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The problem of surgeon burnout and depression cannot be
overstated and is discussed and evaluated in the prior
chapter in detail. There exists compelling evidence that the
rate of depression and burnout is increasing in the field of
general surgery. This phenomenon leads to medical errors
and loss of productivity and affects both younger surgeons
and females to a greater degree. Critical examination of
factors affecting resilience and well-being remains limited,
and the data that exist are not well understood by either
physicians or administrators.

It is evident that key components of burnout—emotional
exhaustion, depersonalization, and depression—exist in nur-
sing and the allied professions as well. In fact, important
interventions and observations from allied professionals
were instrumental in developingmetrics to evaluateburnout
in physicians. Interventions to promote surgeon well-being
and resilience are mostly generalized from those developed
in other specialties and subspecialties. Although this may be
quite appropriate, as it appears that, regardless of specialty,
the same stressors that affect other physicians and health
care professionals also affect surgeons inmuch the sameway,

there are subtle and not-so-subtle differences in how others
perceive surgeons and the work we do as well as our
resultant errors. Charles Bosk famously says in Forgive and
Remember: Managing Medical Failure, “When the patient of
an internist dies, the natural question is… ‘What happened?’
When the patient of a surgeon dies, his colleagues ask, ‘What
did you do?’”1

This study seeks to better describe strategies for promot-
ing physicianwell-being and resilience and present themnot
as the “opposite” but as an “antidote” or counterpoint for
burnout and depression driven by clinical activity. Further-
more, it seeks to emphasize and describe the concept of
prevention. Factors affecting individual agency and those
involving institutional and national prerogatives and pro-
grams to prevent burnout and promote well-being are
described and evaluated. It seems very logical that emo-
tional, intellectual, and situational factors affecting depres-
sion and burnout exist for even the most resilient surgeons.
Understanding data supporting strategies to promote and
maintain well-being is effective for everyone practicing
surgery today.

Keywords

► burnout
► resilience
► engagement
► stress management
► well-being

Abstract Burnout is a widespread problem in health care. Factors that contribute to enhancing
engagement and building resiliency are widely discussed, but the data supporting
these practices are not well understood. Interventions aimed at increasing engage-
ment and promoting resiliency are targeted toward individual practitioners, health
care institutions, and national organizations. Knowledge of the data supporting various
kinds of interventions is vital to implementing change meaningfully. Prevention of
burnout should start early in training with appropriate modeling and input from
mentors and should incorporate stress management strategies. The most compelling
data for building resilience requires institutions, physicians, and their support staff to
align their values to create a mutual culture of wellness and engagement. It is
imperative that institutional and national reform allows us as physicians to preserve
our relationships with patients and colleagues, while also prioritizing time to reflect and
pursue outside interests that recharge and restore.
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Burnout and Resilience: Why It Matters

Physician burnout is an epidemic in the United States today.
Recent recognition of the phenomenon has rapidly evolved
into identification of causes, recommendations for preven-
tion, and promotion of well-being, as well as an examination
of the effects of depression and burnout on individuals,
institutions, and the integrity of the U.S. health care system.
The effects of burnout are wide-ranging, affecting patients,
health systems, and individuals. It has been estimated that
more than 60% of surgeons would retire if they had the
chance, citing reasons that include increased administrative
and clerical tasks, less time for collaboration, profit-driven
decision-making, and increasing regulatory requirements
with no clear link to improved patient outcomes. Further-
more, it has been shown that even small increases in burnout
scores are associatedwith self-reported perceptions ofmajor
medical errors, decreased efficacy and time in practice, and
suicidal ideation.2 Interventions that make small differences
may have a large impact.

While most who leave practice do so at their own discre-
tion, a staggering number of physicians are lost because of
the sustained effects of burnout. Tragically, 400 physicians
commit suicide every year—a statistic that amounts to the
number of graduates of two medical classes every year, or
over a “doctor a day.” Physicians, in general, have a lower rate
of mortality from other illnesses such as heart and lung
disease and cancer than the general population but are near
the top of the list of professions for suicide. Among medical
students, suicide is the second leading cause of death behind
accidents.3 Depression is the leading risk factor for suicide
and is present in a higher proportion of physicians than the
general population, affecting 12% of men and almost 20% of
women.4 This is concordant with the fact that burnout shows
a gender predilection for females. Burnout causes an insi-
dious loss of productivity that results from early retirement,
time spent doing clerical work, and high turnover. It has been
estimated that the loss of yearly productivity secondary to
burnout when evaluated longitudinally is equivalent to the
loss of the services of seven medical school graduating
classes. This represents an astonishing number of patient-
care hours and an obvious huge loss of a national resource
whose education and training is largely federally supported.
It is a cost we all eventually bear, one way or another. The
actual cost to an organization of replacing a physician ranges
fromUS$500,000 to US$1,000,000 and has been estimated to
cost approximately US$2,000,000 for a surgeon, specifically,
in lost revenue, signing bonuses, start-up time, and salary.5

It is obvious that there are individual, organizational, and
national imperatives for reversing the course of burnout and
embracing what is known as the “Joy in Practice.”6

Addressing ways of preventing depression, depersonali-
zation, and emotional exhaustion is a multidisciplinary
effort involving administrators, organizational and clinical
leadership, and surgeons themselves. There is no lack of
interest in the problem of burnout and no controversy
regarding its severity or detriment to the profession. How-
ever, a plethora of efforts by local administrators, health care

chief executive officers (CEOs), national physician groups,
and physicians themselves require organization, a certain
amount of data-driven triage, and an ability to parse out the
efforts that will provide the most relief most rapidly.

Obstacles to Resilience

A better understanding of challenges to resilience sets the
stage for an exploration of the data regarding personal and
organizational intervention. The five most common barriers
to resilience include (1) an imbalance between work and
personal life, (2) overexposure to stressful events, (3) insuf-
ficient time and space to process negative feelings, (4)
humiliating experiences, and (5) social isolation. Mitigation
of these circumstances forms the basis for both individual
(personal) and structural (organizational) interventions to
increase resilience (Dr. Anthony Rostain, personal commu-
nication). Dr. Ken Ginsburg and Dr. Anthony Rostain, clin-
icians at the University of Pennsylvania, who specifically
study the role of individual and organizational attributes
contributing to burnout in both adolescents and physicians,
frame factors contributing to well-being as the “7 C’s” of
resilience: control, competence, confidence, contribution,
coping, connection, and character (►Fig. 1). Effective inter-
ventions promoting resilience should ideally positively
impact one or more of these factors.

Surgeon Well-Being: Agency and the
Individual

In social science, “agency” describes the capacity of indivi-
duals to act independently and to make their own free
decisions. In contrast, “structure” is those factors that deter-
mine or limit an agent or individual and his/her choices. In
fact, psychologist ChristinaMaslach, an expert in the studyof
physician burnout, describes burnout as “not a problem of
people, but of the social environment in which they work.”7

The ability of any individual to effect change, participate
in self-care, or even recognize factors that contribute to
burnout or promote resiliency is partially dependent on
certain personal factors and characteristics that may be
unrelated to the clinical environment. The ability to have
“agency” is at least partially predicated on the ability to
recognize stressors, ability to mitigate them, and having the
emotional intelligence necessary to build resilience andwell-
being.

Only three “individual” or personal interventions (those
that can be practiced in the absence of an organizational
mandate or structure) have been investigated in detail
sufficient to assess efficacy in terms of meaningful, measur-
able, outcomes. Mindfulness, stress management, and small
group discussions are thought to be at least partially effective
in building resilience by specifically addressing the coping,
character, and connection aspects of well-being.

“Mindfulness” is the psychological process of focusing on
the present with the goal of developing wisdom through self-
awareness by way of meditation, yoga, and other contem-
plative techniques. It has roots in Buddhist traditions and
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was described by Jon Kabat-Zinn at the University of Mas-
sachusetts in 1979 as a way to deal with persistent rumina-
tion, suffering, and worry in the chronically ill.8 It has lately
been embraced by popular culture as well as a variety of
institutions (schools, companies, hospitals) as a tool to help
handle individual stress and emotional overload. It is a
technique that can be practiced by individuals on their
own terms—in their own space and on their own time,
requiring no help, oversight, or guidance.

Stress management programs arose following the obser-
vation that many physicians have significant stressors both
at work and at home that affect productivity and perfor-
mance. Modern employee assistance programs have stress
management programs that can be accessed by individuals
independently and by referral. Individual intervention
begins by assessing stressors by questionnaire or interview
with a mental health professional followed by intervention
aimed at changing behavioral patterns. Stress management
programs can include counseling on stress management and
administration of techniques such as relaxation, biofeed-
back, and cognitive restructuring. These programs can
reduce the level of distress and help reframe a problem
causing anxiety. Physicians who master behavioral and
cognitive stress-relief techniques report less tension, fewer
sleep disturbances, and improved coping strategies.

The Stress Management and Resilience Training (SMART)
program was developed at the Benson–Henry Institute for
Mind Body Medicine at Harvard. The concept was developed
from an 8-week course model of stress reduction shown to

help treat chronic diseases such as hypertension, chronic
pain, depression, and anxiety. It had improved coping and
decreased perceived stress among those in the armed forces
and public school system, and it decreased stress and
increased perspective-taking among palliative care clini-
cians at Massachusetts General Hospital. It has been studied
only in resident physicians. The program emphasizes the use
of mindfulness techniques to focus on priorities and alleviate
stress. However, pilot programs and subsequent studies in
this cohort failed to find significant benefit from this inter-
vention after 6 months. It was found that burnout scores
skyrocketed in interns from 39% baseline in June of intern-
ship year to 71% in January.9 Finding significant benefit from
individualized solutions remains problematic. Study design
is difficult, and reported outcomes as measured by compo-
site burnout scores can be hard to interpret.

Dr. Tait Shanafelt (now Chief Wellness Officer for Stanford
Medicine) and his group atMayo Clinic have been pioneers in
the study of physician burnout and interventions to promote
resilience. His group examined the available literature in
2016 to see if the institution of policies to promote individual
resilience (mindfulness, stressmanagement techniques such
as SMART, or group discussions) could make a difference in
burnout scores. They found that overall burnout scores
improved from 54% to 44% (p < 0.001) across the spectrum
of the studies and across all interventions, but it was difficult
to determine who was affected most and which interven-
tions were most effective for which group. Importantly, it
was impossible to determine whether reported scores were

Fig. 1 The “7 C’s” of resilience. (Reproduced with permission of Dr. Anthony Rostain.)
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sustainable.10 Others have found that the sustainability of
the effects of stress relief programs that relied on individu-
ally initiated participation was less than 6 months.11

Early intervention to provide individuals with tools to
encourage resilience is felt to be very important (Dr. Juliette
Galbraith, personal communication). Development of resi-
lience begins at the start of surgical training and is promoted
by developing a healthy “culture.” Conversely, negative atti-
tudes and the inability to cope are modeledwith devastating
efficacy by senior surgeons and adopted by our trainees. Ben
Lovell describes how physicians, during medical school, find
their own “group”: clinicians with whom they identify and
whose values and attitudes are shared. Surgical residents
tend to socialize and feel comfortable in the company of
other surgeons and either consciously or unwittingly inte-
grate the knowledge, customs, values, and behaviors of those
they admire and seek to emulate.12 Creation of a “profes-
sional identity” is a result and a direct consequence of the
apprenticeship model that is at the heart of general surgery
training. Clearly, this can be either good or bad—the con-
sequences are largely created by the group environment and
the actors within the group itself.

Self-identity and professional identity are tightly linked,
especially in professions that require a large commitment of
time and effort. But the process of linking these cognitive
areas for trainees is dependent on ready access to the surgical
community and the ability to participate. Membership in a
professional community can be a very powerful bulwark
against burnout and a tool to build resilience. Being part of a
professional group can protect against burnout by engender-
ing a sense of belonging and shared knowledge (both tech-
nical and emotional). It can foster the idea that the individual
is a valued member of the society within the context of the
group and is positively associated with the ability to handle
stress.

In contrast, bad “modeling” is detrimental to the psycho-
logical health and well-being of the individual. Inability to
find a suitable role model within a community of interest
such as surgery is associated with depression and burnout
and may explain, in part, why female surgeons and surgical
trainees have higher rates of burnout. There are simply far
fewer female role models within the larger community and
therefore a higher rate of discordance between self and
professional identity.

Cleland et al incorporated the social aspects of surgery
into their “surgical boot camp” training. Surgical boot camp
is a relatively new trainingmethodmeant to acquaint interns
in the first few days of training with the technical and
medical tools that are important for them to know in their
first year. Conceptually, familiarity reduces both stress and
errors. Cleland et al decided to incorporate a community
building facet into the boot camp, encouraging trainees to
exchange stories, acquainting them with senior surgeons,
and inviting them into their homes. Narrative data showed
that the experience was powerfully positive for the trainees
and resulted in a stronger, more positive sense of identifica-
tion, belonging, and ability to share emotional experiences
without fear of being judged harshly.13 The social elements of

the boot camp were as important and affirming as the ones
that focused strictly on medical knowledge. Therefore, it is
important to be able to model appropriate behaviors and
values ourselves, not just in the operating room or clinic but
also emotionally and socially.

The concept of “self-complexity” is linked strongly to
resilience and well-being. While a sense of “belonging” and
community is associated with better well-being through
shared experience, the ability to self-identify in a variety of
ways—for example, gardener, father, mother, cyclist, trave-
ler, music lover—is strongly correlated with emotional
resilience. The occasional negative experience of one aspect
of the self is balanced by the positive reinforcement created
by success and community elsewhere in other arenas of
experience. This is a very important concept to teach and
activity to participate in. Finding a “hobby” or community
of interest unrelated to surgery and nurturing it encourages
self-complexity and is a proven defense against burnout.12

Discordance between the values of the institution and
the individual is another major driver of burnout. As health
care compensation becomes increasingly driven by factors
that are not under the control of the physician, such as
federally mandated quality initiatives, and billing becomes
more complex, regulatory infrastructure can reach into the
day-to-day lives of physicians and affect clinical decision-
making in ways that impinge on autonomy and create a
disconnect between what we think is important as physi-
cians (direct patient care) and what is organizationally
imperative (cost-effectiveness and avoidance of lost rev-
enue). Finding meaningful clinical activities within our
control that aligns with our own core values as physicians
is shown to be an important personal strategy to avoid
burnout. Devoting at least 20% of the work week to these
activities may foster well-being by directly aligning a sense
of personal mission and agency with the expectations of our
patients and our workplace.14

Surgeon Well-Being: Organizational
Responsibility and Action

It is clear from the data on resilience that individual solutions
to the problem are important, but supporting data are scant
and difficult to interpret. It has been pointed out that even
small improvements (as little as 1% in validated scores) can
be measurably meaningful. Even so, institutional programs
and mandates have an even larger impact on the develop-
ment and maintenance of resilience and are better able to
foster sustained change through organized large-scale solu-
tions to issues that counter resilience. Christina Maslach and
Tait Shanafelt have posited that the workplace is the most
important factor in preventing burnout and fostering resi-
lience—environment is the crucial element requiring
change.7 Job engagement is the opposite of burnout, and
identification of the structural causes of burnout within the
organization, its “roots,” is replacingolder notions of blaming
surgeons for poor coping skills. Also, implementation of
solely individualized solutions may have unintended con-
sequences—for example, reduction of one physician’s
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workloadmay have the effect of increasing that of others. The
role and responsibility of the organization in contributing to
individual physician well-being is increasingly recognized
and focused on specific programs and initiatives that posi-
tively impact workflow and allow for “perks” that make
work–life balance more sustainable. The concept of “positive
institutions” is defined as a place where the physician can
develop, enrich, and sustain human potential. Institutional
virtues in positive institutions include the following:

• Purpose: shared vision of moral goals.
• Safety: protection against threat, danger, and

exploitation.
• Fairness: equitable rules governing reward and punish-

ment, and the means of consistently enforcing them.
• Humanity: mutual care and concern.
• Dignity: treatment of all people as individuals regardless

of their position.

Perhaps the most thorough explanation of the role of the
organization to date originates from the Mayo Clinic, where
Drs. Shanafelt (former Executive Director of Physician Well-
Being), and John Noseworthy (CEO) have defined nine key
characteristics ofa healthyorganizational structurepromoting
physician sustainability and resilience based on the extensive
work done at Mayo Clinic on this subject in the last decade.
They not onlymake a humanitarian argument for institutional
consideration of physician well-being but also put forth a
business case as well (►Table 1). The basic underpinnings of
the proposal involve increasing engagement by identifying
issues first and then directly addressing them at all levels
including those in the highest leadership positions. Providing
targeted interventions, correctly structuring incentives, pro-
viding resources to improveself-care, andaligning institutional
valueswith thoseofphysiciansarekey interventions that serve
to increase control, competence, confidence, contribution, and
connection–integral characteristics of Ginsburg’s “7 C’s”
aspects of resilience that rely on structural support to
flourish.15

Identification of issues at Mayo Clinic involves a variety of
formats including small group discussion, “town hall” type
meetings, and printed and video format messaging. Direct
measurement of burnout scores is performed through the
Mayo Well-Being Index, a validated instrument now used

(licensed) by other hospitals and health systems to collect
self-reported data on metrics of resilience and burnout.
Scores are compiled anonymously by division/department
to learn where success or failure is most prevalent and to
help direct resources. While not a perfect metric, this infor-
mation gathering does give physicians a place to start
instituting programmatic changes and a way to measure
the efficacy of these alterations.

In this model, effective leadership is recognized as an
evidence-based fortification against burnout. Data support
the fact that small incremental increases in leadership
skills result in a larger-than-expected decrease in burnout
scores among faculty. Good leadership performance and its
effects can be directly measured. Recognition of this fact
mandates choice of good leaders based on known leader-
ship skills—a merit-based leadership model rather than one
rooted in academic or clinical performance or, worse yet,
time served in the organization. Regular assessment of
leadership by faculty, incentives based on leadership
metrics, and scheduled performance reviews are all neces-
sary for this aspect of prevention to thrive.

Specific drivers of burnout and modification of these
factors are identified by comparing scores with external
benchmarks to identify “high-opportunity” divisions where
dissatisfaction and frustration are affecting performance and
engagement. These factors are quite different between spe-
cialties, but common drivers include the electronic medical
record or electronic health record (EHR) and the glut of
electronic forms, “messaging boxes,” billing and coding
records, and extensive note formatting that they produce.
It has been observed that the increase in burnout in the past
decade directly correlates with the rise of the use of EHR.
Targeting ways of streamlining EHR input, use of advanced
practice providers to share in theburden, and employment of
medical scribes and administrative assistants to off-load
burdensome administrative and clerical tasks have all been
effectively employed.

Organizational initiatives to promote flexibility and
work–life integration can help with achieving balance.
Almost half of all physicians work more than 60 hours per
week, as opposed to less than 10% of the U.S. nonphysician
workforce, and this is a considerable contributor to burn-
out.16,17 Providing flexibility in clinic or operating
room hours that free up time elsewhere can help reconcile
stressful disparities between the demands of family (still
disproportionally problematic for women) and the needs of
patients. Health system support staff flexibility (e.g., night or
weekend hours) can be managed appropriately if needs are
anticipated and planned for. Team workflow planning and
engagement are necessary for a successful rollout of a
flexible model of time management in an equitable manner.

Physicians have identified the concept of “loss of com-
munity” as a major issue that has evolved over time as
unintended consequences of advancements in technology.
Time spent doing clerical and administrative tasks, decen-
tralization of offices, and repurposing physician’s lounges all
serve to erode direct interaction. The COMPASS (Colleagues
Meeting to Promote and Sustain Satisfaction) groups started

Table 1 Organizational strategies promoting resilience

Organizational strategies to reduce burnout and promote
physician engagement

Acknowledge and assess the problem
Harness the power of leadership
Develop and implement targeted work unit interventions
Cultivate community at work
Use rewards and incentives wisely
Align values and strengthen culture
Promote flexibility and work–life integration
Provide resources to promote resilience and self-care
Facilitate and fund organizational science

Source: adapted from Shanafelt and Noseworthy.15
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at Mayo Clinic involve specific dedicated time subsidized by
the health system for colleagues to directly meet and discuss
relevant issues related to culture, workflow, policy, and
patient care. Dinners off-site are facilitated with the first
20 or 30 minutes spent examining issues related to the
challenges and joys of being a physician. Participation in
the COMPASS program (which is voluntary and therefore
self-selected) resulted in an increase in engagement and
work satisfaction. To date, about one-third of Mayo physi-
cians have joined a COMPASS group.

The long-standing emphasis on relative value unit (RVU)
based compensation may have contributed to the incidence
of overwork, particularly for surgeons and proceduralists.
Physicians have three major ways of increasing compensa-
tion: spend less time with each patient, order more tests, or
work longer. Surgeons may be at a higher risk of overwork
due to higher debt, longer training times, and training that
can be militaristic with an emphasis on long work hours
and endurance. Productivity-based pay using RVUs may
serve to subtlety incentivize surgery for marginal indica-
tions, foster unhealthy competition for cases instead of
collaboration, and encourage surgeons to overschedule.
There is no standard pay model in the United States, but
the most common are productivity only, base salary plus
productivity bonuses, and (far less common) a pure salaried
model. Adding other dimensions to compensation bonuses
besides case volumes or RVUs are patient satisfaction scores
and aspects of self-care and well-being. “Citizenship” in a
division or department can be used to incentivize partici-
pation in quality programs with specific outcome metrics or
in the teaching or academic mission of the institution. As
mentioned earlier, it has been observed that physicians
who allot 20% of their time to patient care pursuits they are
passionate about are more resilient and express greater
satisfaction at work. Building in a 20% incentive with
metrics designed by the physician may be away of marrying
personal engagement with productivity. Many employees
other than physicians and administrators are dependent on
the financial success of our health systems, therefore careful
planning and anticipation of downstream consequences of
revenue changes must be predicted and accounted for. Even
so, organizations that have instituted specific faculty
engagement programs to address burnout and resilience,
such as Mayo Clinic and Stanford University, have observed
that the investment of resources to run programs is rela-
tively low and the efficacy can be quite high, thus ensuring
the long-term viability and financial feasibility of the insti-
tution as well as its employees. Mayo Clinic saw a 7%
reduction in burnout scores in the two years between
2011 and 2013, when national burnout scores rose by
11%, after identifying and addressing the issues program-
matically.17 It is likely that long-term investment consis-
tently will produce the most durable results. Mayo Clinic
has a burnout rate that is two-thirds of that of other
organizations, but it is still 32%. Although the pace of
progress seems to be slow, cultural changes resulting in
improvement in objective measurements of engagement
are clearly occurring.

Resilience and Burnout Prevention

In 2013, a team of psychologists in Germany set out to
determine the resilience strategies of experienced physi-
cians by using objective instruments to measure coping
skills and burnout and by eliciting narrative data through
semistructured interviews. They found that measurements
for both emotional exhaustion and depersonalization were
similar between surgeons and other specialties and were
detected in 26 to 32% of the respondents. Resilience stra-
tegies were grouped into three distinct categories: job-
related gratification, personal routines to reinforce human-
ism, and positive attitude. Job-related sources of gratification
involved enjoyment of the doctor–patient relationship and a
sense that treatment was both appreciated and effective.
Practices and routines contemplated building and maintain-
ing relationships with both family and colleagues, prevent-
ing isolation both at home and at work; facing and dealing
with complications directly and immediately; and setting
aside time for personal reflection and goal setting. Attitudes
of resilient physicians included acceptance and realism,
self-awareness, recognizing when change is necessary,
and active engagement with the downside of medicine.
Getting involved in the organizational hierarchy to facilitate
change and learning about sources of conflict and their
underpinnings is a powerful way to facilitate both compe-
tency and control.18

Although primary prevention of burnout and promotion
of resilience should be enacted through structural and
cultural change at the organizational level where it is
most effective, providing resources for the promotion of
resilience remains an additional institutional responsibil-
ity. Tools for self-calibration like the Mayo Physician Well-
being Index need to be linked to resources for the indivi-
dual that help build resilience and reduce distress. Low-
ering the barriers to participation in exercise and fitness
programs and providing ready-to-heat meals, breastfeed-
ing rooms, facilitated medical appointments, and skills
training in individual relaxation and stress reduction tech-
niques can be helpful in the context of real organizational
restructuring.

Data suggest that the best outcomes result from both
individual and organizational interventions to build resili-
ence. Those that are primarily individual or “personal” tend
to have short-term results, whereas structural interventions
are both longer lasting and more effective. Longitudinal
investment in both types of activities is essential or else
long-term gains will not be realized.11

National Organizations’ Responsibilities and
Actions

As noted by Shanafelt and Noseworthy, substantive progress
is “unlikely to occur until there is a coordinated effort to
address this issue at the national and state, organizational,
leader, and individual levels.”15 In the absence of such a
coordinated effort, the epidemic of burnout continues to
worsen.
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Today,many physicians and health care leaders agreewith
the sentiment recently expressed by Dzau et al that “the
health professions are at a critical inflection point.5 The
health system cannot sustain current rates of clinician
burnout and continue to deliver safe, high-quality care.”
This sense of urgency has prompted several national health
care organizations to develop responses to the burnout crisis.
Their efforts are focused primarily on the following two
broad areas: (1) restoration of clinician well-being and (2)
implementation of needed health care reforms.

National Academy of Medicine (NAM): a major barrier to
reversing the current trend of physician burnout is the
absence of a national clearinghouse to systematically gather
and compare data in order to scientifically determine what
works and what does not. To overcome this deficiency, the
NAM (formerly the Institute of Medicine or IOM) recently
accepted the responsibility “to coordinate and synthesize the
many ongoing efforts within the health care community and
to generate momentum and collective action to accelerate
progress.”5Additionally, as part of its coordinating role, NAM
also committed to involve “key influencers beyond thehealth
care community such as information technology (IT) ven-
dors, payers, regulators, accreditation agencies, policy-
makers, and patients.”5

Action Collaborative on ClinicianWell-Being and Resilience:
In January 2017, in collaboration with the Association of
American Medical Colleges (AAMC) and the Accreditation
Council for Graduate Medical Education (ACGME), NAM
launched a national “Action Collaborative on Clinician
Well-Being and Resilience.” The Action Collaborative’s initial
goals (►Table 2) focused on increasing awareness and under-
standing of physician burnout and identifying and imple-
menting evidence-based solutions at the organizational,
system, and cultural levels. Initially, at least, the Action
Collaborative chose not to focus on personal factors unre-
lated to the clinical environment. By January 2018, 55 core
organizations and a network of more than 80 others (includ-
ing specialty and other professional organizations), aswell as
payers, researchers, government agencies, technology com-
panies, patient organizations, and trainees, had joined the
Action Collaborative. Four workgroups are now charting
their initiatives (►Table 3). The Action Collaborative also
has pledged to launch an online “knowledge hub” in 2018.
The hub is envisioned as a user-friendly repository for
available data, models, and toolkits and as a site for clinicians
and other stakeholders to share information and build
productive relationships.

ACGME Common Program Requirements: in recognition of
the importance of physician burnout, Section VI of the
ACGME Common Program Requirements (effective July 1,
2017) has been amended to include a “commitment to the
well-being of the students, residents, faculty members, and
all members of the health care team.” That new commitment
is detailed in a new “Section VI.C. Well-Being,” which begins
by acknowledging the gravity and scope of the problem: “In
the current health care environment, residents and faculty
members are at increased risk for burnout and depression.
Psychological, emotional, and physicalwell-being are critical
in the development of the competent, caring, and resilient
physician. Self-care is an important component of profes-
sionalism; it is also a skill that must be learned and nurtured
in the context of other aspects of residency training. Pro-
grams, in partnership with their sponsoring institutions,
have the same responsibility to address well-being as they
do to evaluate other aspects of resident competence.”19

In addition to that new section on physician well-being,
Section VI has also been extensively revised to focus on “The
Learning and Working Environment.” The newly revised
Section VI is a useful template for nonteaching hospitals
and health care institutions to adopt, as they strive to
mitigate burnout and promotewell-being by improving their
workplace environment. In particular, portions of Section VI
address patient safety, quality improvement and account-
ability, professionalism, fatigue mitigation, and teamwork
and transitions of care.

Increasing Clerical Burdens and the Cost of
Good Intentions

Since 2000, high-technology health care work environments
have become commonplace across the United States. Their
features include the mandated use of EHRs, computerized

Table 2 Initial goals of the action collaborative

Increase visibility of physician stress and burnout

Improve health care organizations’ baseline understanding
of the challenges to clinician well-being

Identify evidence-based solutions

Monitor effectiveness of implementation of
these solutions

Source: based on information from Dzau et al, page 313.5

Table 3 Workgroups of the action collaborative

Research, data, and metrics

Compiling validated survey instruments
Compiling validated evidence based interventions
Identifying benchmarks for gauging progress in
supporting clinician well-being

Conceptual model

Created a comprehensive conceptual model
Establishing shared taxonomy by defining key factors

External factors and work flow: assessing approaches to
achieve optimal

Team-based care
Documentation in rapidly evolving digital health
environment

Messaging and communications

Identifying key stakeholders
Developing targeted messaging to disseminate
available evidence and knowledge
Inspiring action at local level

Source: based on information from Dzau et al, page 313.5
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physician order entry and billing, patient portals, and
around-the-clock remote computer access to patient
records, test results, and inpatient status. Paradoxically,
these technologies were justified as indisputable ways to
improve patient care and lighten the workload of physicians
and other health care providers, but today they are a major
source of physician dissatisfaction and burnout. Dr. Christine
Sinsky, a practicing internist and vice president for profes-
sional satisfaction at the American Medical Association
(AMA), estimates that the modern health care workplace
is likely causing 80% of the burnout among American phy-
sicians (Christine Sinsky, M.D., personal communication,
September 22, 2016).14

In a recent Perspective article published in the New
England Journal of Medicine, Wright and Katz noted that
the increasing clerical burden is one of the biggest drivers of
burnout and that such work is generally not reimbursed but
rather is done “in the interstices of life, during time often
referred to as ‘work after work’–at night, on weekends, even
on vacation.”20 Wright and Katz cite the analysis of such
“work after work” done by Dr. Shanafelt. He argues that such
a practice “has enabled organizations to continuously
increase productivity targets without changing the infra-
structure or support system, effectively adding awhole extra
work week hidden within a month.” Sinsky agrees, noting
that “this assumption that doctors could take on extra work
seamlessly, but now it is crowding out our true work as
healers. Physicians are at the sharp end of the stick for
accountability, regulatory issues, and now even data acquisi-
tion and entry – it’s too much.”20

Accompanying this increasing clerical burden is wide-
spread cynicism about why it is required in the first place.
Increasingly, many physicians and surgeons suspect that
doctors are required to endlessly document all they do to
justify the high costs and billing practices that are now part
of modern health care. Worse, many doctors acknowledge

privately that they are “encouraged” to perform and docu-
ment unnecessary elements of care to justify billing codes.

Shanafelt et al have called for specific reforms at the
national and state levels in multiple areas21 (►Table 4).
Collectively, these reforms will begin to restore time for
physicians and surgeons to concentrate on what we were
trained to do, namely to be doctors. Our primary professional
obligations are to understand and meet the needs of each of
our patients and to be their advocate in today’s complex,
modern health care system.

Summary and Conclusion

Creating a respectful, effective, efficient, andsustainablework-
place environment that fosters clinician well-being—while
simultaneously making it easier to provide safe, high-quality
care and appropriate services at a reasonable cost to all people
living inourcountry—is aworthybutelusive goal. Asdescribed
earlier,many physicians and surgeons across theUnited States
have independently developedpersonal routines andmethods
to protect themselves from burnout and its sequelae; many
local health care organizations have launched multiple, well-
intentioned initiatives and programs to eliminate or mitigate
burnout and restorewell-being in their environment. Some of
those efforts havebeen at least partly effective, butothers have
failed. The epidemic of burnout has worsened.

The rapid rise in the prevalence of burnout is, in part, a
consequence of the unintended net result of multiple highly
disruptive changes occurring in recent years. No individual
physician/surgeon and no local organization can address all
the societal, financial, political, legal, technological, scienti-
fic, and professional issues that contribute to burnout. It is
encouraging that NAM, AAMC, and ACGME are collaborating
to prioritize well-being, but they and other national organi-
zationsmust also assume the responsibility to promote other
needed reforms.

Table 4 Recommended national and state reforms

Reduce and streamline required documentation in the medical record and determine what elements must be completed by
physicians and what elements can be completed by advanced practice providers and/or other appropriately trained
nonphysicians

Seek broad input from physicians practicing in diverse settings and specialties to improve current and future regulations

Improve the preapproval process for tests, medications, and procedures

Integrate maintenance of certification requirements with standard continuing medical education requirements

Eliminate questions on licensing applications related to diagnosis or treatment for mental health conditions and replace them
with questions related to current impairment

Advocate that the National Institutes of Health increase funding of research to evaluate implications of clinician well-being for
the care delivery system and determine how to improve the work and life of health care professionals

Encourage health care institutions to
routinely assess, monitor, and improve dimensions of well-being as a standard component of their performance metrics
develop new practice models that increase efficiency and productivity while lessening the dependence on physicians
performing clerical and administrative tasks
acknowledge the high work hours (including many uncompensated hours of “work after work”) for physicians and work to
improve flexibility in their schedules and enhance work–life integration
prioritize physician well-being

Source: based on information from Shanafelt et al.21
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In the meantime, local organizations do have the obliga-
tion to keep striving to (1) understand the factors underlying
burnout in their own environment and (2) find ways to
change their own culture to better support well-being.
And, as individuals, surgeons and other physicians have a
personal and professional responsibility to keep striving to
take care of ourselves and each other, beginning with accept-
ing the limits of our species. We are not superhuman—we
need adequate sleep, good nutrition, and time to meet our
own medical needs. We need positive working relationships
with our colleagues and with our patients. We need time for
our loved ones and our friends. We need private time to
think, enhance self-awareness, restore energy and resiliency,
and nurture both our personal and professional priorities.
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