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11.1         Introduction 

      “As a medical student my second night on call in 
labor and delivery, I pestered the attending doc-
tors to let me deliver a baby, and six hours later I 
got my chance. With the guidance of a senior doc-
tor, a plump, slippery, wriggling baby appeared in 
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    Abstract  

  Medicine is an exceptionally demanding as well as rewarding profession. 
Physicians must maintain the ability to work hard, at optimal levels of 
excellence, under high levels of demand and accelerating change in the 
healthcare environment. This requires stamina and adaptability. Work-
related distress is common in trainees and physicians and is associated with 
signifi cant suffering, incompetence, lapses in professionalism, and attri-
tion from the profession. At the worst end of the spectrum for the indi-
vidual, this distress may result in depersonalization, emotional exhaustion, 
and a sense of low personal accomplishment. These symptoms character-
ize a syndrome now called burnout. Physicians are also at high risk for 
other stress-related issues such as depression, anxiety, substance abuse, 
and suicidality. Certain individual (e.g., resilience, relational compe-
tence, active health maintenance) and workplace (e.g.: safety orientation, 
mutual support, and fl exibility) characteristics protect against burnout. In 
this chapter, Dr. Williams draws from her extensive experience fi rst as an 
Associate Internal Medicine Residency Program Director and then as a 
psychiatrist who developed and ran a physician wellness program for a 
large healthcare system. She describes the common causes and conse-
quences of stress, distress, and burnout in medical trainees and practicing 
physicians. She discusses strategies for identifi cation, prevention, and 
treatment of physician distress and suggests a four-pronged approach 
toward physician wellness, which includes both programmatic and indi-
vidual strategies.  



186

my hands. My adrenaline ran so fast that my 
hands shook when I clamped and cut the cord. 
I passed the infant to the pediatrician and was 
hooked.” [ 1 ] 

   Sir William Osler said that being a physician 
is a “noble calling” that “provides the greatest 
opportunity to exercise the mind and heart,” and I 
agree. Even in these diffi cult times for our profes-
sion, it is still a great privilege to be someone’s 
doctor. However, it appears that fewer and fewer 
of us are actually able to experience these 
rewards and that physicians across the United 
States, Canada, and Europe are suffering from 
signifi cant work-related distress [ 2 ,  3 ]. A recent 
study of physicians’ satisfaction found that 1 in 
5 young physicians would not choose a career in 
medicine again [ 4 ]. 

 This level of distress, which affects our stu-
dents and trainees as well, has serious conse-
quences for patient care [ 5 ]. Medical students 
have higher levels of distress than nonmedical 
student peers, which negatively impacts their 
mental and physical health, reduces their altruistic 
values, and is associated with unprofessional 
behavior. All this may compromise patient care 
and the size of the physician workforce, particu-
larly of primary care physicians willing to care for 
underserved populations. A compelling argument 
has also been made that physician distress threat-
ens successful healthcare reform in the United 
States [ 6 ]. Because of the prevalence and serious 
implications of distress, the Licensing Committee 
on Medical Education (LCME) requires medical 
schools to have student wellness programs 
(accreditation standard MS-26), and a growing 
number of hospitals, as well as most state medical 
societies, run physician wellness programs. 

 At the same time as our young students and 
trainees are dealing with all the stresses of medical 
training and practice, they are also generally deal-
ing with the exciting but challenging developmen-
tal tasks of late adolescence and early adulthood. 
These tasks include separation and individuation, 
personal identity formation, and development of 
meaningful adult relationships, partnering, and 
starting families, though these are often delayed or 
distorted by immersion in medical training [ 7 ]. As 
teachers and physician leaders, we have a respon-

sibility to support the healthy professional iden-
tify formation of our trainees and junior 
colleagues by helping them deal with the stresses 
and strains of medical practice. 

 In this chapter I will review the issues of 
stress, dissatisfaction, and suffering among our 
students, trainees, and practicing physicians—
where it comes from, where it leads, how to rec-
ognize it early, and what we can do about it. I will 
review the most important manifestations of 
stress among medical students and residents, 
followed by a discussion of selected issues, 
including the problem of burnout, with particular 
relevance for teachers and learners. Finally, I will 
suggest ways to address these issues. These ideas 
have been informed by over 30 years of practice, 
as a medical educator, internist, and psychiatrist; 
the relevant literature; and my experience 
 founding and directing a physician’s wellness 
program in a large multihospital consortium. 
In this last role, I personally evaluated over 50 
attendings, residents, and medical students from 
various fi elds, who were experiencing diffi culties 
in their work, studies, and/or personal lives.   

 Common Causes of Stress in Medical 
Training and Practice 

 Intrapersonal Issues
•    Perfectionism  
•   Excessive sense of guilt and 

responsibility  
•   Self sacrifi ce, delayed gratifi cation  
•   Unmet need for approval and affi rmation 

in work  
•   Lack of awareness of one’s own needs and 

feelings  
•   Perceived lack of support from bosses 

and colleagues  
•   Perceived lack of connection with 

colleagues  
•   Fear of errors and bad outcomes    

 System Level Issues
•    Work–life imbalance, long hours away 

from family and friends  

(continued)
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 Obviously we can’t compact all these diffi cult 
experiences into a corner of our minds forever; 
they do affect us emotionally, physically, and in 
our behaviors. Ideally, novice practitioners would 
have a regularly scheduled time to confi dentially 
discuss emotionally diffi cult situations with 
peers, facilitated by a trusted expert as they did in 
this case. In this way physician trainees can “air” 
the range of feelings they are experiencing and 

consider a repertoire of healthful ways to deal 
with these emotions. These strategics might 
include learning strategies to function effectively 
at work and maintain professionalism, while also 
respecting and allowing for their natural reac-
tions. Unfortunately, even with such support, 
stress may manifest in negative ways; thus addi-
tional educational and supportive approaches are 
needed.  

11.2     Stress, Distress, and Burnout 

 Although defi nitions vary widely, it is useful to 
distinguish among stress, distress and burnout. 
While  stress  is a normal, and in many cases a 
necessary, growth-promoting aspect of medical 
training and practice,  distress  is an unhappy, dys-
functional condition that can have a wide variety 
of physical, psychological, and behavioral conse-
quences, some very serious. 

 Note that the signs and symptoms of distress 
are very similar to the “early warning signs of 
burnout,” though in attenuated form. This is not 
surprising, as severe distress can often lead to 
burnout, as well as many of the other serious 
problems noted below, including depression, 
substance misuse, and suicidal thoughts.   

•   Constant exposure to suffering, death, 
and disability  

•   Lack of control over practice environment  
•   High standards of individual responsibility  
•   Lack of structured mutual support  
•   Work demands exceeding capacity  
•   Work not recognized or rewarded  
•   Actual lack of support from bosses and 

colleagues  
•   Family and fi nancial burdens    

  Case  

  I fi rst became interested in physician stress 
and wellness 20 years ago when I was run-
ning a resident support group in the ICU. 
One day I arrived to fi nd the residents vis-
ibly shaken. The night before they had 
cared for a 36-year-old mother of 3 who 
had come into the ICU in preparation for a 
procedure, was given pre-procedure medi-
cation, and died suddenly of an arrhyth-
mia—a rare side effect of the medication. 
As we discussed the case, many of the resi-
dents had tears running down their faces. 
Finally, one of the residents asked, with 
anguish in her voice: “Where does all this 
stuff go? Is there, like, a compactor in our 
brain that just squeezes it all into a corner 
so we can go on?”  

 Defi ning Terms 

  Stress : The body’s reaction to a change that 
requires a physical, mental, or emotional 
adjustment or response. It is an adaptive 
response, which may not be experienced as 
abnormal or upsetting. 
  Distress : A pain or suffering affecting the 
body or mind. 
  Burnout:  A psychological phenomenon 
(not a psychiatric diagnosis) characterized 
by depersonalization, emotional exhaus-
tion, and a sense of low personal accom-
plishment associated with cynicism and 
decreased work performance.  Engagement, 
the opposite state, is characterized by 
energy, involvement, and effi cacy.  

(continued)
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 “Burnout” can be conceptualized as a “fi nal 
common pathway” of the many stresses and dis-
tresses of medical practice. Christina Maslach, who 
fi rst developed the concept of burnout [ 7 ], describes 
it as having the following three major components:
•    Emotional exhaustion (lost energy)  
•   Cynicism (lost caring and meaning)  
•   Lost sense of personal effi cacy    

 In my experience, this is a state of great suffer-
ing, often described as “the soul-destroying 
agony of the healers.” While more comprehen-
sive lists exist [ 8 ] for the medical educator or 
administrator on the front line, it is most impor-
tant to be aware of the most common warning 
signs so that you can identify this syndrome early 
and intervene as soon as possible.  

 Burnout and depression can look alike, but 
actually they are very distinct syndromes. The 
fundamental distinction is that the low mood, 
anhedonia, and other symptoms of depression 
usually manifest throughout all areas of life, 
whereas the suffering and symptoms of burn-
out are generally confi ned to the reactions, 
feelings, and behaviors relating to work and 
the workplace and often do not affect other 
areas of life. 

 While burnout can exist in isolation, it is 
usually part of a larger picture of stress-related 
suffering and existential angst about current dif-
fi cult events and situations, as well as long-term 
psychological issues. It can also be associated 
with many of the manifestations of stress and 
distress described below; particularly depression 
and substance misuse.  

11.3     Depression and Suicide 

 Depression can be expected to occur in 12 % of 
male physicians and 19 % of female doctors at 
some point in their lives, and suicide is 2–4 times 
more common among physicians than in the gen-
eral population [ 9 ]. Among medical students, 
25 % identifi ed themselves as feeling down, 

  Burnout  

  Recently, a young attending came to me for 
help. He was tired and discouraged and no 
longer believed in his work or the value of 
his own efforts. “Since the age of 14,” he 
said, “I have wanted to be a doctor—I have 
never wanted to do anything else. Taking 
care of patients has been my life; now I 
don’t even want to go to work!” This young 
doctor was working in a clinic where he 
saw a patient every 15 min while trying to 
teach the students and complete the requi-
site paperwork. He told me, with shame 
and sadness, that his patients’ needs “felt 
like burdens, their smallest requests 
annoyed him, and each day’s tasks seem to 
stretch out in front of him like an endless 
desert he could never cross.” He realized 
that for the fi rst time in his life he was expe-
riencing burnout.  

 Early Warning Signs of Burnout 

•     Chronic fatigue: exhaustion, tiredness, 
and feeling physically rundown  

•   Physical symptoms (e.g., headaches, 
myalgias, gastrointestinal disturbances, 
palpitations, and breathlessness)  

•   Anxiety, insomnia, and excessive daytime 
sleepiness  

•   Depressed mood and suicidal thoughts  
•   Anger at those making demands including 

patients  
•   Self-criticism and self-doubt  
•   Cynicism, negativity, and irritability  
•   Sense of being besieged and overwhelmed  
•   Exploding easily at seemingly inconse-

quential things  
•   Suspiciousness  
•   Feelings of helplessness and feeling 

stuck or trapped  
•   Loss of passion for work  
•   Loss of empathy, enthusiasm, and belief 

in medicine and oneself    

(continued)
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depressed, or hopeless during the prior month, 
with some proportion having thoughts about 
suicide [ 10 ].  

11.4     Alcohol and Substance Abuse  

 At some point in their lifetime, 8–12 % of 
physicians will have problematic substance use 
[ 11 ]. Substance use and alcoholism, in particular, 
are still the major reasons for referral to physi-
cian wellness programs and disciplinary authori-
ties. Fortunately, physicians are generally more 
responsive to treatment than the general popula-
tion, with over 75 % working and achieving 
5-year remission from substance misuse after 
treatment in their state’s physician wellness pro-
grams [ 12 ]. 

11.5     Psychiatric Problems  

 The years of medical school and residency 
coincide with the age of onset of a number of 
serious mental illnesses, which can be worsened 
or precipitated by the stresses of medical training 
and practice. Unfortunately, mirroring how our 
society treats these illnesses, the student or resi-
dent who admits to having these disorders is still 
likely to experience signifi cant stigmatization 
and discrimination, including dismissal from 
their training program [ 12 ]. Thus, while it is cru-
cially important to insure patient safety as well as 
adequate diagnosis and care for these doctors, it 
is also important to insure against discrimination 
based on fear and ignorance. While true schizo-
phrenia is usually incompatible with safe medical 
practice, this can be a very hard call, particularly 
given the range of severities and types of schizo-
phreniform diagnoses. 

 However, there are many other psychiatric 
issues that—if properly treated and monitored—
do not necessarily preclude completing medical 
training and being a good practitioner. These 
include unipolar depression and bipolar disorder, 
anxiety disorders, eating disorders, attention defi -
cit disorder, and obsessive–compulsive disorders 
(which, if not too severe, can be adaptive in medi-
cine). Of course if there is any signifi cant symp-
tomatology (e.g., if the physician has psychotic 
symptoms or is unable to think clearly or func-
tion adequately due to severe depression), or any 
chance that patient care could be compromised, 
the physician should be removed from patient 
care responsibilities immediately. Consultation 
from a psychiatrist experienced in both serious 
mental illness as well as the requirements and 
issues related to medical training should be 
sought. However, in dealing with psychiatric ill-
ness (as with any other illness), it is very impor-
tant to distinguish between “illness” and 
“impairment” and to carefully assess the doctor’s 
“fi tness for duty,” in addition to simply looking at 
his or her diagnoses [ 13 ,  14 ]. A very useful 
resource for this is the 2005 APA’s Resource 
Document on Guidelines for Psychiatric Fitness 
for Duty Evaluations for Physicians [ 15 ]. 

 If the manifestations are mild, trainees with 
challenging personality traits or frank disorders 
may function in medical training and practice, 

  Case  

  Dr. R, a promising young male anesthesiolo-
gist suspected of having a drinking problem, 
staggers into the OR for an 8 am case, slur-
ring his speech and making inappropriate 
remarks to female staff. His Chairman was 
notifi ed, and Dr. R was immediately trans-
ported to an inpatient rehabilitation facility. 
After treatment, he was allowed to return to 
his position on probation under a detailed 
monitoring plan developed with his 
Chairman, in concert with the state’s 
Committee on Physician Health.  

  Case  

  It was the fi rst week of July, and his fi rst 
night on call, when a new intern experi-
enced his fi rst psychotic break, leaving a 
trail of incoherent, bizarre admission notes 
to tell the tale.  

11 Physician Wellness and Remediation



190

though they may need some extra remediation 
(see Chap.   17    ). Severely personality disordered 
physicians usually become disruptive or display a 
great deal of problematic behavior (see below). 
Note that descriptions and criteria for all of these 
disorders can be found in the DSM-V, the revised 
DSM, which has just been released [ 16 ].  

11.6     Work–Life Imbalance  

 No resident should ever have to choose 
between caring for his patients and attending to a 
sick child. No student should ever be so 
exhausted, anxious, and cut off from family, 

friends, and nurturing activities that they become 
depressed or suicidal or decide to quit medicine 
altogether. And no young attending should be so 
distressed or overloaded that they start making 
errors. And fi nally, no pregnancy should be put at 
risk because of infl exible residency scheduling. 

 Doctors’ work demands, as well as our strong 
personality characteristics (compulsiveness, per-
fectionism, self-sacrifi ce, and the tendency to 
delay gratifi cation), can cause signifi cant diffi -
culties for their relationships, their partners, and 
their children. Surprisingly, there is very little 
data on physician marriage and family life, but 
the data that do exist are optimistic in that physi-
cian marriages are no better or worse than anyone 
else’s and that the satisfaction of physician’s part-
ners is mostly related to the amount of “awake” 
time they are able to spend together [ 17 ,  18 ]. 
However physicians, particularly younger and 
women physicians, are fairly unhappy with 
their work–life balance and the amount of time 
they have for family life and other relationships 
[ 3 ,  19 ]. Strategies for helping our trainees with 
some of these diffi cult issues are discussed in 
Sect.  11.5  [ 20 ]  

11.7     Personal and Programmatic 
Attitudes 

 In the West, as a consequence of our highly indi-
vidualistic culture, we have tended to conceptual-
ize competence as an individual characteristic. 
And yet it is becoming increasingly clear that 
healthcare is a highly relational, team activity 
requiring collaboration, excellent communica-
tion, and team skills [ 21 ,  22 ]. This change in 
focus and the need to adapt to new expectations is 
a major source of stress, especially among older 
physicians. 

 We come to medical training with a host of 
personal, generational, cultural, and familial 
expectations, particularly the values of striving, 
hard work, self-sacrifi ce, and the wish to help and 
care for others. Praiseworthy as these values are, 
under the pressure of medical training culture, 
these values may morph into extreme self- 
sacrifi ce and work hours, deferred gratifi cation, 

  Case  

  I was starting a night on call when I got the 
call that my 3-year-old son had been 
coughing for the past 2 h. Thinking it might 
be asthma, I quickly made arrangements for 
the babysitter to take him to the pediatri-
cian’s offi ce, a few blocks from our home.  

  I, however, was an hour from home, 
covering 5 inpatient wards, two ERs, and 
the consult services of two hospitals. By the 
time I was able to contact the backup resi-
dent, it was past midnight, and I agonized 
about what to do. I thought about my son 
being sick (it was asthma) and needing me, 
though my husband was home and caring 
for him. I felt bad about making the cover-
age resident come in, and fi nally, I thought 
about a recent decree from the residency 
director that if you missed a call, you had 
to do 2 extra ones to make up for it and how 
that would take me away from my family 
even more!  

  And then I made a decision I still regret: 
I chose not to call in the coverage resident, 
stayed in the hospital, and fi nished out my 
call. When I got home the next morning 
and saw how sick my son was, I realized we 
could have lost him.  

S. Williams
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always putting patients’ needs ahead of our own 
and those of our loved ones, and of being strong 
and tough no matter the situation. Not being 
“perfect” or “the best” comes to be viewed as 
abject failure, and admitting one doesn’t know 
something is a shame to be avoided at all costs 
(including, at times, the patient’s welfare). 

 We have also seen rapid and profound genera-
tional shifts in expectations and values, which are 
causing signifi cant tensions in training environ-
ments as increasingly diverse generations of phy-
sicians bring different perspectives and 
expectations to the table. Areas of particular ten-
sion include the issues of work–life balance, 
expectation of self-sacrifi ce, and the value of 
institutional loyalty and respect for authority. It is 
common to hear program leaders bristle when 
trainees act “entitled” to fl exibility and to consid-
erations not available to them in their training 
years (back in the famous “Days of the Giants”). 
And yet they are not wrong in expecting different 
things: the modern generations have lived very 
different lives as a consequence of profound 
social changes [ 23 ].  

11.8     Disruptive, Aggressive, 
and Arrogant Trainees 

 Disruptive physicians, although rare, can wreak 
havoc on a healthcare team, increase the distress 
of others, reduce the quality of patient care and 
safety, and expose systems to increased costs and 
legal liability. In 2009, the Joint Commission on 
Accreditation of Healthcare Organizations 
(JCAHO) set new leadership standards address-
ing disruptive and inappropriate behaviors. These 
require accredited organizations to defi ne a code 
of conduct and create and implement a program 
to manage disruptive and inappropriate behaviors 
among staff [ 24 ]. 

 A number of things make these people partic-
ularly diffi cult to deal with, including their lack 
of insight into their own behavior, a desire by oth-
ers to avoid confl ict, and an exceptionally high 
regard for medical knowledge in our profession. 
This is illustrated by the popularity of television 

show characters such as Gregory House (Fox 
network series “House”), the cantankerous, 
arrogant, drug addict whose ridiculous “bully-
ing” behavior is tolerated despite its dangers, 
because he is undeniably a brilliant diagnosti-
cian. Dealing with disruptive physicians, which 
is discussed below, is part of our responsibility to 
the public [ 25 ]   

11.9      Prevention and Remediation: 
Promoting Well-Being and 
Improving Resilience 

 Becoming a doctor is a demanding and profound 
developmental process, involving not only the 
acquisition of vast knowledge and skill but also 
the development of mature judgment, responsi-
bility, and the ability to make diffi cult decisions, 
to be a witness to suffering, and even to hold oth-
ers’ lives in your hands. How can we, as teachers 
and mentors, provide our students with the sup-
port and guidance they need to move through 
this process in a healthy, meaningful, and suc-
cessful way? How can we help them maintain or 
develop resilience and well-being as well as 
healthy, rewarding relationships both within and 
outside of medicine? How can we help them fi nd 
the profound rewards of medical practice and be 
the best doctors they can possibly be? And, 
fi nally, how can we develop and prepare our-
selves to be the teachers and mentors our students 
need? Read on for some detailed responses to 
these questions! 

11.9.1     What Is Resilience?  

  Case  

  Agnes is the third child of the Chair of 
Pediatrics to enter our medical school. 
Her two older siblings were very success-
ful students and are both in prestigious 

(continued)
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 For highly perfectionistic individuals, a fail-
ure such as Agnes’s would be a big blow to iden-
tity and self-confi dence and very upsetting to 
everyone involved. It takes signifi cant effort to 
mobilize the resources to overcome the emo-
tional blow and get down to work. This is easier 
for some than others. Resilience is the capacity to 
live in a positive way despite stress and adversity 
that could have caused negative consequences. 
Resilient people, despite signifi cant stressors or 
even trauma, are better able to manage stress, 
function well, and stay healthy physically and 
emotionally [ 20 ].  

 Although some people are inherently (or by 
virtue of experience) more able to deal with 
adversity, this resilience can also be fostered and 
taught. Effective resilience-enhancing interven-
tions have been studied in the military and among 
child trauma victims. These include planned, 
graduated, and supervised exposure to challeng-
ing experiences to help individuals develop 
mature coping mechanisms. While research in 
medical education is limited, the structures 
needed for such interventions are already in 
place, to some extent, in typical clinical training. 
However, enhancing resilience among medical 
trainees also requires institutions and educators 
to adopt the stance that character “traits” are mal-
leable, that well-being is important to monitor 
and encourage, and that enhancing social connec-
tions at work is valuable to developing as a physi-
cian. In addition, we can help our trainees become 
more resistant by giving them adequate support, 
helping them develop healthy cognitive patterns, 
behaviors, and stress management techniques; 
teaching self-awareness and the use of self- 
assessments; and promoting open discussions of 
authentically complex cases. 

 In this next section, I will describe a four- 
pronged approach to help us to do all these things!   

residency programs. She performed well in 
the pre-clerkship curriculum and was 
reported to be a “fi ne” clerkship student. 
Her clerkship comments were strewn 
with comparisons to her sisters, high-
lighting her relatively reserved style. For 
example “Agnes is more “bookish and 
shy than Margret and Elizabeth…but 
once she speaks up it is obvious she 
knows her stuff.”  

  Agnes failed the end of clerkship 
OSCE. When I sat down with her to begin 
the remediation, I asked, “What do you 
make of all this?” She diverted her eyes, 
wiped away a tear, and smiled: “I have 
never ever failed anything before—I was 
devastated.” I moved my tissue box closer 
to her and continued: “So what did you 
fi rst do when you found out?” “I called 
my mom and told her; she laughed and 
said, ‘Welcome to medicine, sweetheart! 
Call your sisters and ask them for advice 
on how to work on these skills—and get to 
it.’ Then my parents took me out for din-
ner. I heard their ‘fi rst failure’ stories. 
Humbling stuff!” Agnes engaged in pre-
paring for the makeup exam with enthusi-
asm and a self- deprecating sense of 
humor. She passed and afterwards thanked 
the team for their help.  

 Characteristics of Resilient Individuals 

•     Adapt to change  
•   Confi dent  
•   Persistent and committed  
•   Have a relaxed sense of humor  
•   Manage negative emotions rather than 

deny them  
•   Tendency to be composed and refl ective 

rather than anxious  
•   Find a learning point in every situation  
•   Tendency to reframe negative situations 

as challenges  
•   Have a sense of purpose, professional 

code, or underlying moral belief  
•   Have a sense they belong to a coherent, 

supportive community    

S. Williams
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11.9.2     Creating Supportive 
Structures 

11.9.2.1     Work Hours 
 There has been a dramatic effort to reduce work-
ing hours [ 26 ] in the United States over the past 2 
decades due to increasing concern for physician 
well-being and after a number of high-profi le 
malpractice cases blamed on poor resident super-
vision [ 27 ]. The American College of Graduate 
Medical Education (ACGME) enacted work- 
hour reforms in 2003 and, to further pursue a cul-
ture of patient safety, revised them in 2010 [ 28 ]. 

 Reducing work hours has been associated 
with improved attention, reduced physical and 
emotional fatigue and distress among residents 
and has been associated with reduced mortality 
in patients in ICUs [ 29 ]. While residents report 
that work-hour reductions do improve their well-
being, they are also worried, as are their supervi-
sors, about the impact on education and patient 
care continuity [ 30 ,  31 ]. 

 As the medical education historian Kenneth 
Ludmerer points out, work-hour reform alone 
may not be enough to reduce the serious stress of 
medical training. Attention also needs to be paid 
to working conditions and the scheduling of 
those work hours, the quality of the training 

experience, and the tension between service and 
education [ 32 ]. Practical approaches to meet 
these goals, as well as to enhance work–life 
balance, include: lessening the time spent on 
noneducational and non-patient care time, use of 
physician extenders and additional support staff 
(all of which would also increase time for mean-
ingful interactions with patients), fl extime and 
job sharing, as well as offering fulltime, on-site 
childcare [ 33 ].  

11.9.2.2     Workplace Conditions 
 When physicians have some degree of control 
over the workplace, including the workplace 
environment, workfl ow, and interactions with 
other members of the team, wellness and satis-
faction is enhanced. A recent study of burnout in 
primary care physicians was strongly correlated 
with poor patient care workfl ow and low con-
trol [ 34 ].  

11.9.2.3     Trainee Assessment Strategies 
 Dyrbye and Shanafelt have found that in the pre-
clinical medical school curriculum, a “pass/fail” 
grading system decreases competition and 
increases collegiality, and a criterion-based (as 
opposed to a norm-based) system which com-
pares students’ performance against each other 
has similar benefi ts in the clinical years [ 35 ].  

11.9.2.4     Social Support 
 Support from colleagues and coworkers sustains 
us through the long and diffi cult hours away from 
our home lives, friends, and families. Chatting in 
the nurse’s station, or mentioning a recent diffi -
cult event to a colleague and getting an under-
standing nod or comment can make us feel less 
alone and more connected to our work. Schools 
and training programs facilitate “team building” 
through activities like orientations and retreats in 
which fun and games are mixed in with work. 
For example, the annual retreats at the University 
of Portland Medical Center always include the 
famous “tug of war” between residents and 
faculty. The physician wellness program at the 
University of South Florida runs group trips 
where participants can gain continuing medical 

 The Four-Pronged Approach to Wellness 

and Resilience in Medical Training 

•     Create supportive, health-promoting 
structures (schedules, coverage arrange-
ments, and social interactions) and chal-
lenge dysfunctional attitudes (personal 
and institutional)  

•   The “Open eyes, Open doors” policy: Be 
available, be observant, and reach out: 
monitoring, modeling, and mentoring  

•   Teaching: Group approaches and formal 
curricula  

•   Intervention: What to do when you 
identify a problem    
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education credits while getting to know each 
other in a nonwork environment. The traditional 
end of week “liver rounds” also served this pur-
pose (though we are less sanguine about alcohol 
use these days!).   

11.10     “Open Eyes, Open Doors”: 
Monitoring  

 Those of us who are actively involved with 
trainees know that this “on the ground” observa-
tion and intervention can be an invaluable 
approach to identifying a trainee in distress. 
Paradoxically, many physicians, trainees, and 
medical educators may not access their clinical 
knowledge and judgment when dealing with stu-
dents, residents, or peers. Hochberg et al. found 
that residents have an alarming lack of the recog-
nition of the signs of stress, depression, and sui-
cide among their peers. The good news is that a 
simple educational intervention can signifi cantly 
improve awareness [ 36 ]. Expressing concern by 
checking in with learners in various educational 
venues including attending rounds, conferences, 
and the like, conveys that we care about how our 
learners (and colleagues) are adjusting and cop-

ing and acknowledge that emotionally diffi cult 
situations arise everyday in clinical practice. 
Even if the conversation is brief and superfi cial 
(which it often will be in a group setting busy 
with patient care responsibilities), the students 
and residents will know that the lines of commu-
nication are open and discussion is welcomed. 

 Most trainees are well versed in the “unspo-
ken rules” of medical training and may be very 
reluctant to acknowledge problems or weak-
nesses. Signs of trouble are not always obvious: 
the student who is never prepared, never speaks up, 
or who looks like they have slept in their clothes 
may be suffering from signifi cant distress, aca-
demic or personal. This may also be true of the 
“perfect” student, always early to rounds, having 
checked the labs and done all the assigned read-
ing, but who seems tense, anxious and “buttoned 
up.” Many medical educators make it routine to 
check in with all students on how they are man-
aging the workload and other issues, emotionally 
and physically, asking a normalizing question 
such as “Clerkships can be surprisingly stressful, 
how’s it going for you?” 

 Given the reluctance to express problems, a 
number of residency training programs and some 
medical schools have begun regular well-being 
screening of trainees as part of an integrated 
wellness program [ 37 ]. In addition to annual or 
biannual interviews, the most popular tool for 
this purpose is the Medical Student Well-Being 
Index (MSWBI). The MSWBI is a 7-item vali-
dated screening tool that identifi es students who 
are suffering, but who may not seek help despite 
the likelihood of serious consequences. MSWBI’s 
sensitivity and specifi city were both over 90 % 
for identifying students with low “mental quality 
of life,” recent suicidal ideation, or serious 
thoughts of dropping out of medical school. 
Endorsement of any item on this survey was 
associated with at least one of these outcomes. 
Recently, a 2-item version of the MSWBI—“I 
feel burned out from my work” and “I feel 
callous toward people since taking this job”—
was found to be a similarly useful screening tool 
in students, residents, practicing internists, and 
surgeons [ 38 ].   

  Case  

  I had just fi nished leading a small group 
conversation, and as we were walking 
away, I asked one of the students what he 
thought of the discussion. To my shock, he 
replied that he had not been able to pay 
much attention, as he was preoccupied 
with deciding whether or not to kill him-
self! He explained that he had access to a 
large gun collection and was thinking seri-
ously of using one. I immediately walked 
the student to our psychiatric hospital. He 
was admitted and after a month as an inpa-
tient was able to return to school, where he 
did quite well.  

S. Williams



195

11.11     Modeling  

 Mistakes, bad outcomes, and the ever-present 
fear of a malpractice suit have been called medi-
cine’s “heart of darkness.” The guilt, shame, and 
sense of loss are often so extreme that many of us 
are reluctant to share our feelings with col-
leagues. Cynthia, fortunately, knew better. By 
attending to her own need for support and to 
express and share reactions with colleagues, she 
modeled this behavior for others.  

11.12     Teaching: Group Programs 
and Curricula  

 Medical Student Well-Being Index 

     1.    Do you feel burned out from medical 
school?   

   2.    Do you worry that medical school is 
hardening you emotionally?   

   3.    During the past month have you often 
been bothered by feeling down, 
depressed, or hopeless?   

   4.    In the past month have you fallen asleep 
while stopped in traffi c or driving?   

   5.    During the past month, have you felt 
that all the things you had to do were 
piling up so high that you could never 
overcome them (overwhelmed)?   

   6.    During the past month, have you been 
bothered by emotional problems (such 
as feeling anxious, depressed, or 
irritable)?   

   7.    During the past month, has your physi-
cal health interfered with your ability to 
do your daily work at home and/or away 
from home?     

  Case  

  Cynthia, a senior psychiatrist in the teach-
ing clinic, had a longtime patient commit 
suicide after years of suicidal ideation. 
Cynthia had a strong bond with this patient 
and had frequently reiterated their non-
suicide contract. In her suicide note, the 
patient thanked Cynthia for keeping her alive 
for 10 years, apologized for breaking their 
contract, and asked God to forgive her.  

  Despite her shock and pain, Cynthia 
immediately called a close colleague and 
mentor to discuss what had happened. 
She took time to refl ect on her own feelings. 
The next day in the teaching clinic, she 
called a meeting to discuss this loss with 

the staff who knew the patient. Later that 
day a resident rotating through the clinic 
thanked her with tears in his eyes for her 
honesty. He recounted the story of a bad 
outcome that had occurred during his fi rst 
year of residency, which had never been 
discussed by anyone involved.  

(continued) (continued)

  Case  

  Dr. S was a second year medicine resident 
who found himself sad, somewhat depressed 
and distracted following the death of a 
patient whom he had cared for in her last 
weeks and to whom he had become quite 
attached. While he often felt resistant to 
attending the resident support groups, this 
time he found himself looking forward to it, 
as he had not felt able to talk to anyone 
about his experience. In the group, Dr. S 
was able to express his sadness at the death 
of his patient and his feelings of helpless-
ness at not being able to save her. He was 
very surprised to learn that a number of 
other participants—including the group 
leader—had experienced similar situations 
and emotions and were understanding and 
supportive. After the group his mood and 
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 Since it is not always possible, or even 
desirable, to address diffi cult events right when 
they happen (“hold the resuscitation—I need to 
process my feelings!”), students and residents 
need regularly scheduled, protected times when 
they can get together to discuss diffi cult events 
and situations, ideally with the guidance of a 
trusted facilitator. These meetings work best with 
naturally occurring groups (such as students 
rotating on medicine or surgery, or residents 
working together in the ICU) and when led by a 
skilled and trusted facilitator or group leader who 
the students or residents respect and perceive as 
understanding of their issues. Group meetings 
can involve a large variety of topics (see box 
“Common Group Topics”).  

 To be effective, group programs need to be 
actively supported by the institution, reliably 
scheduled, confi dential, and led by experienced 
and skilled facilitators (pizza helps as well). 
While they are defi nitely not group psychother-
apy sessions, such groups can allow and encour-
age self-exploration and awareness, sharing with 
others to experience different viewpoints, but 
also to know one is not alone; to feel supported; 
to understand one’s own reactions, vulnerabili-
ties, and strengths; and to have more empathy 
and understanding toward others. It is useful to 
have ground rules that are stated at each meeting 
and respected. These rules can be negotiated at 
the initial group meeting but usually include:
•    What is discussed in this group is confi dential.  
•   Feel free to say as little or as much as you like.  
•   Speak for yourself only.    

 Over time, the trainees develop the habit of 
“saving” issues and problems for the group. 
As well, they will often come to identify the 
group leader as someone they can approach to 
discuss things more “in the moment” when there 
is a problem that just can’t wait. 

 There are a variety of groups that are useful in 
the setting of medical training and practice; 
broadly, these can be divided into open-ended, 
nonstructured groups vs. those using more struc-
tured formats. 

11.12.1     Open-Ended, Nonstructured 
Groups 

 In “open” groups, participants are invited to talk 
about anything involving their work or school 
experiences and related issues, including signifi cant 

concentration improved; he no longer 
feared making a mistake because of his dis-
traction. He also found himself feeling less 
alone and closer to his fellow residents. 
The following year, when he had another 
emotionally and ethically diffi cult patient 
situation, he felt comfortable talking about it 
with a colleague and also sought out his 
former group leader for support and advice.  

 Common Group Topics 

•     Diffi cult patients  
•   Death and dying  
•   Mistakes and bad outcomes  
•   Doctor–patient relationships and 

boundaries  
•   How much caring is enough? Too much?  
•   Ethical questions  
•   Supervision and oversight: Are we get-

ting enough? Too much?  
•   Being thrown into diffi cult situations 

(e.g., delivering bad news) without 
preparation or support  

•   Educational requirements vs. time for 
clinical work  

•   Teaching: Not enough? Too much?  
•   Schedules, workloads, and coverage  
•   Mentoring  
•   Institutional support (or lack thereof)  
•   Relationships with colleagues and 

co-workers  
•   Inadequate resources, diffi culties with 

labs, consults, and other department    

(continued)
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things that have gone on in the past week, issues 
or problems on their minds, reactions to diffi cult 
events, and the like (see box “Common Group 
Topics”). An example of a successful group pro-
gram of this type is the long-running, weekly 
“Humanism in Medicine” program for all inter-
nal medicine clinical clerks (fondly referred to as 
“touchy-feely groups”) at the New York 
University School of Medicine [ 39 ].  

11.12.2     Structured Groups 

 In a  Balint group , named for their originator, Dr. 
Michael Balint [ 40 ], physicians meet regularly to 
discuss clinical cases in order to better under-
stand the patient, one’s own feelings and reac-
tions, and the doctor–patient relationship. As 
compared with a regular case conference, Balint 
groups focus not on the medical questions, but 
rather on the provider’s emotional reactions and 
the diffi cult personal, ethical, or psychosocial 
issues that are presented by the case. So, for 
example, in discussing a case involving a dying 
patient, discussion may range from the ethics and 
value of using strong pain medications at the end 
of life, to spirituality, or to diffi cult personal 
issues brought up by losing a patient to whom 
one has become attached. Balint groups are usu-
ally co-led by a physician and a psychologist who 
are trained in the specifi c method [ 41 ]. 

  Narrative Medicine  seminars originated by 
Dr. Rita Charon as part of the “Narrative Medicine 
Program” at the Columbia University Medical 
School are also structured around cases that pres-
ent diffi cult emotional, ethical, or other issues for 
the practitioner. However, in these seminars, par-
ticipants describe the patient or the case and their 
related issues in writing, which they then share 
with the group for discussion. Participants also 
may read and discuss relevant novels and stories, 
which greatly expand the breadth and depth of 
their medical education and training [ 42 ] (see 
also Chap.   14    ). 

 Less structured, open groups have the advan-
tage of being fl exible and able to respond to a 
wide range of issues; the disadvantage is that 
these meetings can become vague, meandering, and 

somewhat superfi cial “venting” sessions without 
expert facilitation. Conversely, the structured, 
case-oriented groups with their clear-cut boundaries 
and expectations, as well as the focus on a 
“case,” can create a “distance” that makes people 
feel safer in bringing up personal material and 
encourages openness and self-disclosure. Many 
additional strategies to incorporate “personal 
awareness” activities into medical training have 
been reported in the literature [ 43 ]. However, 
the essential elements seem to be that teachers 
are committed to engaging in these activities 
and have the skills needed to facilitate a safe and 
growth-promoting discussion on these topics.    

11.13     Teaching: Wellness and 
Resilience Curriculum 

 During my time with the physician wellness pro-
gram, I taught a course called “Taking Care of 
Patients, Taking Care of Ourselves.” Similar 
offerings are available in many medical schools, 
and many residencies now have courses on “the 
art of patient care,” “doctor–patient communica-
tion,” and “The Healer’s Art” [ 44 ]. Such courses 
can be excellent venues for teaching wellness and 
resilience, as described below.  

 Wellness and Resilience Curriculum 

     1.    Stress and distress in medical training 
and practice.   

   2.    What is resilience and how do we learn 
and practice it?   

   3.    Cognitive strategies: identifying dis-
torted, dysfunctional, and/or rigid 
thought patterns and replacing them 
with more realistic, adaptive thinking. 
Learning to accept realistic limitations 
(of self and surroundings), while always 
working to improve them.   

   4.    Stress management techniques: medita-
tion, yoga, breathing, and relaxation 
exercises   

   5.    How to fi nd and hold onto meaning in 
your work.     
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 Effective implementation of this curriculum is 
best done using a range of teaching approaches 
including brief lectures, small group discussions, 
fi lm or literature, and experiential approaches 
such as role play and writing exercises. While 
some of these topics can and should be taught by 
medical school faculty with appropriate training, 
other aspects (e.g., “applied cognitive concepts” 
or “stress management”) require an expert in the 
fi eld, who then may be able to teach these skills 
to the medical faculty. 

11.14     Basic Wellness Strategies  

 The above box lists the fi ve most common strate-
gies used by experienced doctors to combat stress 
[ 45 ,  46 ]; similarly medical students who fi nd 
meaning in their schoolwork, take time to engage 
in recreation and maintain a positive outlook are 
less likely to suffer burnout, whereas those who 
develop a “survival strategy” of deferring gratifi -
cation and “just trying to get through it” are at 
greater risk [ 47 ].   

11.15     Cognitive Restructuring 

 Cognitive behavioral therapy (CBT), which is 
being taught in some residency programs [ 44 ], 
offers a great “toolbox” of strategies to help us, our 
students, and our patients understand destructive 

thought patterns and behaviors and how to change 
them. A knowledgeable professional can teach 
these concepts with lots of illustrations and case 
examples to help learners make connections 
between the concepts and their own cognitive 
processes. For example, in the case of Agnes 
(above), the interventions of her professor and 
family helped her “reframe” failing the exam 
from a devastating failure (“catastrophizing”) to 
a more realistic, adaptive appraisal of a common 
problem that could and should be addressed [ 48 ].  

11.16     Stress Management 
Techniques 

 While we do not advocate that our residents chant 
“OM” in morning report, a basic acquaintance with 
the time-honored techniques of meditation, yoga, 
and relaxation breathing techniques (and their 
modern iterations) can lay the foundation for a 
lifetime of enhanced resilience and well- being 
[ 49 ]. This is particularly true for the practices of 
“Mindfulness,” Mindfulness Meditation [ 50 ] and 
the very effective “Mindfulness-Based Stress 
Reduction Program,” as developed by Jon Kabat-
Zinn. There is now a robust literature describing 
the value of these techniques (particularly MBSR) 
for a variety of mental and physical problems [ 51 , 
 52 ]. I fi nd that residents and students are most com-
fortable learning these practices when they are 
taught experientially as techniques for helping their 
own patients deal with stress. When taught in this 
context, most trainees are very happy to take an 
hour out of their busy days to learn and practice a 
restful, relaxation technique! There are a number of 
useful resources to support this work [ 53 – 55 ].  

11.17     Remedial Interventions: 
What to Do When You 
Identify a Problem  

 “Big 5” Wellness Strategies of Practicing 
Physicians: 

•     Spending time with family and friends  
•   Focusing on values and priorities and 

fi nding meaning in our work  
•   Religious or spiritual activity  
•   Adopting a healthy outlook, i.e., devel-

oping healthy cognitive and coping 
strategies such as a positive outlook and 
problem-solving  

•   Self-care including adequate nutrition, 
sleep, exercise, having a personal physi-
cian, and getting regular medical care 
(which most doctors don’t)    

 Escalating Interventions 

•     Explore problems and provide counseling  
•   Refer for outside therapy  

(continued)
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 Many of us avoid eliciting problems because we 
fear opening a “can of worms.” However, most 
teaching institutions do have mechanisms, both 
formal and informal, for addressing distress and 
dysfunction in trainees. 

 Once you have identifi ed a problem, the fi rst 
step is to sit down with the trainee and explore 
the situation and, if it is relatively minor, to pro-
vide some basic counseling. Those who do not 
feel comfortable or skillful in this role can refer 
the student or resident to a colleague with the 
skill, or—if appropriate—for counseling/therapy 
outside the institution. 

 For more severe problems (e.g., major depres-
sion, serious academic or performance issues, 
disruptive behavior, or severe distress), it is nec-
essary to take the problem to a higher level, 
which in most cases will be the school or medical 
center’s student or physician wellness program. 
These programs are designed to help, support and 
remediate; they are places where students, and 
physicians can discuss their problems with a 
knowledgeable and empathic professional (usu-
ally a psychiatrist), and get appropriate assistance 
in a safe and confi dential environment. 

 Frequently, the decision must be made 
whether and when to involve the relevant author-
ity fi gure(s), usually the dean of students, 
 residency training director, or appropriate 
department chair. There are certainly risks to 
involving “the authorities,” including breaking 
confi dentiality and trust, or putting the troubled 
person at risk of unnecessary scrutiny, restric-
tions, or sanctions. However, once the problem is 
severe enough to require therapeutic or physician 

health intervention, it is important—for legal, 
ethical, and safety reasons—that the responsible 
authority be informed and involved. 

11.18     Committee on Physician 
Health 

 Most states, if not all, now have physician health 
committees, usually under the auspices of the state 
medical society. These are physician- centered 
programs whose mission is to help distressed and 
dysfunctional doctors and medical students, while 
protecting them professionally as much as possi-
ble, within the bounds of patient safety. 

 Anyone can make a confi dential referral to his 
or her state’s Committee on Physician Health 
(CPH), who will then reach out to the doctor in 
question, inform him or her of the referral, and 
offer a confi dential evaluation. If the CPH decides 
that intervention is needed, and the physician is 
amenable, the program will work with the doctor 
and his/her institution to devise an appropriate 
program of intervention. Such a program may 
include determinations about workplace monitor-
ing, if necessary, recommendations for treatment 
and monitoring of treatment progress, and—if the 
physician has not been allowed to work—deter-
mining when they are suffi ciently improved to 
assume patient care responsibilities again. In my 
experience, these programs can be tremendously 
helpful, competent, and trustworthy. 

 Finally, physicians who have engaged in 
seriously negligent, criminal, or other unsavory 
practices may fi nd themselves referred to their 
state’s licensing board. These agencies are 
mainly disciplinary and regulative, rather than 
remedial, in that their mission is primarily to 
protect the public from unscrupulous, incompe-
tent, or  irresponsible physicians. 

11.19     Dealing with Disruptive 
and Arrogant Physicians 

 It is important to remember that students and resi-
dents who are disruptive and arrogant may be suf-
fering from many of the types of distress described 

•   Take to level of Dean of Students, 
Residency Directors, and Department 
Chairs  

•   On-site physician/student wellness 
programs  

•   Statewide (medical society) physician 
health committee  

•   Regulatory bodies, such as the Offi ce of 
Professional Medical Conduct and state 
licensing boards.    
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above, as well as from a number of serious psy-
chological issues. In a longitudinal study, George 
Valliant found that physicians at high risk for 
unstable marriages and substance use came from 
the most unstable childhoods, marked by a lack 
of warmth, close relationships, and support [ 56 ]. 

 Fortunately, the experience of those working 
in this arena is that some disruptive behavior and 
its consequences can be reduced with supportive 
leadership and comprehensive remediation. 
These include interventions aimed at improving 
stress management, enhancing resiliency, and 
improving communication skills in order to ame-
liorate negative behaviors [ 57 ] (see also Chap. 
  17    ). Expertise in remediating disruptive health-
care professionals is limited, but growing, as a 
result of the new Joint Commission regulations. A 
number of programs around the United States 
and elsewhere have extensive experience with 
effective remediation of physicians in practice, 
including the Foundation for Medical Excellence 
(  http://www.tfme.org    ) [ 58 ] and the Physician 
Assessment and Clinical Education Program at 
the University of California in San Diego (  http://
www.paceprogram.ucsd.edu    ) [ 59 ].    

11.20     Conclusion  

  Case  

  Dr. S, a 35-year-old vascular surgeon who 
was referred to me for problems with 
“anger management.” By the time he got to 
me, Dr. S had already been mandated to the 
state Offi ce of Professional Medical 
Conduct, for alleged behavior such as yell-
ing at nurses in the OR, pushing an equip-
ment representative, and shoving a cart up 
against a nurse. Dr. S was pleasant, some-
what arrogant, and described himself as a 
“very busy surgeon” who was angry at 
being referred, didn’t understand what he 
had done wrong, and felt he was being 
unfairly persecuted.  

  Over time, it became clear that Dr. S 
was way too busy, primarily because he 
believed he had to be all things to all peo-
ple, could never say no to a last minute 
consult, or to a patient that no one else 
wanted to care for. He felt he had to attend 
to all the patients who came his way, how-
ever diffi cult their cases.  

  At the time of his “outbursts,” he was 
under severe stress, having just lost a work 
partner, and having a newborn baby at 
home. In working with me, Dr. S learned 
that he could say no to unreasonable or 
impossible requests and was surprised to 
fi nd that his colleagues continued to con-
sult and refer to him. He also realized that 
his arrogance and angry demands were 
unreasonable, counterproductive, and 
interfered with having good, pleasant 
working relationships with co- workers. He 
began to have empathy and understanding 
of the needs and feelings of others and 
learned to interact in a respectful, team-
oriented way with the nurses and OR techs 
on whom the success of his surgeries 
depended.  

  At one point he made a statement that, I 
think, really captures the paradox of physi-
cian privilege and stress, when he said that 
“on the one hand, I’m a top surgeon, the 
‘Big Kahuna’; I make money for the hospi-
tal and so I should rule the roost. On the 
other hand, I often feel abused, put upon, 
and taken advantage of; I’m taking care of 
everyone except myself!”  

  After 3 years, Dr. S was taken off the 
OPMC rolls and his name was taken off 
their website of problematic physicians. He 
was relieved to be out from under this bur-
den, and was happy to have learned the 
important lessons of self-awareness, rela-
tionship, and self-care. In fact, he became 
one of the biggest supporters of the well-
ness program, sharing his newfound under-
standing wherever he went.  

(continued)
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 This case illustrates many of the principles 
and practices I have shared in this chapter. It is 
my hope that it will assist you in helping young 
physicians and other healthcare professionals to 
 practice high-quality medicine while experienc-
ing the rewards and joys of our noble profession.     
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