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Adaptation Practice: Teaching doctors how to cope with stress, anxiety and depression

by developing resilience

Clive Sherlock & Chris John

Abstract

Aims Doctors suffer from stress, anxiety and depression more than the general population. They tell patients to seek help but are reluctant
to themselves. Help for them is at best inadequate. This is a preliminary study to see if a radically different approach could change this.
We offered a six-month training course of Adaptation Practice (The Practice), a behavioural programme of self-discipline designed to deal
with stress, anxiety and depression, to see if it would be acceptable and effective for a group of General Practitioners (GPs).

Methods All GPs in one UK Health Area were asked if they would be interested in a course to cope with stress, anxiety and depression.
Respondents completed the Hospital Anxiety and Depression Scale (HADS) and those with scores = 8 were invited to the course. Scores
for those who attended were compared with scores for a control group. The study group wrote anonymous self-assessments.

Results Of 314 registered GPs, 225 responded. 152 were openly interested in the course. Of these, 71 had HADS scores = 8 for anxiety,
35 for depression and 79 for both; 29 applied to attend the course. Due to prior commitments 14 could not attend and 15 did attend.

All 15 found Adaptation Practice acceptable. Their HADS scores improved significantly compared with those of the control group and
their self-assessments were positive.

Conclusions Doctors tend to be secretive about their own difficulties coping with emotional and psychological problems and are reluctant
to admit a need for personal help. However, 68% of respondents were willing to express an open interest in learning how to cope. This in
itself was a breakthrough. We suggest that this was because the course was offered as postgraduate training with no suggestion of illness,
treatment or stigma. All those learning Adaptation Practice found it acceptable and recognised significant positive changes in themselves,
which were supported by significant positive changes in the HADS scores and the authors’ clinical assessments.

Keywords: doctors, general practitioner, GP, stigma, treatment, disclosure, cope, stress, anxiety, depression, mental illness, adaptation
practice, education

Abbreviations: GP — General medical practitioner, HADS — Hospital Anxiety and Depression Scale, SSS — Simple Stress Scale, LSD —
Fisher’s Least Significant Difference, SPSS — Statistical Package for the Social Sciences, AP — Adaptation Practice

INTRODUCTION

are under increasing pressure from more patients who want
more cures and from health service managers who demand
Like doctors in other specialties, general medical practitioners L. . .

clinical excellence and more administration and more
(GPs) are exposed daily to human suffering which most of
society try to avoid.! The World Health Organisation (WHO)

predicts that by 2030 depression will be ‘the leading cause of

managerial skills of them. GPs stress is related to increasing
workloads, changes to meet requirements of external bodies,

insufficient time to do the job justice, paperwork, long hours,

disease burden globally.” And that 1 in 4 individuals seeking dealing with problem patients, budget restraints, croding of

health care are ‘troubled by mental or behavioural disorders, not .. . 6,10, 12
clinical autonomy, and interpersonal problems.® > *The recent

often correctly diagnosed and/or treated.’>? Doctors suffer from L. - . .
y diag rise in the GMC’s Fitness to Practice complaints related to

stress, anxiety and depression (as well as vascular disease, . R . . .
patients’ expectations of doctors is yet another stress making

cirthosis of the liver and road traffic accidents) more than the 13
them feel threatened.”

general population.*! Help for doctors is inadequate and

L4 1 ; ; — o . .
doctors are reluctant to seck help. Where improvement is Job satisfaction for GPs is at its lowest level since a major survey

suggested, it is usually as counselling and general
support.' Instead of ‘more of the same’, we suggest a radically
different approach: Adaptation Practice, which Clive Sherlock
pioneered and has taught since 1975. It is pragmatic and safe.

This study tests its acceptability to a group of working doctors.

Doctors bear the responsibility for fellow human beings’ health,

well-being and, often, for their very survival. Added to this, GPs
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started ten years ago, while levels of stress are at their highest. In
2015 there had been a year on year increase in the number of
GPs reporting a slight to strong likelihood of their leaving
‘direct patient care’ within five years, with 53% of those under
50 and 87% of those over 50.°

By nature and vocation, GPs want to help but too much

pressure is unbearable and takes its toll. They work, not with



numbers, data or profits, but with human suffering, which,
inevitably, is an emotional burden because of compassion and
because it makes them aware of their own vulnerabilities and
mortality. > '* When combined with heavy workloads and low
morale, doctors themselves inevitably suffer emotionally and
psychologically.” 1% 14 At the same time they and others feel they
should be invincible." 77 What professional help is available
for them is inadequate.® % '® 1 Existing support services in the
UK are underfunded and sporadic.® Some are outsourced to
counselling services, and some of these are by telephone.
Doctors do not like to be counselled and are reluctant to use
these services.* 117

Doctors themselves are the mainstay for diagnosis and
treatment of mental illnesses but are not adequately trained.>
Mental illness is not well understood and conventional
treatments are insufficient and often harmful. > -
ZConsequently, doctors do not have the wherewithal to deal
with the emotional and psychological problems they face every
day in their patients and often in themselves, their colleagues
and their families.* 1218

There is significant prejudice, stigmatisation and intolerance of
mental ill health within the medical profession due to lack of
understanding and fear.> % % 1517 20.21.22.24 This not only affects
how doctors treat their patients, it also exacerbates their own
difficulties when they suffer with emotional and psychological
problems themselves, and dissuades them from self-disclosure
and from seeking professional help.® % 8 1018 20. 25 26 T
succumb to stress, anxiety and depression is seen as being weak
and inadequate as a person and in particular as a doctor.> *
15 Doctors think they should know the answers and should be

able to cope.!*

However, doctors are willing to learn work-related skills as this
present study set out to show.!" Adaptation Practice is training;
not treatment or therapy. The course in this study was
presented as a postgraduate programme for doctors to learn how

to cope with stress, anxiety and depression.
METHOD
Recruitment

We asked by letter all 314 GPs registered in one UK urban and
semi-rural Health Authority Area if they would be interested in
a course of twelve fortnightly seminars to learn the basics of
Adaptation Practice: a programme of self-discipline to cope
with stress, anxiety and depression. Included, was the Hospital
Anxiety and Depression Scale (HADS). Those who responded
and whose HADS scores were > 8 (the threshold for anxiety and

depression) were invited to the course.
Stress, anxiety and depression

Anxiety and depression were assessed by the HADS and stress

by a simple stress scale (SSS — see Table 1) one month before
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training started, immediately prior to training, at three months
(mid-way through the training) and at six months (at the end of

training).

Table 1: The Simple Stress Scaledeveloped by Clive Sherlock and used
to assess the level of stress in a subject. A total score > 8, out of a

maximum of 24 is suggestive of a disturbing level of stress or burnout.

I feel I am under too much stress:
0 hardly ever

1 occasionally

2 most of the time

3 all the time

I feel exhausted:

0 seldom

1 some of the time
2 much of the time

3 most of the time

I care about other people:

0 as much as I ever did

1 rather less than I used to

2 definitely less than I used to
3 hardly at all

I have lost my appetite:
0 not at all

1 alittle

2 moderately

3 significantly

I sleep well:

0 most of the time
1 quite often

2 occasionally

3 not at all

I am irritable:

0 not at all

1 occasionally

2 quite often

3 very often indeed

I feel dissatisfied:
0 never

1 occasionally

2 quite often

3 most of the time

I feel run down:
0 not at all

1 occasionally
2 quite often

3 most of the time

Evaluation of Adaptation Practice

Half of those GPs who applied for the course were unable to
attend because of prior commitments on the days planned for
the course. These acted as a control group. Those who attended

the course were the study group. All those who attended were




also assessed in private by the authors immediately before and
throughout the course. At the end of the course the doctors

wrote anonymous self-assessments.
Training in Adaptation Practice

Those attending the course were taught not to express and
suppress upsetting and disturbing emotion, not to distract their
attention from it (including not to think about it and not to
analyse it) and not to numb themselves to it with chemicals
(alcohol, recreational drugs or prescribed medication). Instead,
they learned how to engage with their moods and feelings
physically, not cognitively, and how not to engage with
thoughts about them. They were instructed to practise this six
days a week with whatever they were doing, wherever they were.
They were all offered unrestricted confidential telephone and e-
mail support from the authors between training sessions and

after the course had finished.
Statistical Analyses

The results are reported as means + standard errors of the
means. The scores were normally distributed and the data were
analysed by analysis of variance with additional paired
comparisons within periods, using the LSD method.
Correlations were determined using Pearson’s correlation. The
analyses were carried out using the statistical software

programme SPSS 17.0 for Windows.
RESULTS
Recruitment

Of 314 registered GPs, 225 (72%) responded to our initial
contact, and of these 152 (68%) said they would be interested
in participating in the training course. Recruitment was
restricted to those with HADS scores > 8. Of the 225 who
responded there were 71 (32%) for anxiety, 35 (16%) for
depression, and 79 (35%) for both. 29 (13%) applied to attend
the course. All were experienced GPs. 15 of these attended and
14 were not able to attend because of pre-existing commitments
on the course dates. They asked for alternative dates but these

were not available.

At the initial assessment (one month before the course started)
there were significant correlations between the scores for anxiety
and depression (P < 0.001), anxiety and stress (P < 0.001) and
depression and stress (P < 0.001). At the second assessment
immediately before the course started these correlations

remained highly significant.
Effects of Adaptation Practice

All those who attended the course reported a subjective
improvement in their abilities to cope with their own stress,

anxiety and depression, and in their sense of well-being.

Anxiety
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There were no significant differences between the control and
study groups either one month before the start (P=0.949) or
immediately before the first session (P=0.914). The anxiety
scores in both groups remained greater than 8 at both
assessments (Figure 1). At the mid-point of the course the mean
score had fallen slightly in the study group (Figure 1) but the
difference was not significant (P=0.652) By the end of the
course the mean anxiety score in the study group was
significantly lower (P=0.008) than that of the control group
(Figure 1). The mean scores for anxiety decreased over the 4
assessments. This tendency was significant in the study group
(P=0.002) but not in the control group (P=0.567).

Anxiety scores
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Figure 1: The mean anxiety scores and standard errors of the
means (SEM) for a control group and a study group of doctors
with pre-existing signs of anxiety, assessed twice before, once
during and once at the end of a six-month course in Adaptation

Practice.

Depression

There were no significant differences between the control and
the study groups either one month before the start (P=0.310) or
immediately before the first session (P=0.880). The mean
HADS scores for depression before training were all greater
than 8 (Figure 2). At three months (the mid-point of the
course) the difference between the mean scores in the two
groups was not significant (P=0.631). At the end of the course
the mean depression score in the study group was significantly
lower (P=0.046) than the control group (Figure 2). The mean
scores for depression decreased over the 4 assessments. This
tendency was significant in the assessment group (P=0.003) but

not in control group (P=0.689).

Depression scores

38
87
w
=6
S
‘@5 -
@
24
Z.
a3l —&— Non-AP group
82
o —@— AP group
=1

0

1 2 3 4 Time

intervals

Figure 2: The mean depression scores and standard errors of the



means (SEM) for a control group and a study group of doctors
with pre-existing signs of depression, assessed twice before, once
during and once at the end of a six-month course in Adaptation

Practice.
Stress

There were no significant differences between the control group
and the study group either one month before the course started
(P=0.234) or immediately before it started (P=0.505). The
stress scores were all greater than 8 (Figure 3). At three months
(the mid-point of the course) the difference between the mean
scores between the two groups was not significant (P=0.621). At
the end of the course the mean stress score in the study group
was lower (P=0.077) than that of the control group (Figure 3).
The mean assessment scores for stress decreased over the 4
assessments. This decrease was significant for the assessment

group (P=0.001) but not for the control group (P=0.425).

Stress scores
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Figure 3: The mean stress scores and standard errors of the
means (SEM) for a control group and a study group of doctors
with pre-existing signs of stress, assessed twice before, once
during and once at the end of a six-month course in Adaptation

Practice.
Correlations

At all four assessments there were correlations among all three
psychological parameters. At the initial assessment the
correlation between anxiety and depression (r2= 0.405; P =
0.029) and between depression and stress (r2= 0.800; P <
0.0001) were significant but the correlation between anxiety
and stress was not (r2= 0.253; P = 0.185). At the
commencement of the course the correlation between anxiety
and depression (r2= 0.479; P = 0.009), between depression and
stress (r2= 0.765; P < 0.0001) and between anxiety and stress
(r2= 0.486; P = 0.007) were all significant.

At three months (the mid-point) the correlation between
anxiety and depression (2= 0.526; P = 0.003), between
depression and stress (r2= 0.622; P < 0.0001) and between
anxiety and stress (2= 0.790; P < 0.0001) were all significant
and similarly at the and of the course: the correlation between
anxiety and depression (2= 0.604; P = 0.001), between
depression and stress (r2= 0.577; P =0.001) and between
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anxiety and stress (r2= 0.740; P < 0.0001) were also all

significant.

Assessments of the doctors’ psychological states and methods of
coping

The doctors attending the course were assessed individually in
private. They variously complained of stress, anxiety and
depression. Notable findings included suicidal thoughts, plans
for suicide, self-medication, excessive consumption of alcohol
and an intention to leave the medical profession because of the

unbearable pressures involved.

By the end of the course all these signs and symptoms had
improved and the doctors felt confident in their ability to cope
not only with pressures from outside but also with emotion,
moods and feelings inside. One doctor still wanted to leave the

profession but less adamantly than before, and stayed.
There was no qualitative assessment of the control group.
Qualitative Self-assessments

The anonymous self-assessment reports give meaningful,
subjective accounts of what the doctors experienced
individually. They fall into four main themes. There were no

negative comments.

Connecting with emotion physically in the body

The following comments indicate contact with emotion:

e ‘Tam more aware of my feelings.’

e ‘Tt is difficult to say “Yes” to unpleasant or upsetting
feelings and situations. I have always preferred to avoid
them and I have had a lifetime of suppressing emotions, so
it is very difficult to say “Yes” to them, but this is what I
am now doing.’

e ‘Since I've been more aware of my feelings there has been

an enormous improvement in concentration.’

Developing inner emotional strength and coping.

A number of comments indicate the need to develop the

strength to contain emotion physically in the body:

e ‘Tam more accepting of daily stresses at work.’
e T try to deal with problems instead of feeling so desperate

and so wronged by them.’

e T am calmer, and I lose my temper less often and less
dramatically.’
e  ‘The Practice was difficult initially because of my own

resistances to it.’
e Tve always avoided secking help for myself. I often feel
worse than the patients I prescribe antidepressants for. I

can now cope and I feel stronger but I don’t feel I've been



treated and I now realise I didn’t need treatment: I needed

to learn what to do and how to do it.”

Dealing with unpleasant, unwanted thoughts.

These comments illustrate the doctors’ new reactions to
thoughts as they started to address the underlying emotion that

normally drives worrying thoughts:

e ‘T now have less ruminations.’

e  ‘Asa long-standing ruminator I now realise these thoughts
are the source of many anxieties. Thoughts were the main
problem for me.’

e T have learned to deal with obsessional thoughts by not

giving time to them.’

General well-being.

The doctors commented on their sense of general well-being

and ability to cope:

e ‘T am less tense and less anxious.’

e T am now coping with episodes of work overload much
better.’

e ‘Tam feeling better generally.’

e  ‘This has given me confidence to pursue the course of

action I knew was correct.”
e  ‘There are all-round improvements because of adapting

myself to work and other people.’

e  ‘Tam happier and more content, optimistic and much less
negative.’
DISCUSSION

Varying degrees of stress, anxiety or depression are universal.'®
26 Only about half of those thought to be clinically affected by
these conditions seek help for them.?® If put into practice,
sound medical knowledge and training can be beneficial to

1115 This does not seem to be true for

doctors’ own health.”
stress, anxiety and depression.”? Too little is known about
emotional and psychological problems, and treatment for them
is inadequate. > % 13.17:19.21,23.28.29
In this study, there was a high level of interest in how to deal
with stress, anxiety and depression. Almost one third of
respondents had scores on the HADS and SSS that suggested
worrying levels of emotional and psychological problems
amongst these working GPs. The fact that 152 doctors (68% of
respondents) declared an interest in a six-month evening course
(90 minute sessions after work on Thursday evenings) to learn

how to deal with these conditions, suggests that:

e  stress, anxiety and depression are significant problems

either amongst their patients or for the GPs themselves, or

both
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e  GPs are not confident in their ability to deal with them
and want to learn more

e  although they have a strong tendency not to admit that
they cannot cope and not to seek help, doctors are willing

to attend a course to train and to learn.!!

Most doctors tell their patients to seek professional help and to
talk about their feelings but do not do so themselves.> SThey
prescribe drugs for their patients that either the doctors will not
take themselves or that they take but find ineffective. Of the 15
GPs on the course only one had mentioned psychological
difficulties to a colleague and one to a partner and both only

reticently. '
ADAPTATION PRACTICE

Adaptation Practice strongly discourages self-disclosure, except
in private to the Adaptation Practice teacher, which is necessary
in order to assess the nature and severity of any problems and to
lay the foundations for a rapport. Adaptation Practice sessions
involve detailed discussion of moods and feelings as physical
sensations and powerful forces that affect behaviour in all
human beings. The ethos in Adaptation Practice is for
participants to learn from their own experience how they are
affected by emotion and how they can change this by
containing themselves and not letting the emotion control
them. It is not to criticise, judge, blame or condemn.
Consequently, without the causes of stigmatisation, there is no
prejudice and no stigma; instead there is respect and dignity

and a pragmatic attitude to change.!

Adaptation Practice trains individuals to bear and endure
upsetting, disturbing emotion by not expressing it, not
suppressing it, not distracting themselves from it and not
numbing themselves to it with drugs (alcohol, recreational
drugs or prescribed medication). Bearing it this way develops

emotional strength and resilience.

The high level of interest, the willingness to attend in groups
and the positive results from this study indicate that Adaptation
Practice is an acceptable way of teaching doctors how to cope
with their own stress, anxiety and depression, that makes sense
intellectually and emotionally. This, as well as the pragmatic
approach mentioned above, makes Adaptation Practice radically

different from other approaches.
GENERAL COMMENTS

Given that those who could not attend asked for an alternative
day to attend, gave us reason to assume that the manner in
which the study group and the control group were selected —
individual availability on a given week night — would not have
biased the sampling procedures and it seems reasonable to
assume that the two groups did not differ in any meaningful

way that would have biased the outcome.



Not surprisingly, there were strong  positive correlations
between anxiety and depression and between depression and
stress on all assessments and between anxiety and stress on all
but the first assessment, suggesting a strong association among

these parameters of psychological states.

The mean scores for anxiety, depression and stress fell
significantly in the participating GPs compared with the control
group. The subjective reports from both the medical
assessments and the self-assessments support these changes in

the study group.
This study begs a number of important questions:

e if doctors are prejudiced and stigmatise mental illness
amongst themselves then what are their conscious, or
unconscious, attitudes to mental illness in their patients? >
5,9, 24

e if doctors cannot cope with emotional problems
themselves then whom are they and their patients to turn
to for help? This is not the same as doctors suffering from
physical conditions requiring surgery, or medications such

% 5 Doctors expect, and are

as insulin or antibiotics.
expected, to be able to cope with their emotions and, if
necessary, that the treatment they give their patients will
also work effectively for themselves

e  what are doctors to do and what are their patients to do,

when doctors succumb to their own moods and feelings?

Adaptation Practice could be integrated in the medical
curriculum at undergraduate and postgraduate levels, including
Continuing Professional Development (CPD). Not only GPs
but all doctors and other healthcare staff (nurses,
physiotherapists, occupational therapists, social workers, etc.)
could develop emotional resilience — which the GMC have
proposed in recent years — and a better understanding of

emotional and psychological problems and mental illnesses.

It is hoped that this preliminary study will stimulate and
encourage a new way of looking at and investigating emotional
and psychological problems and lead to further evaluation of
Adaptation Practice.” 3

With adequate training doctors and psychologists could teach

Adaptation Practice.
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