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INTRODUCTION 
 

COVID-19 has had an unparalleled impact on the provision of healthcare, resulting in 
significant physical and emotional burden on both those accessing and those servicing the 
acute hospital setting (Ellis et al, 2020). Burnout is the sixth top health problem in the 
developed world (Walton et al, 2015) and prompt recognition and remediation of its risk 
factors is vital to avoid preventable harm. Emotional intelligence, grit and resilience allow 
growth and development to continue in the face of adversity (Halliday et al, 2017) but must 
take place along side organisational governance.  

 

With this in mind, we, a group of Monash Women’s Obstetrics and Gynaecology (O&G) 
doctors in training (DiT), with the support of our senior clinicians, led a co-designed process 
to develop and implement a peer-to-peer (P2P) program which aimed to evaluate and 
improve the wellbeing of our fellow O&G DiT. We set about to explore, share and appraise 
COVID-19 pandemic specific resources in workshops during dedicated teaching time, with 
the goal of providing tools that were useful and protective. Additionally, we hoped to provide 
evidence of the effectiveness of the DiT-specific COVID-19 program in order to inform the 
implementation of future programs within other healthcare group and beyond.   
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THE PILOT PROGRAM  
 
The ‘Monash Women!s Leading Kindness COVID-19 Toolkit’ (the program) was developed 
as a P2P program that aimed to identify and address the wellbeing goals of the Monash 
Womens DiT (figure 1). It consisted of three interactive workshops and a number of 
participant-led initiatives – together forming a ‘toolkit’ of activities aimed to improve wellbeing. 
The workshops were modelled on open access resources provided by the ‘Pandemic 
Kindness Movement’, covering the topics of ‘basic needs', ‘safety’, ‘love and belonging’, 
‘esteem’ and ‘contribution’ (Available at: https://aci.health.nsw.gov.au/covid-19/kindness). 
The workshops acted to educate and collect participatory experiences and solutions for 
change.  A group of senior DiT, wellbeing ‘champions’, led the implementation of the ‘toolkit’ 
component of the program. Activities included leadership training of senior O&G DiTs; a drinks 
station; posters promoting self-care; break room renovations; online social activities and 
resources; promotion of ways to seek help.  
 
Refer to: "Monash Women!s Leading Kindness COVID-19 Toolkit Pilot Project Most 
Significant Change Technique Evaluation Report # #$(Crinall & Crinall, 2021) for further 
information on the program activities.  

Adapted from: ‘Protecting your mental health and wellbeing as a healthcare worker’ (Beyond Blue, 2020). 
 

Figure 1: Goals of the ‘Monash Women’s leading kindness COVID-19 toolkit 
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STUDY POPULATION  
 
 
There are 55 DiT working at Monash Women’s, across four Monash Health sites (Casey, 
Clayton, Dandenong and Moorabbin), all of whom were invited to participate in the program. 
Seventeen of these attended a live workshop, which were recorded and made available to all 
DiT along with the ‘toolkit’ of activities.  
 

METHODS 
 
A mixed-method evaluation was undertaken. Qualitative interviews were collected from nine 
participants of the live workshops. This process and the outcomes of this analysis have been 
reported separately ("Monash Women!s Leading Kindness COVID-19 Toolkit Pilot Project 
Most Significant Change Technique Evaluation Report! (Crinall & Crinall, 2021).  
 
A quantitative analysis using the Copenhagen Burnout Innovatory (CBI) and World Health 
Organization (WHO) Wellbeing Score (WHO-5) was undertaken.  Questionnaires were sent to 
all 55 Monash Women’s DIT. The questionnaires were distributed three times. Timepoint one 
(September 2020) was prior to the workshops being conducted and timepoints two and three 
(November 2020 and April 2021) were after the completion of the workshop and rollout of 
‘toolkit’ initiatives.  
 
Limited demographic information was collected to ensure confidentiality within the small 
cohort of doctors. Each participant devised and entered their own unique identifying code 
which was used for each time point. Mean CBI and WHO-5 scores were calculated for those 
who completed the questionaries. Comparison was made across timepoints for all Monash 
Women’s DiT exposed to the ‘toolkit’ and those who specifically participated in the 
workshops.   
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QUANTITATIVE EVALUATION TOOLS  
 
Copenhagen Burnout Innovatory 

The Copenhagen Burnout Inventory (CBI) is a healthcare specific standardised questionnaire 
that measures burnout symptoms (Kristensen et al, 2005). Burnout is recognised as an 
occupational hazard for healthcare workers and encompasses emotional exhaustion, 
withdrawal from patients and a resulting loss of job satisfaction (Strauss et al, 2018). The CBI 
evaluates the experience of fatigue and exhaustion across the domains of an individual’s 
personal, workplace and patient-centered interactions. There are 19 questions with answers 
on a 5-point Likert scale. A total score is determined based on each answer being given a 
score of 0, 25, 50, 75 or 100, with question 13 being inverted. An average total out of 100 is 
calculated, with scores categorised as low–0 to 25, intermediate –25 to 50 or high burnout–
>50.  
 

World Health Organization Wellbeing Score 

The World Health Organization (WHO) Wellbeing Score (WHO-5) provides a subjective 
measure of wellbeing (Topp et al, 2015). Wellbeing in the workplace encompasses physical, 
psychological, work-life and general health (Pescud et al, 2015). The WHO-5 asks five 
questions focused on an individual’s wellbeing in the preceding two weeks, with each answer 
rated on a 5-point Likert scale from 5 to 0. A total score out of 100 is calculated by multiplying 
the raw score by 4. A score below 50 represents low wellbeing.  
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RESULTS 
 
We collected 46 completed questionnaires before the implementation of the workshop 
(timepoint one) and an additional 27 and 11 after the workshop at timepoints two (one month 
after) and three (six months after) respectively. There were 16 and seven people who 
completed the survey who had attended the workshop at timepoints two and three 
respectively.  

Copenhagen Burnout Innovatory 

 
Figure 2. CBI for all responders and those who attended a workshop over time 

World Health Organization Wellbeing Score 

 
Figure 3. WHO-5 for all responders and those who attended a workshop over time 
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Quantitative data  
 
1. CBI TOTAL SCORE - ALL O&G DIT 

Timepoint Mean CBI total score Mean difference (95% CI) 
p-
value 

1 48.1 Ref Ref 
2 46.1 -2.0 (-7.4 to 3.3) 0.454 

3 41.3 -6.8 (-14.4 to 0.7) 0.077 
 

Interpretation  

Scores were compared for all O&G DiT who were exposed to the ‘toolkit’ and those who 
specifically attended the workshops. Among all participants (those who attended and those 
who did not attend the workshops), there was a reduction of 2.0 points on average at 
timepoint two compared to timepoint one, although this reduction was not statistically 
significant (p = 0.454, hence the null hypothesis of no effect cannot be rejected). Among all 
participants, there was a reduction of 6.8 points on average at timepoint three compared to 
timepoint one. There was a trend towards statistical significance (p = 0.077). The findings 
may indicate the ‘toolkit’ leads to a lower CBI particularly at timepoint three.  
 
2. CBI TOTAL SCORE – O&G DIT WHO ATTENDED WORKSHOP 
 

Timepoint Mean CBI total score Mean difference (95% CI) 
p-
value 

1 48.1 Ref Ref 
2 47.8 -0.3 (-6.8 to 6.2) 0.935 

3 39.9 -8.2 (-17.5 to 1.2) 0.086 
 

Interpretation  

Among those who participated in the workshops, there was a reduction of 0.3 points on 
average at timepoint two compared to timepoint one, but this reduction was not statistically 
significant (p = 0.935, hence the null hypothesis of no effect cannot be rejected). Among those 
who participated in the workshop, there was a reduction of 8.2 points on average at timepoint 
three compared to timepoint one. There was a trend towards statistical significance (p = 
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0.086). The findings may indicate that the workshop participation leads to a lower CBI 
particularly at timepoint three.  
 
3. WHO-5 TOTAL SCORE: ALL O&G DIT  
 

Timepoint Mean WHO total score Mean difference (95% CI) p-value 

1 46.7 Ref Ref 
2 57.2 10.5 (3.3 to 17.7) 0.006 
3 61.6 14.9 (0.5 to 29.3) 0.006 

 

Interpretation  

Among all participants (those who attended and those who did not attend the workshops), 
there was an increase of 10.5 points on average at timepoint two compared to timepoint one, 
and this increase was statistically significant (p = 0.006, hence the null hypothesis of no 
difference is rejected). Among all participants, there was an increase of 14.9 points on average 
at timepoint three compared to timepoint one. This increase was towards statistical 
significance (p = 0.006, hence the null hypothesis of no difference is rejected). The findings 
may suggest the ‘toolkit’ leads to a higher WHO score.  
 
4. WHO-5 TOTAL SCORE: O&G DIT WHO ATTENDED WORKSHOP 
 

Timepoin
t Mean WHO total score 

Mean difference (95% 
CI) p-value 

1 46.5 Ref Ref 
2 55.7 9.2 (-0.2 to 18.5) 0.054 

3 63.0 16.4 (3.2 to 29.7) 0.015 
 

Interpretation  

Among those who participated in the workshop, there was an increase of 9.2 points on 
average at timepoint two compared to timepoint one, and this increase demonstrated a trend 
towards statistical significance (p = 0.054, the null hypothesis of no difference cannot be 
rejected). Among those who participated in the workshop, there was an increase of 16.4 
points on average at timepoint three compared to timepoint one. This increase was 
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statistically significant (p = 0.015, hence the null hypothesis of no difference is rejected). 
Participation in the workshops were associated with a significantly higher WHO score at 
timepoint three.  

 

SUMMARY COMMENTS 
 
The results demonstrate a substantial improvement in wellbeing over time both for all 
participants and particularly for those who participated in the workshops. It is certainly feasible 
that the initiatives developed and implemented as part of the wellbeing program (figure 1) had 
an impact on the workforce as a whole. In addition, the effect may be underestimated due to 
an expected decrease in wellbeing during the peak of the pandemic.  
 
These results also suggest an improvement in burnout over time. Our study may have 
underestimated the effect of our workshop on burnout if burnout was temporarily increased 
at the start of the study (and at the peak of the pandemic, timepoint one).  
 
Key to the program’s success appears to be the co-design principles, peer leadership and a 
peer-to-peer learning model. The challenge moving forward will be fostering sustainable 
cultural change and endorsement and buy in from higher organisational levels. The program 
needs to be led, developed and implemented with visible support from these higher levels 
whilst balancing the need for inclusive participation in a peer led environment.  
 
We very much hope that this evidence informs the implementation of future programs within 
other healthcare groups.  
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APPENDIX 
 
Copenhagen Burnout Inventory (CBI)  
CBI Part one: Personal burnout  
Always, often, sometimes, seldom, never/almost never 
1. How often do you feel tired? 
2. How often are you physically exhausted? 
3. How often are you emotionally exhausted?  
4. How often do you think: “I can’t take it anymore”?  
5. How often do you feel worn out?  
6. How often do you feel weak and susceptible to illness?  
 
CBI Part two: Work-related burnout  
To a very high degree, to a high degree, somewhat, to a low degree, to a very low degree 
1. Is your work emotionally exhausting? 
2. Do you feel burnt out because of your work?  
3. Does your work frustrate you?   
4. Do you feel worn out at the end of the working day?   
5. Are you exhausted in the morning at the thought of another day at work?   
6. Do you feel that every working hour is tiring for you? 
7. Do you have enough energy for family and friends during leisure time? 
 
CBI Part three: Patient-related burnout  
Always, often, sometimes, seldom, never/almost never 
1. Do you find it hard to work with patients? 
2. Do you find it frustrating to work with patients? 
3. Does it drain your energy to work with patients? 
4. Do you feel that you give more than you get back when you work with patients? 
5. Are you tired of working with patients? 
6. Do you sometimes wonder how long you will be able to continue working with patients? 
   
The World Health Organization (WHO)-5 Wellbeing Index (WHO-5)  
All of the time, most of the time, more than half of the time, less than half of the time, some of the time, no 
time  
1. I have felt cheerful and in good spirits  
2. I have felt calm and relaxed  
3. I have felt active and vigorous 
4. I woke up feeling fresh and rested 
5. My daily life has been filled with things that interest me  


