, and suicidality (Kuhn & Flanagan, 2017).  

Help-seeking Behavior for Psychological Distress 

 While MS and healthcare providers understand the pathophysiology of mental health 

conditions and direct patient care of mental health conditions, MS and MD often do not seek care 

for their personal mental health conditions (Dyrbye et al., 2015; Kuhn & Flanagan, 2017; 

Wimsatt et al., 2015). MS report a lack of help-seeking for mental health conditions because they 

fear stigma and that they will be perceived as unable to handle responsibilities by their peers and 

mentors (Dyrbye et al., 2015).  
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 Medical providers are less likely to seek help for mental health conditions than the 

general public and self-report studies examining mental health conditions in health care 

providers may produce significantly lower estimates of mental health conditions among this 

profession due to under-reporting (Kuhn & Flanagan, 2017). Providers may avoid seeking 

mental health services for fear of being deemed unfit to continue practicing and having 

restrictions placed on their medical practice license. When renewing a medical license, questions 

about mental health history are asked as part of the renewal process. Healthcare colleagues or 

those providing direct care to a healthcare professional have an ethical obligation to report those 

whom they feel are unsafe to practice (Kuhn & Flanagan, 2017). 

Resilience: A Protective Skill 

 In the past 20 years, research investigating causes and solutions to medical student and 

physician distress has increased significantly. While there is much research available 

demonstrating the poor psychological health of MS and MD, research investigating how to 

prevent these outcomes is in its infancy. Causes of and risk factors for psychological distress in 

MS appear individual, unique, and multi-factorial, which makes creating interventions that will 

benefit each unique student’s situation difficult. Emerging from the research among medical 

student and healthcare provider well-being is the protective influence resilience appears to play 

in reducing psychological distress in these populations. Numerous research studies have found a 

direct correlation between high levels of resilience and low levels of psychological distress and 

burnout, and high levels of career satisfaction among MS and healthcare professionals (Bacchi & 

Licinio, 2017; Eley & Stallman, 2014).  

 The concept of human resilience started appearing in psychology literature in the 1970’s. 

The empirical definition of human resilience, often categorized as a personality trait in the 
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literature, lacks a universal definition. Examples of definitions in the literature which reference 

resilience include the ability to bounce back, rise above, adapt or adjust to change and adversity 

(Aburn, Gott, & Hoare, 2016), a set of personal characteristics that allow one to thrive when 

faced with adversity (Connor & Davidson, 2003) or a phenomena in which good outcomes occur 

in the face of serious threats to adaptation or development (Masten, 2001). 

 Initially, researchers were fascinated by the ability of children to thrive and prosper 

despite enduring poor social situations, such as war, poor socioeconomic status, single-parent 

families and other traumatic experiences (Howe, Smajdor, & Stöckl, 2012; Masten, 2001). 

Resilience was thought to be an inherent trait which one was born with, and people with this trait 

were seen as “invincible” (Masten, 2001). As research progressed in this area, resilience was 

surprisingly identified as an ordinary personality trait of which one can be taught skills to 

enhance their level of resilience (Masten, 2001). People with the highest levels of resilience are 

thought to be resistant to psychological distress due to their ability to self-regulate their 

emotions. Higher levels of resilience also share an inverse relationship with chronic health 

conditions such as glycemic control and depression severity (Cal, Sá, Glustak, & Santiago, 

2015). Characteristics of a resilient person include a generally positive outlook on life, having 

self-love and confidence in one’s abilities, a belief that most situations work out for the best, and 

a feeling that their life has a purpose (Connor & Davidson, 2003).  

 Research examining student resilience and how it relates to psychological distress during 

medical school found resilient students were less likely to experience depression, had 

experienced fewer stressful life events, reported high levels of social support, low levels of 

stress, used approach-oriented coping skills, and perceived their learning climate to be more 

positive (Bacchi & Licinio, 2017; Dyrbye & Shanafelt, 2016; Dyrbye et al., 2010; Thompson et 



 

16 

 

al., 2016) Overall, MS appear to have lower levels of resilience compared to the general public 

(Houpy, Lee, Woodruff, & Pincavage, 2017). Students who felt comfortable discussing stress 

and burnout with peers exhibited higher resilience.  

 High levels of resilience also appear to be protective of practicing MD and nurses. 

Medical doctors and nurses displaying higher levels of resilience were less likely to experience 

burnout, depression, depersonalization, and had greater work satisfaction and better uncertainty 

tolerance (Mealer et al., 2012; Waddimba et al., 2016; Zwack & Schweitzer, 2013). Work 

environments that appear supportive of resilience are those with lighter workloads and have a 

greater number of colleagues (Waddimba et al., 2016). 

Interventions and Recommendations for Prevention 

 Researchers in the field of medical student distress have offered many opinions and 

recommendations for possible interventions to prevent psychological distress in MS. While many 

intervention recommendations exist, research deploying interventions and documenting their 

effectiveness is only recently appearing in the literature. Of the interventions implemented, only 

small, single-institution studies exist which examine intervention outcomes. Medical schools 

around the country are being encouraged to implement curriculum directed at reducing student 

burnout. Curriculum strategies being implemented by medical schools include emphasis on self-

care, mental health and wellness programs, teaching resiliency skills, mentorship programs, 

conversion to pass-fail grading system, curricular restructuring, early recognition of 

psychological distress via periodic mental health assessment, yoga, and mindfulness training 

(Dyrbye et al., 2011; Moir, Henning, Hassed, Moyes, & Elley, 2016; Pandey, Singh, & Haider, 

2016; Wasson et al., 2016; Williams, Tricomi, Gupta, & Janise, 2015). Future high-quality 

studies evaluating the effectiveness of these interventions is needed (Wasson et al., 2016).  
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 Medical schools and healthcare institutions have trialed programs aimed at raising 

awareness of the prevalence of mental health issues in medical providers and students and as a 

result have offered programs to address these issues. A program developed and launched by the 

University of California San Diego provided MS and physicians with an annual wellness check. 

The check consisted of a confidential, 35-question, internet-based mental health assessment 

which examined levels of stress, depression, and suicidal thinking. While only 8% of invited 

respondents completed the assessment, 11% of respondents were referred onto to mental health 

services and five of the six who reported seeking follow-up services reported improvement in 

their symptoms (Haskins et al., 2016) 

 Building student resilience skills has been the most predominate theme in the literature 

surrounding interventions for MS. Top medical schools across the United States such as the 

Vanderbilt Medical School, Mayo Clinic School of Medicine, Stanford University School of 

Medicine, and Duke University School of Medicine, have implemented interventions focused on 

building student resilience and are in the early stages of measuring outcomes and replicating 

findings. Thus far, results have been promising (Moir et al., 2016; Thomas, Haney, Pelic, Shaw, 

& Wong, 2011). Small studies examining resilience-building interventions implemented with 

nurses and MDs have shown promising results, but need larger scale reproduction (Sood, Prasad, 

Schroeder, & Varkey, 2011).  

 Not only is the importance of resilience being recognized by medical schools, 

professional associations recognize the importance of building resilience for medical 

professionals. The American Medical Association offers the STEPS Forward™ program, which 

is an online module for MD specific to building resiliency skills. The National Academy of 

Medicine is embarking on a four-year action collaboration, working with a multi-disciplinary 
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team to bring all key players in healthcare together to improve the well-being and resilience of 

all healthcare professionals. The focus of the collaboration has been on reducing electronic 

medical chart burden, improving working conditions, and decreasing time spent on activities 

outside of providing direct health care, such as documenting and working with third-party 

payers. While the action collaboration is in its early stages of development, they are eager to 

investigate and work on fixing any part of healthcare that leads to poor outcomes for healthcare 

providers, as they know this ultimately impacts the care of the patients being served.   

Theoretical Framework 

 While some students experience psychological distress during their schooling, other 

students will not experience these outcomes. With the same academic expectations, what sets the 

psychologically distressed students apart from those who do not experience psychological 

distress? While the answer to this question is likely multi-factorial, much distress and burnout 

experienced by students may be related to their cognitive appraisal of individual situations, 

whether personal or professional, encountered during their schooling experience.  

 In 1984, Richard Lazarus and Susan Folkman developed the Transactional Model of 

Stress and Coping and it remains a cornerstone of stress and coping research (Lazarus & 

Folkman, 1984). The basis of this theory describes, first, an interaction between an individual 

and their environment, which is considered a potential stressor. This interaction with the 

environment is appraised by the individual as positive or negative. Appraisal of the situation by 

the individual is dependent on the meaning of the stimulus to the individual.  If the interaction is 

appraised by the individual as positive, there is no stress response. If the interaction is appraised 

initially as negative, a secondary appraisal occurs, and the individual looks for coping options or 
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ways to turn the interaction from negative to positive. If no reasonable options are acknowledged 

by the individual, the result is a negative appraisal, and a stress response is created. 

  An example of such an event may be if two students complete the same assignment and 

receive the same grade and feedback from their teacher, the individual student encountering the 

interaction will uniquely appraise this interaction. The first student, Student A, understands they 

are learning, and they will not always know the right answers. They appreciate the feedback 

from their teacher as it was fair and constructive. They’ve also had many positive interactions 

with their teacher and believe their teacher cares about them and wants to see them succeed. 

Student A walks away with positive feelings about the assignment and no stress response.  On 

the other hand, Student B is concerned they won’t receive the best grade in the class as a result of 

this assignment. They feel their teacher doesn’t care about their learning experience and views 

them as a poor student as a result of this assignment and the student feels embarrassed.  A 

secondary appraisal of the event results in a stress response due to an inappropriate appraisal by 

Student B or an inability to believe and rely on one’s own past successes and outcomes. Student 

B walks away with a negative experience that results in a stress response.  

 While it may be the same stressor each student was exposed to, each student will interpret 

the situation using their learned coping skills or what appears to be true, based on their cognitive 

assessment of the situation. Often, the cognitive assessment made is one that is imagined and 

false. For example, the teacher doesn’t think Student B is a poor student and feels the student is 

one of the brightest students in the class. In this case, the student has created an appraisal of the 

situation that is indeed untrue, yet in their mind, their negative appraisal of the situation feels 

true.  



 

20 

 

 Lazarus and Folkman’s theory provides a possible explanation for the concept of 

resilience in healthcare professionals. Students and healthcare providers who are more resilient 

are less likely to burnout or have psychological distress. The stress response is often not 

triggered, such as the case with Student A, when a stressor appears. Resilient individuals are able 

to appraise the situation from a more positive point of view and call on their past positive 

experiences and learned coping mechanisms to avoid triggering the stress response. Resilient 

individuals tend to have a strong belief in their own abilities and are able to look outside of a 

situation and realize most stressors are just a small, temporary setback. Those who are less 

resilient may find it difficult to recall past coping mechanism, and a negative cognitive appraisal 

of the situation may occur.  Individuals lacking resilience are more likely to see a stressful 

situation as all-encompassing. They may have a difficult time believing in their capabilities and 

skills, and problems feel much larger and significant than they may truly be.  

Organization Strategic Goals 

 The study took place at a midwestern school of nursing which offers a Bachelor of 

Science in Nursing and Doctor of Nursing Practice degrees. The project served as a first step in 

evaluating the well-being of current students. By conducting the project, the potential risk NPS 

face for poor mental health and well-being during their academic career is acknowledged and 

future steps to promote student well-being can be established based on study findings.  An 

essential skill of a dynamic healthcare provider would be one who can effectively cope with the 

challenges they face in their personal life along with academic and professional demands. NPS 

are expected to provide safe and effective care for the patients they serve, while preserving one’s 

own well-being. Supporting the mental health and well-being of students should be a priority of 
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any academic program as personal well-being is an essential skill to thriving in the professional 

work environment. 
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CHAPTER THREE. DESIGN 

 A longitudinal design was used to examine changes in first, second, and third year NPS 

mental health and well-being as students progressed through an academic semester. The study 

collected baseline data, which was collected before the start of fall 2017 classes, and follow-up 

data, which was collected prior to the end of fall semester. Studies examining MS well-being 

before starting medical school saw well-being better than that of the general public and a 

dramatic decline in those numbers had been documented as soon as three months into medical 

school. (Liselotte N. Dyrbye, Christine Moutier, et al., 2011).  An additional follow-up 

assessment will be conducted near the end of spring semester 2018 to further assess 

psychological changes over time with this cohort of students. Each assessment time point utilized 

the same validated tools, demographics, and mental health history questions to assess 

psychological well-being (see Appendix B for survey). 

 

Figure 1. Logic Model 

Inputs

•Faculty & student time

•IT resources (surveying software, statistical software)

•Assessment tools

•Participant time

Intervention

•Assessment of DNP student psychological  well-being and resilience 

Activities

•Assessment of psycholgical well-being at baseline, fall semester and spring semester

•Assessing symptoms of depression, anxeity, stress, burnout & suicidality

•Assessing level of resilience

Outputs

•New data examining NP student psychological well-being in regard to: 

•Depression, anxiety, suicidality, stress, burnout, and mental health seeking behaviors

• Correlation between resilience and psychological well-being

Outcomes

•Evaluate if NP students face psychological distress 

•Examine correlations between psychological distress and resilience

•Disseminate results to faculty and students

•Raise awareness for psychological distress among NP students 
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Project Objectives 

 Objective One: Examine first, second, and the third year NPS psychological distress at 

the start of the academic year and evaluate for changes in distress after one academic semester. 

The results from this project provide valuable insight into the psychological well-being of NPS 

in one academic program. Psychological distress was measured using validated tools for 

depression, anxiety, suicide, stress, burnout, and a self-created mental health help-seeking 

behaviors questionnaire, which will be discussed in more detail in the Evaluation Plan section. 

 Objective Two:  Examine level of resilience in NPS and examine if resilience correlates 

negatively with the psychological distress at baseline and follow-up assessment. According to 

the literature on resilience and MS, more resilient students experience lower rates of 

psychological distress, burnout, and have a better quality of life. This project examined if this 

relationship is consistent with NPS.  

Subjects, Setting, and Resources 

 A convenience sample of first, second, and third year Doctor of Nursing Practice students 

from a Midwestern School of Nursing was invited to participate in the study. Students spend a 

total of eight academic semesters, including fall, spring, and summer semesters, completing this 

particular NP program. Students spend four to eight hours per week attending in-person class. 

Several students enrolled in the program live in rural communities and commute to class each 

week.  In just under three years, students will complete 86 academic credits, 1000 clinical hours, 

and complete a scholarly project.  

 In total, 46 students were eligible to participant in the study.  Email invitations were sent 

via the surveying software Qualtrics©, a web-based internet surveying tool that is available and 

free to use for students of the university.  A computer with internet access is a program 
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requirement for NPS, ensuring that all students who were invited to participate had an equal 

opportunity to complete the survey.  

 Two of the validated tools used in the survey were purchased by the investigating 

student. The total cost to utilize the CD-RISC and MBI tool was $340, respectively. No other 

costs were encountered as a result of the study.  

Timeline of Project Phases 

 Following IRB approval in July 2017, NPS were sent an invitation via email to 

participate in the survey. The baseline assessment was administered before the beginning of fall 

classes, in mid-August 2017, and students were able to complete the survey into the first week of 

classes. The second survey was disbursed near the end of November 2017 and responses were 

accepted into the last week of classes for the semester. Once the survey was sent to students, a 

periodic reminder email was sent to students requesting them to complete the survey.  

Assessment Tools 

Patient Health Questionnaire (PHQ-9) 

 Depressive symptoms and current suicidality will be measured using the PHQ-9. The 

PHQ-9 is a brief, self-administered, nine-item questionnaire designed to detect clinical 

depression and severity based on the nine diagnostic criteria for clinical depression according to 

the Diagnostic & Statistical Manual of Mental Disorders, 4th edition (DSM-VI) (Kroenke, 

Spitzer, & Williams, 2001). Validated in 2001, the PHQ-9 was intended to provide healthcare 

providers with a time-conscious tool to diagnose clinical depression. Construct validity was 

established using the Short-Form General Health Survey, and criterion validity was assessed 

against structured mental health interviews. Scoring of the PHQ-9 is based on a 4-point Likert 

scale, with “0” being “not at all” and “3” being “nearly every day.” Respondents are asked to 
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rate their feelings over the past two weeks, using the 0-3 rating system, for each of the nine 

diagnostic criteria. Response scores are added together, and a total score determines the level of 

depression severity. Mild depression is considered a score between 5-9, moderate depression is a 

score of 10-14, moderately severe depression is a score between 15-19, and severe depression is 

a score of 20-27, respectively (See Appendix B for survey). PHQ-9 scores ≥10 are 88% sensitive 

and 88% specific for major depression. With increasing scores on the PHQ-9, there is also a 

negative correlation with functional status of the respondent (Kroenke et al., 2001). Current 

suicidality is also assessed using the PHQ-9 tool.  

 The PHQ-9 is a desirable tool used in the clinical and research setting as it takes 

approximately one minute to complete, is highly sensitive and specific, and is a free source. A 

majority of studies examining depression in MS utilized the PHQ-9. Of the studies which used 

the PHQ-9, the prevalence of moderate to severe depression was approximately 20.8% in MS 

(Mata et al., 2015).  Prevalence rates of depression among the U.S. adult population is 

approximately 6.7% (NIMH, 2016). 

Generalized Anxiety Disorder Scale (GAD-7) 

 The GAD-7 is a seven-item, self-report questionnaire developed for clinical and research 

use as a way to quickly detect generalized anxiety disorder (GAD) (Spitzer, Kroenke, Williams, 

& Löwe, 2006). Similar to the PHQ-9, the GAD-7 uses DSM IV established criteria to screen for 

GAD. Respondents are asked to rate their symptoms over the past two weeks on a 4-point Likert 

scale, with “0” corresponding to “not at all” and “3” corresponding to “nearly every day.” Scores 

for each of the seven items are added together to form a composite score. A score of 0-4 likely 

signifies minimal anxiety, 5-9 is mild, 10-14 is moderate, and a score between 15-21 indicates 

severe anxiety, respectively. GAD-7 scores ≥10 are 89% sensitive and 82% specific for detecting 
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GAD. The measure has good internal consistency, with a Cronbach’s alpha 0.79-0.91. The GAD-

7 also has good specificity and sensitivity for detecting panic disorder, social anxiety disorder, 

and post-traumatic stress disorder (Spitzer et al., 2006). 

Suicidal Behaviors Questionnaire-Revised 

 The Suicide Behaviors Questionnaire-Revised (SBQ-R) is a four-item, self-administered 

questionnaire which assesses lifetime suicidal ideation and suicide attempts, the frequency of 

suicidal ideation over the past 12 months, the threat of suicide attempt, and the likelihood of 

suicidal behavior in the future (Osman et al., 2001). Suicide risk is determined by the total score 

of the scale (See Appendix B for survey). Each question response ranges from no endorsement of 

suicidal ideation to very high-risk response for suicidality. Total survey score risk was used to 

determine risk for suicidal behaviors. Anyone scoring greater than seven, out of a total of 18, on 

the scale is considered high risk for suicidal behaviors, which was 93% sensitive and 95% 

specific for identifying individuals at high risk for suicidal behavior (Osman et al., 2001).  

Perceived Stress Scale  

 The Perceived Stress Scale (PSS) is the most widely used psychological measures 

available which rates individual perception of stress. The PSS is a 10-item self-report measure 

examining stress perception over the past month (Cohen, Kamarck, & Mermelstein, 1983). The 

PSS has a Cronbach’s alpha score of 0.84-.086, respectively, and test to re-test reliability is 0.85. 

When compared with other measures examining stress, correlation of the PSS ranged between 

0.52-0.76 The PSS uses a 5-point Likert scale with “0” corresponding to “never” and “4” 

corresponding to “very often.” The higher the total score for the measure, the greater the level of 

self-perceived stress. Scores can range from 0-40. A score of 0-13 would indicate low stress, 14-

26 correlates to moderate stress, and 27-40 represents high levels of perceived stress.  
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Maslach Burnout Inventory – Student Survey 

 The Maslach Burnout Inventory (MBI) is the most extensively used measure to examine 

occupational burnout in professions that spend a majority of their time working with people. The 

MBI has several validated and reliable scales which aim to evaluate individual burnout in general 

work environments and burnout occurring in different specialty populations such as healthcare, 

education, and students (Maslach & Jackson, 1981). The project utilized the MBI student 

inventory, which is a 16-item, self-administered survey in which respondents are asked to rate 

their feelings about their academic work (Schaufeli, Salanova, González-romá, & Bakker, 2002). 

 The MBI is comprised of three subscales and includes students’ feelings of exhaustion, 

cynicism about academic work, and feeling of academic accomplishment (Maslach, Jackson, 

Leiter, Schaufeli, & Schwab, 2016). A 7-point Likert rating scale is utilized with “0” 

corresponding to “never” and “6” corresponding to “every day.” Scores can be added or 

averaged for each subscale. Higher levels of burnout correlate to higher scores on the exhaustion 

and cynicism sub-scales, and a lower score on the professional efficacy sub-scale.  

Connor-Davidson Resilience Scale (CD-RISC) 

 The Connor-Davidson Resilience Scale (CD-RISC) is the most widely used scale which 

measures the resilience of individuals. The CD-RISC is a 25-item, self-administered 

questionnaire which uses a 5-point Likert scale rating from 0-4, with “0” corresponding to “not 

true at all” and “4” corresponding to “true nearly all of the time” (Connor & Davidson, 2003). 

Scoring of the scale ranges from 0-100, with higher scores indicative of greater resilience. 

Internal consistency for the scale yielded a Cronbach’s alpha score of 0.89 for the full scale. 

Test-retest reliability in clinical trials demonstrated interclass correlation coefficient of 0.87. The 

CD-RISC correlated positively with the Kabasa hardiness measure and displayed a negative 
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correlation with the Perceived Stress Scale and Sheehan Stress Vulnerability Scale. The CD-

RISC also corresponds negatively with the Sheehan Social Support Scale and the Sheehan 

Disability Scale, which indicates higher levels of resilience correlates to low levels of social 

distress and disability. All studies examining resilience in MS utilized the CD-RISC to measure 

resilience. Studies found MS scoring highest on the CD-RISC appear to be more resistant to 

psychological distress (Bacchi & Licinio, 2017).   

Demographics & Mental Health History 

 Several demographic risk factors emerged in the literature regarding MS and MD well-

being, which were explored with the NPS population. While the demographic questions collected 

for this project may be of a sensitive nature, they were thoughtfully selected according to the 

literature surrounding MS well-being and may be important factors influencing NPS 

psychological well-being. Examples of demographic characteristics which appeared to 

negatively impact psychological distress in MS include Caucasian race, female sex, number of 

children, changes in relationship status, financial concerns, amount of debt, and being employed 

(Dyrbye et al., 2011; Dyrbye, Thomas, & Shanafelt, 2016; Dyrbye et al., 2006; Hardeman et al., 

2015). A history of mental health issues, such as depression or anxiety, emerged as a risk factor 

for psychological distress in MS. MS are also not likely to seek help for mental health 

conditions. Students were asked questions about past mental health diagnosis and mental health 

treatment history. Students were also asked if they felt they had a mental health condition in the 

past but did not seek help, and why they chose not to seek help (see Appendix B for survey). 
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Protection of Human Subjects 

Human Subjects Involvement and Characteristics 

 All enrolled NPS attending the same Midwestern School of Nursing were invited to 

participate in the study and were in their first, second, or third year of a Doctor of Nursing 

Practice program. Students who were pregnant, or became pregnant during the study, remained 

eligible to participate. All NPS hold, at a minimum, a bachelor’s degree in the field of nursing 

and were of the mental capacity to understand the risks associated with participation in the 

project. 

Potential Risks & Protection Against Risks 

 Subjects may have found the survey questions upsetting or intrusive. Therefore, they 

were allowed to withhold information of their choosing and could choose not to complete the 

survey without penalty. The survey was set up to keep the confidentiality of the subjects 

anonymous. The surveying software was able to assign random identification numbers to 

surveys, so the investigators were unable to identify individual responses.  

 Some of the questions asked about the mental health of subjects included questions about 

past suicidal and current suicidal thoughts. Due to the anonymity of the survey, identifying and 

providing an intervention to subjects who express suicidal thoughts or intentions would not be 

possible. Within the survey, resources for available mental health services were provided 

immediately following questions about suicidality and students are encouraged to seek out these 

resources if they are endorsing suicidal thoughts or any type of mental health condition (see 

Appendix B for survey). 

 Due to the small sample size, reporting of results will not include demographic factors 

that may potentially identify individuals from within the sample.  All data collected from the 
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study will remain in a restricted access folder in a OneDrive account and access to the folder will 

only be granted to those who are working directly on the project. All personnel working on this 

project have completed CITI training and understand appropriate conduct when working with 

research data and human subjects.  

Recruitment and Informed Consent 

 Nurse practitioner students were sent an email at the beginning of the baseline and 

follow-up time points inviting them to participate in the study. A description of the study, the 

risk of study participation, right to withdraw from the study, study contacts, and IRB contact 

information were presented at the beginning of the survey. Subjects gave their consent to 

participate by choosing to proceed with completing the survey (See Appendix B for survey). It 

was emphasized that students would in no way be penalized for not participating in the study and 

that the survey information they provided would remain de-identified and confidential.  

Benefits of Project to Subjects 

 Subjects who chose to participate in this project did not personally benefit from 

participation. With all participation in research, there is a general benefit to society.  

Importance of the Knowledge to Be Gained 

 The proposed study created new data specific to NPS well-being during their educational 

experience, for which data is sparse in the literature. Results of this study may have the potential 

to positively impact the educational experience of future NPS. Based on the findings from this 

project, NP faculty will be made aware of the significant mental health challenges students in 

their program face. NP faculty may feel motivated to emulate and measure interventions 

deployed by medical schools and other organizations. Such interventions may help support the 
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well-being of their students and help better prepare them to manage mental health issues into 

their professional career. 

Inclusion of Women, Children and Minorities 

 All students enrolled in the DNP program were invited to participate in the study, and this 

included the possibility of women and minority individuals. No children were enrolled in the study. 
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CHAPTER FOUR. EVALUATION 

 To measure the first objective, questionnaires were administered to explore symptoms of 

depression, anxiety, suicidality, stress, burnout, and past mental health help-seeking behaviors. 

The same questionnaire was administered at each time point and also included demographic 

information (see Appendix B for survey).  

 Outcomes for the second objective were measured using a validated resilience measure, 

the Connor-Davidson Resilience Scale (CD-RISC), to assess the level of student resilience at 

baseline and follow. Using statistical analyses, we examined if there was meaningful change to 

resiliency scores over the course of an academic semester and if the level of resiliency correlates 

to psychological distress at baseline and predicts distress at follow-up. (See Appendix B for 

survey). 

Statistical Analysis 

  To observe changes over time, a mixed-effects repeated measure model was utilized to 

evaluate changes in psychological status that occurred over the course of the semester. A 

nonparametric paired t-test, Wilcoxon signed ranks test, was used to determine statistically 

significant changes in validated measure scoring from baseline to follow-up due to non-

normative data distribution. Prevalence for each measure were also reported. A generalized 

linear regression model was used to evaluate the association between resilience and depression, 

anxiety, suicidality, stress, and burnout. For all analyses in this project, level of statistical 

significance is reported as p < .05. Due to the small sample size, reporting of results did not 

include demographic characteristics that may potentially identify individuals from within the 

sample.   
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CHAPTER FIVE. RESULTS 

Sample Description 

 The response rate for the baseline survey was 79%, with 37 of 46 eligible respondents 

completing the survey. At follow-up, 33 of 46 invited respondents completed the survey for a 

response rate of 70%. Data analysis included all respondents from both surveying time points 

(See Table 1 and Table 2). 

Table 1 

Demographics of Participants 

Sample Demographics (n = 37) (n = 33) 

Gender     

     Female  32 86.5% 28 87.5% 

     Male  5 13.5% 5 12.5% 

Mean age (range), y  28.8  (25-54) 30.5 (25-54) 

Marital status      

     Married/partnered 29 78.4% 22 66.7% 

     Never married 7 19% 10 30.3% 

     Divorced  1 2.6% 1 3% 

Year in program     

      1st 12 32.4% 12 36.4% 

      2nd 13 35.2% 12 36.4% 

      3rd 12 32.4% 9 27.2% 

Average hours worked in paid 

position per week 

    

      0   8 21.6% 4 12.1% 

     1-16 13 35.1% 20 60.6% 

     17+ 16 43.3% 9 27.3% 

 

 

 

 

 



 

34 

 

Table 2 

 

Descriptive Statistics 

 

 n Mean SD Min Max 

PHQ-9 - Depression 

          Baseline 

          Follow-up 

 

37 

33 

 

3.05 

4.21 

 

3.79 

4.52 

 

0 

0 

 

15 

20 

GAD-7 - Anxiety 

          Baseline 

          Follow-up  

 

37 

33 

 

4.57 

4.79 

 

4.85 

5.02 

 

0 

0 

 

20 

18 

SBQ-R - Suicidality 

          Baseline 

          Follow-up 

 

37 

33 

 

3.162 

3.52 

 

0.50 

2.00 

 

3 

3 

 

5 

12 

PSS - Stress 

          Baseline 

          Follow-up 

 

37 

33 

 

12.03 

12.76 

 

6.31 

6.23 

 

0 

3 

 

28 

27 

MBI-EX - Burnout Exhaustion 

          Baseline 

          Follow-up 

 

37 

33 

 

10.32 

15.06 

 

8.56 

6.24 

 

0 

5 

 

27 

26 

MBI-CY - Burnout Cynicism  

          Baseline 

          Follow-up 

 

37 

33 

 

7.27 

11.76 

 

7.02 

6.26 

 

0 

1 

 

24 

26 

MBI-PE - Burnout Professional Efficacy 

          Baseline 

          Follow-up 

 

37 

33 

 

19.84 

27.52 

 

11.66 

5.35 

 

0 

15 

 

36 

36 

CD-RISC – Connor- Davidson Resiliency  

          Baseline 

          Follow-up 

 

37 

33 

 

77.24 

76.09 

 

17.75 

12.57 

 

53 

51 

 

97 

98 

 

Baseline and Follow-up Psychological Measure Findings 

Depression 

 Mean PHQ-9 scores increased from baseline to follow-up and a Wilcoxon Signed-Ranks 

test indicated that follow-up PHQ-9 scores were significantly higher than baseline PHQ-9 scores 

(M = 4.21, SD = 4.52; Z = 2.426, p =  0.015). Regarding clinical significance of PHQ-9 findings, 

11% (4 of 37 students) of students met diagnostic criteria for moderate to severe depression, and 

at follow-up, 15% (5 of 33 students) met criteria.  
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Anxiety 

 GAD-7 score differences were not statistically significant from baseline to follow-up. 

The clinical scoring of the GAD-7 at baseline survey had 9% (7 of 37 students) meeting criteria 

for moderate to severe anxiety and 21% (7 of 33 students) met criteria for moderate or severe 

anxiety at follow-up.  

Suicidality 

 No statistically significant change in SBQ-R scores was found when comparing baseline 

to follow-up scores. At baseline, no students scored in the high-risk category for suicidal 

behaviors. At follow-up, 9% (three of 33) of students endorsed high-risk suicidal behavior which 

put them at significant risk for suicidal behaviors. The three students who scored high-risk for 

suicidal behaviors were in their first semester of the program.  

Perceived Stress 

  The mean PSS score at baseline did not significantly change when compared to follow-

up assessment time point. The baseline survey had 41% (15 of 37 student) of respondents scoring 

a 14 or greater on the PSS scale, which indicates moderate to severe levels of stress. At follow-

up, 45% (15 of 33 students) reported experiencing moderate to severe stress levels. As a group, 

mean perceived stress scores were consistent with low levels of stress at baseline (M = 12.03, SD 

= 6.31) and follow-up (M = 12.76, SD = 6.23).  

Burnout 

 The MBI inventory is divided into three subscales, exhaustion, cynicism, and 

professional efficacy, and all subscales displayed statistically significant differences in scores at 

follow-up. Mean exhaustion scores (M = 10.32, SD = 8.56) increased significantly from baseline 

to follow-up (M = 15.06, SD = 6.24;  Z = -2.802, p = 0.005) which indicates the group averaged 
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feelings of exhaustion approximately once a month or less and at follow-up feelings of 

exhaustion occurred, on average, a few times a month. Mean cynicism scores at baseline (M = 

7.27, SD = 7.02) showed a significant increase at follow up (M = 11.76, SD = 6.26), Z = -3.344, 

p = 0.001. On average, at baseline, students felt cynical about their academic work a few times a 

year or less, this increased to feelings of cynicism occurring, on average, once a month or less at 

follow-up. Feelings of professional efficacy changed significantly from baseline (M = 19.87, SD 

= 11.66) to follow-up (M = 27.52, SD = 5.35; Z = -3.683, p = < 0.001) which is a positive finding 

and relates to increased feelings of professional efficacy. On average, at baseline, students felt 

positive about their academic work about once a week and this increased to feeling positive 

about their work a few times a week at follow-up. 

 

 

Figure 2. Clinical Criteria Scoring at Baseline (n = 37) and Follow-up (n = 33) 

Mental Health Help Seeking Behaviors 

 Students answered questions about their current and past mental health history and 

treatment seeking behaviors (See Appendix B, survey Q13-18). At baseline, 22% (8 of 37 
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students) reported they had previously been formally diagnosed with anxiety, depression, or 

both, and received medication as a treatment and 32% (12 of 37 students) indicated they likely 

had anxiety, depression or both, currently, or in the past, but did not seek treatment for their 

mental health condition. Of the respondents who choose not to seek help for their mental health 

condition, 58% (7 of 12 students) reported they did not seek help because they “felt they could 

deal with the problem on their own”. 

Table 3 

 

Mental Health History Questionnaire 

 

Mental Health History Questionnaire  Baseline 

n = 37 

 Follow-up 

n = 33 

 

Students formally diagnosed with a mental 

health condition by a healthcare provider 

8 22% 6 18% 

     Anxiety  3 8% 1 3% 

     Depression 3 8% 1 3% 

     Anxiety + Depression 2 5% 4 12% 

     Suicidality 0 0% 1 3% 

Attempted treatment with medication(s) 8 100% 6 100% 

Students who felt they had an 

undiagnosed/untreated mental health condition 

in the past or currently 

12 32% 10 30% 

     Anxiety 6 16% 4 12% 

     Depression  1 3% 1 3% 

     Depression + Anxiety 5 14% 5 15% 

     Suicidality 0 0% 1 3% 

 

Resiliency 

 Resiliency scores were measured at baseline and follow-up. These scores remained 

consistent at baseline and follow-up with no statistically significant change from baseline (M = 

77.24, SD = 17.75) to follow-up (M = 76.09, SD = 12.57). A CD-RISC mean score of 77 places 

the sample in the 25-50% percentile when compared to the US population, meaning students 
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have a mean resiliency score less than 50% of the general public. Mean resiliency scores for the 

general U.S. population is roughly 82, which falls in the 50-75% percentile.  

Resiliency as a Predictor of Psychological Distress  

 Spearman’s correlation was used at baseline to determine significant correlations between 

resilience and psychological distress measures. The correlation between resiliency and GAD-7  

(r  = -.429, p = .008), PSS (r  = -.474, p = 0.003), and PHQ-9 (r  = -.551, p <0.001) were found to 

be significantly negative.  

 A generalized linear model with gamma distribution was used to evaluate if resiliency 

predicated changes over time in relation to psychological distress. Resiliency significantly 

negatively predicted perceived stress scores (b = -.011, p = .002) at follow-up, while there was 

no significant relationship found with other measures.  
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CHAPTER SIX. DISCUSSION AND CONCLUSION 

Discussion  

 Outcome one was met by examining the psychological well-being of NPS. As mentioned 

previously, a lack of data is available documenting the psychological well-being of NPS. 

Throughout the literature examining MS and MD distress, the measure of resiliency and 

resiliency skill building interventions were prominent. Higher levels of resiliency correlate to an 

overall better mental health status (Masten, 2001). The mean CD-RISC resiliency score for the 

sample was lower than the general public average, with the mean group score being in the 25% 

to 50% percentile, signifying students displayed lower than average resiliency scores. Mean 

resiliency scores remained consistent without a statistically significant change from baseline to 

follow-up, which is an expected finding as resiliency scores should remain consist over the short 

period between survey intervals. Mean resiliency scores using the CD-RISC in MS populations 

varied between studies and ranged from the lowest quartile, 0-25%, to the 50-75% quartile 

(Dyrbye et al., 2010; Houpy et al., 2017; Sood et al., 2011; Thompson et al., 2016).  

 When examining individual resiliency scores, over half of the sample had lower than 

average resiliency scores, with 51% of the sample (19 of 37 students) scoring in the 0-25% and 

25-50% quartiles. Students with low resiliency scores may be at higher risk of developing poor 

mental health outcomes. With over half of the sample having poor resiliency, a potential 

intervention for academic programs may be assessing the level of resiliency in individual 

students before starting the program. Based on resiliency scores, academic programs could 

inform students about their increased risk of developing poor mental health outcomes. Students 

may also stand to benefit from program curriculum incorporating evidence-based resiliency 
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training to help all students improve their ability to cope with academic, personal, and 

professional challenges. 

 NPS appear to experience increased prevalence of depression during the academic 

experience, and these findings are consistent with MS findings. At baseline, 10.8% of the sample 

met criteria for moderate to severe depression and 5.4% met criteria for mild depression. At 

follow-up, 15.1% met criteria for moderate to severe depression and 18.8% met criteria for mild 

depression. Group PHQ-9 mean scores from baseline to follow-up showed statistically 

significant increases, implying depression symptoms worsened for the group over the course of 

the academic semester. Prevalence of moderate to severe depression in the general public is 

reported to occur in 6.7% of the population and medical school studies report roughly a 20% 

prevalence with use of the PHQ-9 (NIMH, 2016; Rotenstein et al., 2016). Treatment 

interventions are recommended for those scoring in the moderate to severe categories on the 

PHQ-9 depression screening. Five students in the sample would likely benefit from receiving 

medical treatment with medications or psychotherapy. Three of the respondents lost to follow-up 

were in the third-year cohort, and this cohort may have the highest risk for depression related to 

the length of time spent in the program (Rotenstein et al., 2016).  

 The prevalence of anxiety in the sample is higher than the general public and similar to 

MS studies examining anxiety. Anxiety occurs in the general public at prevalence rate of 3.1% 

and is documented in the MS population to occur in roughly 20% of students (Mousa et al., 

2016). At baseline, 21.6% of students met criteria for moderate to severe anxiety, and 8% met 

criteria for mild anxiety. Follow-up evaluation revealed 18.1% met criteria for moderate to 

severe anxiety and 21.2% met criteria for mild anxiety. Similar to depression, medications and 

psychotherapy would be indicated for the six students scoring in the moderate to severe anxiety 
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category at follow-up. There was no significant change in anxiety scores from follow-up to 

baseline but the prevalence rate in the sample appears to be high and worthy of medical 

intervention for those suffering from moderate to severe symptoms. Additional follow-up may be 

warranted to determine if students are facing specific triggers of their anxiety related to the 

academic environment, such as fear inadequate academic performance, conflict in the clinical 

setting, or perceived lack of support from faculty and peers.  

 No students scored high risk for suicidal behaviors at baseline, but at follow-up, three 

students developed high-risk suicidal behaviors, representing 9% of the sample. Reports of 

suicidal ideation among MS is approximately 11.1% and 21.2% in SRNA, respectively. 

Statistically there was not a significant change in suicide scores, but from a clinical standpoint 

this is meaningful if someone is high-risk for suicidal behaviors. The three students scoring high-

risk were all from the first cohort and this finding is unexpected as the first year is typically seen 

as one of the easier years in regard to the academic demands in the program. Further 

investigation into the cause of suicidal thinking with these individuals should be investigated to 

determine if the academics played a significant role versus personal events, which the program 

may not influence.  

 At baseline and follow-up, students had low levels of perceived stress. Means PSS score 

at baseline was 12.03 and follow-up score was 12.76. In comparison, medical school studies 

examining perceived stress had mean PSS scores averaging in the moderate stress range with 

mean scores from 16 to 22, with maximum score of 40 (Al Sawah et al., 2015; Lebensohn et al., 

2013; Prasad, Varrey, & Sisti, 2016). While mean perceived stress scores increased significantly 

at follow-up, these scores still remained lower than age matched controls, with normative stress 

scores for this age category being 14.2 (Cohen & Janicki-Deverts, 2012; Cohen et al., 1983). 
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Scores of 13 or less are consistent with low levels of stress, scores ranging from 14-25 are 

consistent with moderate stress, and scores greater than 26 are considered high stress.  

 Stress is often the precursor to many psychological issues and that does not appear to be 

true for this population as a whole, yet prevalence of depression and anxiety were high in this 

sample. Further investigation examining if there’s a correlation between stress scores and anxiety 

and depression scores may reveal students suffering from higher levels of stress and burnout are 

also the students experiencing depression or anxiety. Students who are feeling higher levels of 

stress may have felt they did not have the time to participate in the survey. Small sample size 

limits the results of this survey and replication on a larger scale may yield significantly different 

scores.  

 Burnout is a condition that happens as a result of prolonged exposure to occupation 

stressors. A three-month surveying interval would not be adequate to observe high burnout 

syndrome scores. The significant increases in mean burnout scores observed in the relatively 

short surveying time period may be telling of the potential for burnout scores to continue 

escalading to the point of high burnout.  

 Mean sub-scale scores were not particularly concerning regarding their severity. There is 

no cut point for diagnosed burnout syndrome, but often feelings of exhaustion or cynicism would 

occur at least a few times a week or more to be consistent with high levels of burnout. Students 

reported feeling exhausted once a month at baseline, to a few times a month at follow-up. As a 

group, cynicism feelings increased from occurring less than once a year to less than once a 

month.  

 The relatively short time span between surveying time points may be a limitation to 

seeing higher severity burnout and a longer surveying interval may be needed to see more severe 
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burnout. Burnout typically occurs over time, so burnout severity may continue to worsen with 

time spent in the program. It may be of interest to survey students prior to starting the program, 

near the completion of the program, and after a year or two of professional practice to see if 

more significant burnout develops as a result of many years of exposure to stressful 

environments. Further analysis may be considered by looking at mean burnout scores in each 

cohort to see if years in the program correlate to burnout severity. Analysis by cohort is limited 

due to the small sample size.  

 Burnout and feelings of professional efficacy have a negative correlation and students 

had an increase in their feelings of academic satisfaction from baseline to follow-up. This is a 

positive finding and signifies that students’ feelings of success related to in their academic 

performance increased. These findings may support that students continue to feel their work is 

meaningful and that their perception of their pace of learning in the program is adequate.  

 The survey also included questions aimed at collecting a history of past and current 

mental health help-seeking behaviors. Students were asked questions about their mental health 

history, treatments received for mental health issues, and help-seeking behaviors. At baseline, 

22% of respondents said they had been formally diagnosed with a mental health condition and all 

of these students received some form of treatment, which consisted of medications, 

psychotherapy, or both.  A large portion of respondents, 32%, reported they’ve likely had, or 

currently have, a mental health condition for which they chosen not to seek help from a medical 

provider for evaluation and treatment. Lack of help-seeking behaviors in NPS appears to follow 

trends of MSs and MDs who do not seek professional evaluation and treatment for their mental 

health symptoms. The combination of diagnosed, and possibly undiagnosed, mental health 

conditions in this population suggests over half of the students in the program likely have a 
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significant mental health history and may be at increased risk for reoccurrence of poor mental 

health outcomes. Additional information should be collected about help-seeking behaviors of 

students. As part of student fees for the sample program, students can receive free or 

significantly discounted medical and mental healthcare on campus. Knowledge and utilization of 

campus services should be evaluated to see if students are aware of the affordable healthcare 

services available to them on campus.   

 Poor help-seeking behaviors may also support the under-reporting healthcare 

professionals may engage in when they are knowingly answering questions about their mental 

health, such as surveying tools used for this project or when being evaluated during healthcare 

visits. Interventions focuses on increasing help-seeking behavior may benefit students in 

healthcare programs. Of the students who did report a past mental health history, they all 

received some kind of treatment. If students get to the point of reaching healthcare services for 

evaluation and diagnosis of for their mental health symptoms, they may be more willing to 

accept treatment.  

 Outcome two examined resiliency as a predictor of psychological distress at baseline and 

follow-up. Resiliency scores negatively correlated with depression, anxiety, and stress scores at 

baseline assessment. This is an expected finding as resiliency and psychological stress have a 

negative correlation. Students who displayed higher levels or resilience had fewer psychological 

symptoms and students who had lower resiliency scores had more significant psychological 

symptoms. At follow-up, resiliency predicted a statistically significant negative change in 

perceived stress. While resiliency did not predict other significant changes in psychological 

distress, other psychological measures likely remained highly correlated at follow-up and may 
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significantly change if given a longer survey interval and student psychological outcomes 

continue to worsen with time.   

Limitations 

 

 The results of this study should be interpreted with caution as many limitations exist. The 

sample is small and homogeneous; therefore, the results may not be generalized to all NPS 

populations. Normative findings were not available for most measures administered for the 

project. Ideally, comparing study results to age, sex, and education- matched controls would 

provide for more meaningful interpretation of study results.   

 Students will face varying degrees of personal stressors before and during the study that 

cannot be controlled for, such as the death of loved one, financial concerns, personal health 

events, or other stressors that occur on an individual level. Students who were invited to 

participate were assured anonymity by the faculty and student researcher, but the personal 

relationship with the investigators may limit responses due to possible fear of the investigators 

becoming aware of their responses.  

 Depending on individuals’ current mental state, they may feel more or less motivated to 

complete surveys based on the topic at hand. Two students who reported a previous diagnosed 

mental health did not complete the follow-up survey. With a baseline sample size of 37 and a 

follow-up sample size of 33, the loss of these two subjects to follow-up may have significantly 

impacted findings. Due to having a past mental health diagnosis, these students are at higher risk 

for re-occurrence of mental health conditions. Three of the four students who were lost to follow-

up were in the third year of the program. Length of time in the program may lead to increased 

feelings of burnout. Third-year students experienced the highest mean burnout scores in our 
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sample, and those who did not follow-up may have been less motivated to fill out the survey due 

to symptoms of burnout or poor mental health.   

 Students in the second and third year of the program had already been exposed to 

academic demands, so their baseline psychological scores could be higher at the baseline survey 

time point compared to what they may have been if they were survey prior to starting the NP 

program. As a result, there may be a lower likelihood of observing significant changes in 

psychological measures over time.  Ideally, we would sample all students prior to starting the 

academic program. The time elapsed between surveying intervals may also present a limitation 

as worsening of mental health may progress with prolong exposure to academic demands. 

Surveying students at a time point further out from the baseline assessment, such as near the end 

of spring semester, would possibly yield additional significant findings regarding changes to 

well-being over time. Time elapsed between surveying time points was approximately three 

months.  

 Another possible limitation identified was the possibility that respondents understood the 

purpose of each measure being administered and therefore may have had difficulty providing an 

objective response about their symptoms. For example, the PHQ-9 and GAD-7 are widely used 

in clinical practice and a majority of NPS would likely understand the purpose of these measures 

and their scoring implications.  

Recommendations 

 Based on the findings from the project, psychological distress is present in this population 

and prevalence appears to be similar to other healthcare professions. A unique combination of 

personal triggers, paired with stressful academic and occupational demands, likely causes 

distress for healthcare students. The NP program observed likely is not unique in the distress it 
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may cause students. Graduate-level education and advanced nursing practice is mentally and 

emotionally challenging compared to other professions, but it should not cause significant life-

altering distress or cause someone to end their life.  

 To begin addressing psychological distress in NPS, academic and healthcare 

organizations must acknowledge these problems are common and exist among healthcare 

professions. Both academic and healthcare organizations should begin educating students and 

providers about the prevalence of psychosocial distress associated with healthcare professions.  

 The most concerning finding from this project is the number of first-year students who 

developed serious risk for suicidal behaviors over the course of the academic semester. At 

baseline assessment, no students had scored in the high-risk suicidal behaviors category and at 

follow-up three students developed high risk suicide behavior scores.  A significant part of the 

healthcare student curriculum should emphasize how to recognize when one is facing mental 

health issues and promote help-seeking behaviors. Students in the sample program have access to 

free, or significantly discounted, medical and mental health services as university students. 

Students should be made aware of what services are available to them, where they can go to 

utilize these services, and frequently encouraged to use these services if they are experiencing 

any type of illness during academia.   

 Upon graduation, students should be adequately prepared to care for themselves just as 

they are adequately prepared to care for their future patients.  With over half of the sample 

displaying low resiliency scores and increased rates of psychological distress, students would 

likely benefit from incorporation of resiliency training into the academic program. If help-

seeking behaviors cannot be significantly improved in this population, equipping students will 

skills to better cope with stress may be the best intervention. Resiliency skills can be learned, and 
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these skills may continue with individuals into their professional practice. Steps should be 

initiated to move towards improving the well-being of healthcare students and providers not only 

at the individual level, but also at the organization level. Support for well-being of students and 

healthcare professionals must be supported by academic programs and employing institutions.  

Many students opted not to seek medical treatment for what they felt were likely diagnoses of 

anxiety or depression because a majority felt they could deal with these problems on their own.  

 Emphasis on help-seeking behavior from within the program may prompt students to 

seek out mental health services. Of the students who did seek medical help for their 

psychological symptoms, all students received some form of treatment. If programs can convince 

students to see a mental health professional for help, maybe more students would receive some 

form of treatment.  Further research could be done examining if periodic wellness evaluations 

and promoting help-seeking behaviors during the NP program would result in more NPS seeking 

mental health help and receiving some form of treatment. 

 Recommendations will be made to NP faculty to further evaluate possible causes of 

distress related specifically to the academic environment. Development of a student-faculty 

committee focused on improving the academic environment and promoting student well-being 

may be beneficial. The committee could investigate students’ current feelings about the 

academic environment, research evidence-based interventions, implement interventions, and 

monitor and report intervention outcomes. Small studies have found things such as teaching 

resiliency and coping skill, periodic wellness evaluations, cognitive behavioral therapy, 

meditation, yoga, and conversion to pass/fail grading systems have positively impacted the well-

being of medical students.  
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Implications for Practice 

 The well-being of healthcare providers is necessary to provide safe and effective care for 

patients. Healthcare providers who are experiencing psychological distress put their patients at 

increased risk and are less productive, not to mention the personal implications for the provider 

who is suffering from these symptoms. As a whole, the healthcare world must start recognizing 

healthcare provider distress as a serious system problem and not just an individual problem. Just 

as healthcare organizations are able to monitor patient outcomes, healthcare systems have a 

responsibility to monitor the well-being of their providers for the safety of the provider and the 

patient. Buy in and support for improving the well-being of those working in healthcare by all 

key players in healthcare, including academic organizations, employers, insurance companies, 

and patients, will be crucial to improving the well-being of those working in healthcare 

professions. Organizations, such as the National Academy of Medicine, are in the early stages of 

investigating and addressing the issue of healthcare provider well-being and findings from 

ongoing studies and interventions should help to guide future academic setting interventions.  

Implications for Future Research 

Findings from this study support the need for further research examining NPS well-

being and also NP well-being in practice. Larger, multi-site studies are needed to validate the 

generalizability of these findings to other NP programs. There is significant variability amongst 

NP programs in the United States as far as academic demands associated with completing a 

program. Some programs are conducted completely online, while others have frequent in-person 

meetings. Doctoral NP programs are longer and require students to complete a dissertation while 

master’s NP programs often require less clinical time and do not require a scholarly project so 

there may be some variability regarding psychological distress associated with programs and 



 

50 

 

could likely benefit from additional research. Additional research could be conducted regarding 

the academic impact of psychological distress on NP students regarding cognitive functioning 

and academic outcomes of students.  

Increasing awareness, researching causes, and trialing interventions are occurring 

regarding MS and MD well-being, and these same attempts may be applicable and necessary for 

the NP student and NP provider population. Given the findings from this small study, more 

extensive research is needed to evaluate if NPS and nurse practitioners are facing similar 

disparities.  Since MD and NP face nearly the same practice environment, academic institutions 

and healthcare organization would likely benefit from monitoring both professions in a similar 

way and working together to design interventions that would be applicable and available to both 

professions.  

Application to DNP Roles 

 In recent years, graduation numbers of nurse practitioners have been exceeding that of 

MDs. Nurse practitioners will continue to play a crucial role in delivering quality healthcare in 

the United States. Increasing awareness amongst NPS and nurse practitioners regarding their 

mental health and teaching skills to cope with the hardships that come with healthcare practice 

are likely needed now and far into the future. Interventions focused on NP coping and well-being 

will retain nurse practitioners in practice and provide the best outcomes for patients and 

providers. Teaching students how to advocate for their well-being in practice and to recognize 

when they are experiencing psychological distress and to seek help for these issues is an 

immediate need amongst this profession.  

 

  



 

51 

 

REFERENCES 

 

Aburn, G., Gott, M., & Hoare, K. (2016). What is resilience? An integrative review of the 

empirical literature. Journal of Advanced Nursing, 72(5), 980-1000. 

doi:10.1111/jan.12888 

Ahirwar, R., Vellarikkal, S. K., Sett, A., Sivasubbu, S., Scaria, V., Bora, U., . . . Nahar, P. 

(2016). Aptamer-assisted detection of the altered expression of estrogen receptor alpha in 

human breast cancer. PLoS One, 11(4), e0153001. doi:10.1371/journal.pone.0153001 

Al Sawah, M., Ruffin, N., Rimawi, M., Concerto, C., Aguglia, E., Chusid, E., . . . Battaglia, F. 

(2015). Perceived stress and coffee and energy drink consumption predict poor sleep 

quality in podiatric medical students: A cross-sectional study. Journal of the American 

Podiatric Medical Association, 105(5), 429-434. doi:10.7547/14-082 

Albert, P. R. (2015). Why is depression more prevalent in women? Journal of Psychiatry & 

Neuroscience : JPN, 40(4), 219-221. doi:10.1503/jpn.150205 

Allroggen, M., Kleinrahm, R., Rau, T. A. D., Weninger, L., Ludolph, A. G., & Plener, P. L. 

(2014). Nonsuicidal self-injury and its relation to personality traits in medical students. 

Journal of Nervous & Mental Disease, 202(4), 300-304. 

doi:10.1097/NMD.0000000000000122 

American Association of Nurse Practitioners. (2018, January 22). NP Fact Sheet. Retrieved 

February 12, 2018, from https://www.aanp.org/all-about-nps/np-fact-sheet 

American Psychological Association (2017). Data on behavioral health in the United States. 

Retrieved June 12, 2017, from http://www.apa.org/helpcenter/data-behavioral-health.aspx 

Bacchi, S., & Licinio, J. (2017). Resilience and psychological distress in psychology and medical 

students. Academic Psychiatry, 41(2), 185-188. doi:10.1007/s40596-016-0488-0 



 

52 

 

Brazeau, C. M., Shanafelt, T., Durning, S. J., Massie, F. S., Eacker, A., Moutier, C., . . . Dyrbye, 

L. N. (2014). Distress among matriculating medical students relative to the general 

population. Academic Medicine, 89(11), 1520-1525. 

doi:10.1097/ACM.0000000000000482 

Cal, S. F., Sá, L. R. d., Glustak, M. E., & Santiago, M. B. (2015). Resilience in chronic diseases: 

A systematic review. Cogent Psychology, 2(1), 1024928. 

doi:10.1080/23311908.2015.1024928 

Chipas, A., Cordrey, D., Floyd, D., Grubbs, L., Miller, S., & Tyre, B. (2012). Stress: Perceptions, 

manifestations, and coping mechanisms of student registered nurse anesthetists. 

American Assoication of Nurse Anesthetist Journal, 80(4 Suppl), S49-55.  

Cohen, S., & Janicki-Deverts, D. (2012). Who's stressed? Distributions of psychological stress in 

the united states in probability samples from 1983, 2006, and 2009. Journal of Applied 

Social Psychology, 42(6), 1320-1334. doi:10.1111/j.1559-1816.2012.00900.x 

Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A global measure of perceived stress. 

Journal of Health and Social Behavior, 24(4), 385-396.  

Connor, K. M., & Davidson, J. R. T. (2003). Development of a new resilience scale: The 

Connor-Davidson resilience scale (CD-RISC). Depression and Anxiety, 18, 76-82.  

Dahlin, M. E., & Runeson, B. (2007). Burnout and psychiatric morbidity among medical 

students entering clinical training: A three year prospective questionnaire and interview-

based study. BMC Medical Education, 7(1), 6. doi:10.1186/1472-6920-7-6 

Dyrbye, L. N., Eacker, A., Durning, S. J., Brazeau, C., Moutier, C., Massie, F. S., . . . Shanafelt, 

T. D. (2015). The impact of stigma and personal experiences on the help-seeking 



 

53 

 

behaviors of medical students with burnout. Academic Medicine, 90(7), 961-969. 

doi:10.1097/acm.0000000000000655 

Dyrbye, L. N., Moutier, C., Durning, S. J., Massie, F. S., Power, D. V., Eacker, A., . . . Shanafelt, 

T. D. (2011). The problems program directors inherit: medical student distress at the time 

of graduation. Medical Teacher, 33(9), 756-758. doi:10.3109/0142159X.2011.577468 

Dyrbye, L. N., Schwartz, A., Downing, S. M., Szydlo, D. W., Sloan, J. A., & Shanafelt, T. D. 

(2011). Efficacy of a brief screening tool to identify medical students in distress. 

Academic Medicine, 86(7), 907-914. doi:10.1097/ACM.0b013e31821da615 

Dyrbye, L. N., & Shanafelt. (2016). A narrative review on burnout experienced by medical 

students and residents. Medical Education, 50(1), 132-149. doi:10.1111/medu.12927 

Dyrbye, L. N., & Shanafelt, T. (2016). A narrative review on burnout experienced by medical 

students and residents. Medical Education, 50(1), 132-149. doi:10.1111/medu.12927 

Dyrbye, L. N., Harper, W., Durning, S. J., Moutier, C., Thomas, M. R., Massie, F. S., . . . 

Shanafelt, T. D. (2011). Patterns of distress in US medical students. Medical Teacher, 

33(10), 834-839. doi:10.3109/0142159X.2010.531158 

Dyrbye, L. N., Massie, F. S., Jr., Eacker, A., Harper, W., Power, D., Durning, S. J., . . . 

Shanafelt, T. D. (2010). Relationship between burnout and professional conduct and 

attitudes among US medical students. JAMA; Journal of the American Medical 

Association , 304(11), 1173-1180. doi:10.1001/jama.2010.1318 

Dyrbye, L. N., Moutier, C., Durning, S. J., Massie, F. S., Power, D. V., Eacker, A., . . . Shanafelt, 

T. D. (2011). The problems program directors inherit: medical student distress at the time 

of graduation. Medical Teacher, 33(9), 756-758. doi:10.3109/0142159X.2011.577468 



 

54 

 

Dyrbye, L. N., Power, D. V., Massie, F. S., Eacker, A., Harper, W., Thomas, M. R., . . . 

Shanafelt, T. D. (2010). Factors associated with resilience to and recovery from burnout: 

a prospective, multi-institutional study of US medical students. Medical Education, 

44(10), 1016-1026. doi:10.1111/j.1365-2923.2010.03754.x 

Dyrbye, L. N., Thomas, M. R., Power, D. V., Durning, S., Moutier, C., Massie, F. S., Jr., . . . 

Shanafelt, T. D. (2010). Burnout and serious thoughts of dropping out of medical school: 

A multi-institutional study. Academic Medicine, 85(1), 94-102. 

doi:10.1097/ACM.0b013e3181c46aad 

Dyrbye, L. N., Thomas, M. R., & Shanafelt, T. D. (2006). Systematic review of depression, 

anxiety, and other indicators of psychological distress among U.S. and Canadian medical 

students. Academic Medicine, 81(4), 354-373.  

Eley, D. S., Leung, J., Hong, B. A., Cloninger, K. M., & Cloninger, C. R. (2016). Identifying the 

dominant personality profiles in medical students: Implications for their well-being and 

resilience. PLoS ONE, 11(8), 1-16. doi:10.1371/journal.pone.0160028 

Eley, D. S., & Stallman, H. (2014). Where does medical education stand in nurturing the 3Rs in 

medical students: Responsibility, resilience and resolve? Medical Teacher, 36(10), 835-

837. doi:10.3109/0142159x.2014.917159 

Fahrenkopf, A. M., Sectish, T. C., Barger, L. K., Sharek, P. J., Lewin, D., Chiang, V. W., . . . 

Landrigan, C. P. (2008). Rates of medication errors among depressed and burnt out 

residents: Prospective cohort study. BMJ: British Medical Journal (International 

Edition), 336(7642), 488-491.  



 

55 

 

Fares, J., Al Tabosh, H., Saadeddin, Z., El Mouhayyar, C., & Aridi, H. (2016). Stress, burnout 

and coping strategies in preclinical medical students. North American Journal of Medical 

Sciences, 8(2), 75-81. doi:10.4103/1947-2714.177299 

Givens, J. L., & Tjia, J. (2002). Depressed medical students' use of mental health services and 

barriers to use. Academic Medicine, 77(9), 918-921.  

Gold, J. A., Johnson, B., Leydon, G., Rohrbaugh, R. M., & Wilkins, K. M. (2015). Mental health 

self-care in medical students: A comprehensive look at help-seeking. Academic 

Psychiatry, 39(1), 37-46. doi:10.1007/s40596-014-0202-z 

Gold, K. J., Sen, A., & Schwenk, T. L. (2013). Details on suicide among US physicians: Data 

from the National Violent Death Reporting System. General Hospital Psychiatry, 35(1), 

45-49. doi:10.1016/j.genhosppsych.2012.08.005 

Guille, C., Clark, S., Amstadter, A. B., & Sen, S. (2014). Trajectories of depressive symptoms in 

response to prolonged stress in medical interns. Acta Psychiatrica Scandinavica, 129(2), 

109-115. doi:10.1111/acps.12137 

Guille, C., Frank, E., Zhao, Z., Kalmbach, D., Nietert, P., Mata, D., & Sen, S. (2017). Work-

family conflict and the sex difference in depression among training physicians. JAMA 

internal medicine, 177(12), 1766-1772.  

Hannibal, K. E., & Bishop, M. D. (2014). Chronic stress, cortisol dysfunction, and pain: a 

psychoneuroendocrine rationale for stress management in pain rehabilitation. Physical 

Therapy, 94(12), 1816-1825. doi:10.2522/ptj.20130597 

Hardeman, R. R., Przedworski, J. M., Burke, S. E., Burgess, D. J., Phelan, S. M., Dovidio, J. F., . 

. . van Ryn, M. (2015). Mental well-being in first year medical students: a comparison by 



 

56 

 

race and gender: a report from the medical student CHANGE study. Journal of Racial 

and Ethnic Health Disparities, 2(3), 403-413. doi:10.1007/s40615-015-0087-x 

Haskins, J., Carson, J. G., Chang, C. H., Kirshnit, C., Link, D. P., Navarra, L., . . . Yellowlees, P. 

(2016). The suicide prevention, depression awareness, and clinical engagement program 

for faculty and residents at the university of california, davis health system. Academic 

Psychiatry, 40(1), 23-29. doi:10.1007/s40596-015-0359-0 

Houpy, J. C., Lee, W. W., Woodruff, J. N., & Pincavage, A. T. (2017). Medical student 

resilience and stressful clinical events during clinical training. Medical Education, 22(1), 

1320187. doi:10.1080/10872981.2017.1320187 

Howe, A., Smajdor, A., & Stöckl, A. (2012). Towards an understanding of resilience and its 

relevance to medical training. Medical Education, 46(4), 349-356. doi:10.1111/j.1365-

2923.2011.04188.x 

Jackson, E. R., Shanafelt, T. D., Hasan, O., Satele, D. V., & Dyrbye, L. N. (2016). Burnout and 

alcohol abuse/dependence among U.S. medical students. Academic Medicine, 91(9), 

1251-1256. doi:10.1097/ACM.0000000000001138 

Khan, R., Lin, J. S., & Mata, D. A. (2015). Addressing depression and suicide among physician 

trainees. JAMA; Journal of the American Medical Association, 72(8), 848. 

doi:10.1001/jamapsychiatry.2015.0643 

Kroenke, K., Spitzer, R. L., & Williams, J. B. W. (2001). The PHQ-9 - Validity of a brief 

depression severity measure. Journal of General Internal Medicine, 16(9), 606-613. 

doi:10.1046/j.1525-1497.2001.016009606.x 



 

57 

 

Kuhn, C. M., & Flanagan, E. M. (2017). Self-care as a professional imperative: physician 

burnout, depression, and suicide. Canadian Journal of Anaesthia, 64(2), 158-168. 

doi:10.1007/s12630-016-0781-0 

Lapinski, J., Yost, M., Sexton, P., & LaBaere, R. J., 2nd. (2016). Factors modifying burnout in 

osteopathic medical students. Academic Psychiatry, 40(1), 55-62. doi:10.1007/s40596-

015-0375-0 

Lazarus, R. S., & Folkman, S. (1984). Stress, Appraisal & Coping. New York, NY: Springer 

Publishing Company. 

Lebensohn, P., Dodds, S., Benn, R., Brooks, A. J., Birch, M., Cook, P., . . . Maizes, V. (2013). 

Resident wellness behaviors: relationship to stress, depression, and burnout. Family 

Medicine, 45(8), 541-549.  

Maslach, C., & Jackson, S. E. (1981). The measurement of experienced burnout. Journal of 

Occupational Behavior, 2, 99-113.  

Maslach, C., Jackson, S. E., Leiter, M. P., Schaufeli, W. B., & Schwab, R. L. (2016). Maslach 

Burnout Inventory Manual. Fourth. 

Maslach, C., Schaufeli, W. B., & Leiter, M. P. (2001). Job burnout. Annual Review of 

Psychology, 52, 397-422. doi:10.1146/annurev.psych.52.1.397 

Masten, A. S. (2001). Ordinary magic: Resilience processes in development. American 

Psychologist, 56(3), 227-238. doi:10.1037/0003-066X.56.3.227 

Mata, D. A., Ramos, M. A., Bansal, N., & et al. (2015). Prevalence of depression and depressive 

symptoms among resident physicians: A systematic review and meta-analysis. JAMA; 

Journal of the American Medical Association, 314(22), 2373-2383. 

doi:10.1001/jama.2015.15845 



 

58 

 

Maville, J. A., Kranz, P. L., & Tucker, B. A. (2004). Perceived stress reported by nurse 

practitioner students. Journal of the American Academy of Nurse Practitioners, 16(6), 

257-262.  

Mealer, M., Jones, J., Newman, J., McFann, K. K., Rothbaum, B., & Moss, M. (2012). The 

presence of resilience is associated with a healthier psychological profile in intensive care 

unit (ICU) nurses: Results of a national survey. International Journal of Nursing Studies, 

49(3), 292-299. doi:10.1016/j.ijnurstu.2011.09.015 

Michalec, B., & Keyes, C. L. m. (2013). A multidimensional perspective of the mental health of 

preclinical medical students. Psychology, Health & Medicine, 18(1), 89-97. 

doi:10.1080/13548506.2012.687825 

Moir, F., Henning, M., Hassed, C., Moyes, S. A., & Elley, C. R. (2016). a peer-support and 

mindfulness program to improve the mental health of medical students. Teach Learn 

Med, 28(3), 293-302. doi:10.1080/10401334.2016.1153475 

Mousa, O. Y., Dhamoon, M. S., Lander, S., & Dhamoon, A. S. (2016). The MD blues: Under-

recognized depression and anxiety in medical trainees. PLOS ONE, 11(6), e0156554. 

doi:10.1371/journal.pone.0156554 

NIMH. (2016). Major depression among adults. National Institute of Mental Health. Retrieved 

from https://www.nimh.nih.gov/health/statistics/prevalence/major-depression-among-

adults.shtml 

Osman, A., Bagge, C. L., Gutierrez, P. M., Konick, L. C., Kopper, B. A., & Barrios, F. X. 

(2001). The suicidal behaviors questionnaire-revised (SBQ-R): validation with clinical 

and nonclinical samples. Assessment, 8(4), 443-454. doi:10.1177/107319110100800409 



 

59 

 

Pandey, P. T., Singh, V., & Haider, J. (2016). Effect of yoga on salivary cortisol in medical 

student. International Journal of Research in Medical Sciences, 4(11), 4995-4998.  

Paro, H. B., Silveira, P. S., Perotta, B., Gannam, S., Enns, S. C., Giaxa, R. R., . . . Tempski, P. Z. 

(2014). Empathy among medical students: is there a relation with quality of life and 

burnout? PLoS One, 9(4), e94133. doi:10.1371/journal.pone.0094133 

Prasad, L., Varrey, A., & Sisti, G. (2016). Medical students' stress levels and sense of well being 

after six weeks of yoga and meditation. Evidence-based Complementary and Alternative 

Medicine, 2016. doi:10.1155/2016/9251849 

Reed, D. A., Shanafelt, T. D., Satele, D. W., Power, D. V., Eacker, A., Harper, W., . . . Dyrbye, 

L. N. (2011). Relationship of pass/fail grading and curriculum structure with well-being 

among preclinical medical students: a multi-institutional study. Academic Medicine, 

86(11), 1367-1373. doi:10.1097/ACM.0b013e3182305d81 

Rotenstein, L. S., Ramos, M. A., Torre, M., Segal, J. B., Peluso, M. J., Guille, C., . . . Mata, D. 

A. (2016). prevalence of depression, depressive symptoms, and suicidal ideation among 

medical students: A systematic review and meta-analysis. JAMA: Journal of the 

American Medical Association, 316(21), 2214-2236. doi:10.1001/jama.2016.17324 

Saban, K. L., Mathews, H. L., Bryant, F. B., O'Brien, T. E., & Janusek, L. W. (2012). Depressive 

symptoms and diurnal salivary cortisol patterns among female caregivers of stroke 

survivors. Biolgical Research for Nursing, 14(4), 396-404. 

doi:10.1177/1099800412439458 

Santen, S. A., Holt, D. B., Kemp, J. D., & Hemphill, R. R. (2010). Burnout in medical students: 

examining the prevalence and associated factors. Southern Medical Journal, 103(8), 758-

763. doi:10.1097/SMJ.0b013e3181e6d6d4 



 

60 

 

Schaufeli, W. B., Salanova, M., González-romá, V., & Bakker, A. B. (2002). The measurement 

of engagement and burnout: A two sample confirmatory factor analytic approach. 

Journal of Happiness Studies, 3(1), 71-92.  

Schernhammer, E. S., & Colditz, G. A. (2004). Suicide rates among physicians: A quantitative 

and gender assessment (Meta-Analysis). American Journal of Psychiatry, 161(12), 2295-

2302.  

Schwenk, T. L., Davis, L., Wimsatt, L. A., Schwenk, T. L., Davis, L., & Wimsatt, L. A. (2010). 

Depression, stigma, and suicidal ideation in medical students. JAMA: Journal of the 

American Medical Association, 304(11), 1181-1190. doi:10.1001/jama.2010.1300 

Sen, S., Kranzler, H. R., Krystal, J. H., Speller, H., Chan, G., Gelernter, J., & Guille, C. (2010). 

A prospective cohort study investigating factors associated with depression during 

medical internship. JAMA: Journal of the American Medical Association, 67(6), 557-565. 

doi:10.1001/archgenpsychiatry.2010.41 

Shanafelt, T., Goh, J., & Sinsky, C. (2017). The business case for investing in physician well-

being.  JAMA: Journal of the American Medical Association, 177(12), 1826-1832. 

doi:10.1001/jamainternmed.2017.4340 

Shanafelt, T. D., Hasan, O., Dyrbye, L. N., Sinsky, C., Satele, D., Sloan, J., & West, C. P. 

(2015). Changes in burnout and satisfaction with work-life balance in physicians and the 

general us working population between 2011 and 2014. Mayo Clinic Proceedings, 

90(12), 1600-1613. doi:10.1016/j.mayocp.2015.08.023 

Sood, A., Prasad, K., Schroeder, D., & Varkey, P. (2011). Stress management and resilience 

training among department of medicine faculty: A pilot randomized clinical trial. Journal 

of General Internal Medicine, 26(8), 858-861. doi:10.1007/s11606-011-1640-x 



 

61 

 

Spitzer, R. L., Kroenke, K., Williams, J. W., & Löwe, B. (2006). A brief measure for assessing 

generalized anxiety disorder: The gad-7. Archives of Internal Medicine, 166(10), 1092-

1097. doi:10.1001/archinte.166.10.1092 

Thomas, S. E., Haney, M. K., Pelic, C. M., Shaw, D., & Wong, J. G. (2011). Developing a 

program to promote stress resilience and self-care in first-year medical students. 

Canadian Medical Education Journal, 2(1), e32-e36.  

Thompson, G., McBride, R. B., Hosford, C. C., & Halaas, G. (2016). Resilience among medical 

students: The role of coping style and social support. Teaching and Learning in 

Medicine, 28(2), 174-182. doi:10.1080/10401334.2016.1146611 

Tjia, J., Givens, J. L., & Shea, J. A. (2005). Factors associated with undertreatment of medical 

student depression. Journal of American College Health, 53(5), 219-224. 

doi:10.3200/jach.53.5.219-224 

Tseng, T., Iosif, A.-M., & Seritan, A. L. (2011). Stress effects: A study of salivary cortisol levels 

in third-year medical students. Stress & Health: Journal of the International Society for 

the Investigation of Stress, 27(5), 436-440. doi:10.1002/smi.1377 

Waddimba, A. C., Scribani, M., Hasbrouck, M. A., Krupa, N., Jenkins, P., & May, J. J. (2016). 

Resilience among employed physicians and mid-level practitioners in upstate New York. 

Health Services Research, 51(5), 1706-1734. doi:10.1111/1475-6773.12499 

Wasson, L. T., Cusmano, A., Meli, L., Louh, I., Falzon, L., Hampsey, M., . . . Davidson, K. W. 

(2016). association between learning environment interventions and medical student 

well-being: A systematic review. JAMA: Journal of the American Medical Association, 

316(21), 2237-2252. doi:10.1001/jama.2016.17573 



 

62 

 

West, C. P., Halvorsen, A. J., Swenson, S. L., & McDonald, F. S. (2013). Burnout and distress 

among internal medicine program directors: results of a national survey. Journal of 

General Internal Medicine, 28(8), 1056-1063. doi:10.1007/s11606-013-2349-9 

West, C. P., Tan, A. D., Habermann, T. M., Sloan, J. A., & Shanafelt, T. D. (2009). association 

of resident fatigue and distress with perceived medical errors. JAMA: Journal of the 

American Medical Association, 302(12), 1294-1300.  

Williams, D., Tricomi, G., Gupta, J., & Janise, A. (2015). Efficacy of burnout interventions in 

the medical education pipeline. Academic Psychiatry, 39(1), 47-54. doi:10.1007/s40596-

014-0197-5 

Wimsatt, L. A., Schwenk, T. L., & Sen, A. (2015). predictors of depression stigma in medical 

students: potential targets for prevention and education. American Journal of 

Preventative Medicine, 49(5), 703-714. doi:10.1016/j.amepre.2015.03.021 

Zisook, S., Young, I., Doran, N., Downs, N., Hadley, A., Kirby, B., . . . Tiamson-Kassab, M. 

(2016). Suicidal ideation among students and physicians at a U.S. medical school. 

Omega: Journal of Death & Dying, 74(1), 35-61. doi:10.1177/0030222815598045 

Zwack, J., & Schweitzer, J. (2013). If every fifth physician is affected by burnout, what about the 

other four? resilience strategies of experienced physicians. Academic Medicine, 88(3), 

382-389. doi:10.1097/ACM.0b013e318281696b 

 

  



 

63 

 

APPENDIX A. NDSU IRB APPROVAL 

 



 

64 

 

APPENDIX B. SURVEY 

  



 

65 

 

 



 

66 

 

 
 



 

67 

 

 



 

68 

 

 



 

69 

 

 



 

70 

 

 



 

71 

 

 



 

72 

 

 



 

73 

 

APPENDIX C. CONNOR-DAVIDSON SURVEY AGREEMENT 

 
 

  



 

74 

 

APPENDIX D. MASLACH BURNOUT INVENTORY AGREEMENT 

 
 

  



 

75 

 

APPENDIX E. EXECUTIVE SUMMARY 

 Psychological distress in healthcare providers is an emerging topic of interest amongst 

top healthcare organizations across the country. The National Academy of Medicine, backed by 

over 130 intra-disciplinary professional healthcare organizations, has started a four-year 

initiative aimed at uncovering the causes of distress in healthcare professionals and looking for 

solutions. Thus far, little has been revealed as far as definite answers to the cause of distress, and 

few significantly meaningful interventions have been trialed.  

 Psychological distress occurs in numerous healthcare professionals and is recognized in 

students training for healthcare careers.  The purpose of this project was to evaluate the 

psychological well-being and resilience of nurse practitioner students over the course of an 

academic semester. Symptoms of depression, anxiety, suicidality, stress, and burnout were 

explored along with mental health help-seeking behaviors and resiliency.   

 Forty-six students were invited to participate in the survey. Thirty-seven respondents 

completed the baseline survey, and 33 students completed the follow-up survey. At baseline, 

11% of students met criteria for moderate to severe depression and at follow-up 15% met criteria 

and mean depression scores increased from baseline to follow-up. Anxiety scores did not 

significantly change from baseline to follow-up. Nine percent of the sample met criteria for 

moderate to severe anxiety at baseline and follow-up scores had 21% of the sample scoring in 

moderate to severe range. Baseline survey responses for suicidality did not reveal anyone with 

high suicide risk. Three students endorsed high risk for suicidal behaviors at follow-up. As a 

group, there was no statistically significant change in baseline to follow-up suicidality scores. 

Stress scores did not significantly change over the course of the semester. The baseline and 

follow-up survey had 41% and 45% of students meeting criteria for moderate to severe stress, 
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respectively. The three burnout subscale scores, exhaustion, cynicism, and professional efficacy, 

increased statistically significantly from baseline to follow-up. Students reported feeling 

emotionally exhausted a once a month or less at baseline and this subscale was reported to occur 

a few times a month at follow-up. Students expressed feelings of cynicism a few times a year or 

less at baseline, and this increased to once a month or less at follow-up. Of note, the professional 

efficacy subscale increased significantly from baseline to follow-up which indicates increased 

feelings of professional satisfaction.  

 Resiliency scores did not significantly change from baseline to follow-up with mean 

resiliency scores for the group falling into the 25-50% percentile. When compared to the general 

U.S. population, mean resiliency scores for the group were lower than at least half of the U.S. 

population. Resiliency scores were significantly negatively correlated with depression, anxiety 

and stress scores at baseline. At follow-up, there was no statistically significant change in 

correlation, except for stress scores. This finding is likely due to resiliency and depression and 

anxiety remaining highly correlated at follow-up as well.  

 Students were also asked questions about their past mental health history and help-

seeking behaviors. At baseline, 22% of respondents indicated they had been seen by a healthcare 

professional and diagnosed with depression, anxiety, or both. All had received some form of 

treatment, either medication, therapy or both. Students were also asked if they felt they currently, 

or at some point in their life, had an undiagnosed and untreated mental health condition. Thirty-

two percent of respondents felt they had an untreated mental health condition currently or in the 

past but chose not to seek help.  

 Findings from this study support the need for further investigation and trialing of 

interventions to protect and support the psychological well-being of nurse practitioner students in 
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this program. Larger, multi-site studies would be needed to generalize the findings of such a 

study to other nurse practitioner populations. Recommendations will be made to the School of 

Nursing to form a committee of students and faculty which can investigate evidence-based 

interventions for supporting student well-being. Trialing and measuring outcomes of evidence-

based interventions are needed as a next step to begin addressing psychological well-being in this 

population.  
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