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Chapter 1
What Is Wellbeing?

Denny Scaria, Mary L. Brandt, Eugene Kim, and Brenessa Lindeman

What is wellbeing? The Oxford English Dictionary informs us that “wellness first 
appeared in written English in 1654 and, “like adding “ness” to “ill” to make “ill-
ness” it was a way to designate the state of being well (i.e. absence of disease)“ [1] 
Despite its’ early origins, the concept of “wellness” fell out of favor and the word is 
hardly found in any publication from the 1800s until the 1960s. If and when it was 
used, it was used only in the context of the absence of disease.

The modern understanding of the term wellness originated with Halbert L. Dunn 
in 1961. Dr. Dunn, chief of the National Office of Vital Statistics, was “looking for 
new terminology to convey the positive aspects of health that people could achieve, 
beyond simply avoiding sickness” [1]. His ideas led to the slow growth of a move-
ment concerned with optimizing health rather than just preventing disease. The 
wellness movement gained momentum over the next two decades, reflected by the 
first publications in the medical literature concerning “wellness” in the early 1980s. 
“Wellness,” intoned Dan Rather in November 1979, introducing a “60 Minutes” 
segment on a new health movement known by that name. “There’s a word you don’t 
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hear every day” [1]. A PubMed search bears this out. The first article on physician 
wellness, published in 1980, was entitled “Physician Survival: Should the Doctor 
Come First?”, and explored difficult doctor-patient relationships and the effect they 
had on the physician (and, as a result, on the patient) [2]. The first articles in PubMed 
on physician burnout were published in 1981: “Burnout: A current problem in 
Pediatrics” [3] and “Physician burnout: When the healer is wounded” [4].

The concept of burnout first appeared in 1974  in a publication by Herbert 
Freudenberger who developed the term “to describe the consequences of severe or 
prolonged stress and anxiety experienced by people working in the “healing profes-
sions” [5]. Burnout is defined by Merriam-Webster as “exhaustion of physical or 
emotional strength or motivation usually as a result of prolonged stress or frustra-
tion” [6]. In the medical literature, burnout is defined by the presence of one or more 
of three cardinal “symptoms” of burnout: “losing enthusiasm for work (emotional 
exhaustion), viewing and/or treating patients and colleagues as objects (deperson-
alization) and feeling others could do your job better than you (low personal 
achievement)” [7]. And too often, the surgical literature which addresses physician 
wellbeing is in fact addressing burnout. This may be because of the assumption that 
reduction in burnout leads to greater wellbeing. And as such, it is important to be 
reminded that although burnout is often used as a surrogate for lack of physician 
wellbeing, it is not the opposite of wellbeing. The opposite of wellbeing is the dis-
tress that results when one is not able to appropriately respond to the stresses that 
result from caring for others.

1.1  �Origin of Wellbeing Concepts

Wellbeing is not just a modern concept, but it was addressed thousands of years ago, 
starting with Plato, Socrates, Epicurus and Aristotle. Two distinct schools of thought 
about wellbeing have been described in the literature: hedonistic and eudaimonistic 
[8]. The hedonistic view argues that the good life consists of a life with more posi-
tive than negative pleasures. On the other hand, eudaimonism argues that the good 
life consists of the life that is worth seeking or living.

For a surgeon, wellbeing through a hedonistic lens may consist of greater posi-
tive pleasures, such as going through a great surgical case, getting manuscripts pub-
lished, being praised by colleagues, going on vacation to a favorite destination, 
being loved by significant others, and enjoying favorite foods and drinks. Negative 
experiences may include the arduous nature of the work, being called to see inap-
propriate consults, a nurse or resident reporting mistreatment, and the coding 
department constantly filling an inbox with inquiries. However, if the positive plea-
sures outweigh the negative pleasures, then the hedonistic approach to wellbeing is 
sustainable.

In contrast, the good life may look quite different to those ascribing to the eudai-
monistic view. The writings of Ryff et al. offer a framework of components of the 
good life referred to collectively as psychological wellbeing [9, 10]. These include 
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self-acceptance, personal growth, relatedness, autonomy, relationships, 
environmental mastery and purpose in life. Let us look at the wellbeing of the above 
surgeon from a eudaimonistic perspective. Surgeons are living the good life if they 
are happy with who they are and the choices they made in the past. They are glad to 
be assistant program director and that they spent time traveling during research 
years in residency. They have a strong group of friends at work that they trust and 
can confide in. They are satisfied with relationships they have with family. They 
have set reasonable standards for themselves, and they are content with where they 
are in their careers. Even though their colleagues may be publishing more and may 
be more academic, they believe that they are putting their efforts into what they truly 
believe in and are happy with that. They may work at a county hospital where they 
and the staff have a high degree of mutual respect. They can get the most out of a 
team to care for patients. With regards to long-term goals, they find meaning in their 
work as they help those less fortunate through the county hospital and are grateful 
for being able to be physicians. Moreover, they continuously feel challenged as 
trauma surgeons and look back at how much they have grown over the years as 
human beings and as surgeons. If you ascribed to the eudaimonistic view of a good 
life, you would argue that this surgeon, regardless of the negative pleasures he may 
be experiencing day to day, is living the good life and has wellbeing. He has 
“eudaimon” or he would be described as “flourishing.”

1.2  �Concept of Wellbeing

Despite consideration of a definition of wellbeing and descriptions of the good life 
from the hedonistic and eudaimonistic perspectives, we must also consider how it 
has been used in the literature. While some have argued that wellbeing is a con-
struct, something that is dependent on the existence of a mind, Dodge et al. posit 
that it is not a construct and suggest that it can be measured [11, 12]. However, this 
level of granularity is seldom seen in the literature on wellbeing in surgeons and 
surgery residents.

One of the landmark studies about surgeon burnout was published in 2009 and 
surveyed approximately 25,000 surgeons through the American College of Surgeons 
[13]. Around 8000 recipients responded, making it one of the largest studies done at 
the time and perhaps to this day, on evaluating the perceptions of surgeons on burn-
out and career satisfaction. In this study, 40 percent of respondents met criteria for 
burnout, 30% screened positive for depression, and significant percentages had a 
mental or physical quality of life more than one half of the standard deviation lower 
compared to the general population. Moreover, only 74% would choose a career in 
surgery again. In their discussion of the findings, the authors call for increased 
efforts to improve the physical and emotional health of surgeons, but they do not 
define these terms or wellbeing specifically.

Similar patterns emerge upon examination of the literature on residents. A survey 
of US general surgery residents in 2014 collected surveys from 753 general surgery 
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residents, and 69 percent of these residents met criteria for burnout, with 44 percent 
having considered dropping out and 44 percent indicating that they would not pur-
sue general surgery again if given the option [14]. Among the respondents, female 
residents and those working more hours were more likely to be burned out. Following 
this, a systematic review of wellbeing in residents from all specialties suggests 
sleep, exercise, family interactions, religious activity and missing significant life 
events as wellbeing markers, all of which were reduced in training, but goes further 
to describe that there is no consensus yet on how wellbeing should be measured 
[15]. The author goes on to note that the included studies touch upon aspects of 
wellbeing that have been put forth in the psychology literature such as autonomy, 
competence and relatedness.

While the studies above measured burnout, others have attempted to measure 
psychological wellbeing. A 2004 study of residents in North Carolina assessed 
their psychological wellbeing, which they only defined as the absence of psycho-
logical distress, using the Symptom Checklist-90 and Perceived Stress Scale, 
finding that more than a third of the residents met criteria for clinical psychologic 
distress [16]. Moreover, a study by Salles et al. used the short grit scale to deter-
mine the association between grit and psychological wellbeing, finding the two 
were positively correlated. However, as we have pointed out above, this may only 
approach one aspect of the different components of a person’s wellbeing [17]. 
Multiple groups have also studied the association between emotional intelligence 
and psychological wellbeing, finding that those with higher emotional intelli-
gence were less likely to be burned out [18–20]. Therefore, although studies con-
ducted in surgery to date may be attempting to assess wellbeing, what is measured 
most often is the absence of negative experiences such as burnout rather than true 
wellbeing.

Therefore, what is wellbeing and how do we measure it? Merriam Webster 
defines wellbeing as “the state of being happy, healthy, or prosperous” [21] which 
they differentiate from wellness: “the quality or state of being in good health espe-
cially as an actively sought goal” [22]. However, Dodge et al. studied this question 
at length, stating “As interest in the measurement of wellbeing grows, there is a 
greater necessity to be clear about what is being measured, and how the resulting 
data should be interpreted, in order to undertake a fair and valid assessment” [11]. 
They argued that defining wellbeing is fundamental to measuring it, and went fur-
ther to propose a new conceptual framework for wellbeing, shown in Fig. 1.1:

“The balance point between an individual’s resource pool and the chal-
lenges faced.”

In a follow up paper the authors propose a multidimensional framework (Fig. 1.2) 
to measure wellbeing that incorporates both the challenges and resources from the 
model above [12].

This framework is similar to the Job Demands-Resources (JD-R) theory initially 
proposed by Bakker et al. [23]. This posits that all jobs are characterized by a set of 
job demands, those aspects of the job that that require physical and/or cognitive 
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engagement, and resources, both personal and work-related facets that can stimulate 
personal growth and help employees to achieve work-related goals. According to 
JD-R theory, work engagement is fostered and individuals perform well when the 
work environment poses high job demands in combination with sufficient job and 
personal resources to meet those demands [24]. One study identified that more posi-
tive perceptions of job resources were related to lower levels of burnout in surgical 
trainees [25]. Thus interventions that strive to optimize individuals’ job demands 
and increase both their personal and professional resources should be targeted [26].

Psychological
Social
Physical

Psychological
Social

Physical

Resources

Wellbeing

Challenges

Fig. 1.1  Wellbeing can be viewed as a see-saw balance between psychological, social and physi-
cal resources versus psychological, social and physical challenges [11] 
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Social Environment
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Fig. 1.2  Wellbeing can be further analyzed as a multidimensional balance between challenges and 
resources. Factors that contribute to wellbeing, such as physical health, happiness, work-life bal-
ance, work environment, social support, education, and security, each are faced with balancing 
reousrces and challenges. Some areas have greater resources than challenges, while other areas are 
the opposite. It is important to consider wellbeing as a multidimensional concept [12]
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1.3  �Definition of Wellbeing

Clear definitions lead to clear thinking and, in that spirit, we would like to propose 
an alternate definition of “physician wellbeing”, as physician wellbeing is more 
than the above definition applied to physicians. We are in need of a definition to 
guide our discussions, strategies and research. We propose to define physician 
wellbeing as:

The ability to appropriately respond to expected and unexpected stresses in 
order to be healthy, happy and prosperous in work and in life.

Since prosperity is often misinterpreted as being only about money, it is important 
to understand the meaning of that word as well: Prosperity is “the condition of being 
successful or thriving” [27]. If we were to rephrase the definition with this in mind, it 
might look like this: Physician wellbeing is the ability to appropriately respond to 
expected and unexpected stresses in order to thrive in a healthy, happy and successful 
manner in work and in life. This definition also has the advantage of including the 
concept of resilience within the definition of wellbeing instead of considering it sepa-
rately. Resilience, which has taken on a deserved and important role in discussions of 
physician wellbeing is defined as “1. the capability of a strained body to recover its 
size and shape after deformation caused especially by compressive stress and 2. an 
ability to recover from or adjust easily to misfortune or change” [28]. Resilience is 
innate to human beings, and is especially innate in physicians. Resilience by definition 
has two variables that cannot be separated – the force on the system and the system’s 
response, or put a different way, the stresses of our work and our ability to respond.

Therefore, while most studies which describe interventions to improve wellbeing 
focus on reducing burnout, this may not be the best or only way to improve wellbe-
ing. Wellbeing for a surgeon, thereby, may assume a state of balance between 
opposing forces. On one end there are the psychological, social and physical chal-
lenges. Psychological challenges may include burnout, social challenges may refer 
to the work environment, and physical challenges to the physical health of the sur-
geon. On the other end, resources could include psychological parameters such as 
grit, social resources may include support systems such as family, colleagues and 
friends, and lastly physical resources may again be state of good health. Therefore, 
rather than adopting a eudaimonisitc or a hedonistic view, wellbeing must be 
assessed in a customized manner for the individuals who are being assessed. 
Wellbeing for an attending surgeon and a surgical resident may not necessarily be 
able to be measured with the same tool. Although wellbeing in and of itself refers to 
a state of balance between resources and challenging demands, according to Wassell 
and Dodge, tools to measure wellbeing and the interventions to improve wellbeing 
should be customized to the group to which it is applicable [12]. We suggest that 
there may be a need for a tool developed in a multidisciplinary fashion to evaluate 
wellbeing designed for physicians and perhaps for surgeons specifically. Truly, the 
imperative underlying discussions of physician burnout is the common desire to 
ensure the safest and best care for our patients, a goal not entirely possible without 
a workforce whose wellbeing remains a critical component.

D. Scaria et al.
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Chapter 2
Why Focus on Wellbeing?

Mary L. Brandt

The primary reason to focus on our own wellbeing and that of our colleagues is to 
prevent losses associated with living in a state of chronic and/or severe distress. 
These losses are known to all who practice medicine and include declining personal 
health, loss of relationships, loss of employment and even loss of life. In addition to 
these personal losses, physician distress also leads to profound losses for institu-
tions. These institutional losses can be measured in dollars, patient satisfaction and 
institutional prestige, losses that are therefore persuasive to organizational leader-
ship. And finally, and perhaps most importantly, chronic distress, particularly if it is 
the result of misalignment of core values, results in loss of meaning and purpose, or, 
put a different way, loss of a life well-lived.

2.1  �Personal Losses

The personal losses experienced by physicians, PAs/NPs, nurses and other medical 
providers who are suffering from work-related distress include impaired physical 
health, impaired mental health, loss of relationships, loss of employment and loss 
of life.
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2.1.1  �Loss of Physical Health

It is not surprising that physicians experience impaired physical health; we are ter-
rible at practicing what we preach when it comes to routine health care. According 
to a large survey performed by the American College of Surgeons, 25% of surgeons 
did not undergo recommended screening for colon cancer, heart disease or prostate 
cancer” [1]. “This pattern starts during residency; in a recent study of surgical resi-
dents, 56% did not have a primary care provider, 37% had not seen a dentist in 
2 years and 29% did not have a current prescription for glasses or contacts” [1]. 
Research will determine whether age appropriate screening and routine dental and 
eye exams will be a metric that might serve as a surrogate for the ability of individu-
als and institutions to focus on self-care. This is not trivial; burnout correlates with 
an increased incidence of cardiovascular disease and short life expectancy [2]. 
Another area for institutional focus in terms of physical health is ergonomic injury. 
Although this is more acute, and often severe, for surgeons, ergonomic issues are 
found in all hospitals and clinics, and for everyone who works there. In institutional 
terms, significant ergonomic injury results in personnel unable to work. For this 
physician, this means loss of employment but also a loss of things that might bring 
one joy such as golf, tennis, hiking and other physical activities [3–5].

2.1.2  �Loss of a Healthy Lifestyle

Most of us who work in health care would choose a healthy lifestyle with attention 
to diet, hydration, exercise, and sleep when possible. Often our working conditions 
and schedules interfere with choices we might otherwise make, a loss which also 
contributes to loss of personal health.

Hippocrates recognized the importance of a good diet 2400 years ago when he 
said, “Let food be thy medicine and medicine be thy food.” For physicians who 
understand the importance of a healthy diet of “real” food, there are barriers at work 
that make it almost impossible to achieve a healthy diet without bringing all food 
from home [6]. It is a sad reality that our hospitals provide food that, in general, 
meets the sub-standard expectations of the American public, often without other, 
healthier choices. This is a financial “necessity” according to the hospitals, but it 
must be recognized and discussed as a decision that is financially based, but that is 
in opposition to what is requested by physicians and supported by data. The delete-
rious effects of a diet high in fat, high in sugar and consisting mostly of processed 
foods are well known, and physicians routinely counsel patients to avoid these food, 
while partaking of the morning donut at Grand Rounds, on-call pizza and “free” 
junk food that is available in many hospitals [7, 8]. Although all of us occasionally 
indulge in foods like this (and there is nothing wrong with that!) , most of us would 
also choose healthy, well-prepared food if it were available. In a nutshell, eating 
healthy is a choice that requires additional energy. If we are to prevent a “default” 
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to poor eating habits, we (both individuals and institutions) have to create environ-
ments and habits that make it easy to choose healthy food over poor food. Appropriate 
nutrition is an important part of good patient care; “The acute effects of caloric 
intake on cognition are well understood, but unfortunately, many physicians rou-
tinely skip meals, consume food too rapidly, or consume food with poor nutritional 
value” [9]. Good food not only provided optimal nutrition, as Lemaire points out, 
“good food also improves a sense of wellbeing” [1, 10]. A part of good nutrition that 
deserves more focus is hydration. Along with not eating properly, physicians are 
notorious for not staying hydrated during the working day and/or when on call [8]. 
“One study of clinicians completing 150 shifts in the UK revealed that significant 
portions started (36%) and ended (45%) their shifts clinically dehydrated” [9]. From 
the individuals point of view, you are likely to be dehydrated (not just hypo-
hydrated) if your urine is darker than normal and you are thirsty [11].

Like diet, many physicians and other healthcare providers would choose to main-
tain physical fitness with regular exercise but feel that they are not able to do so 
because of the time constraints and demands of their jobs. In time-constrained set-
tings, choices have to be made… do I spend time with my family, prepare my 
healthy meal for tonight or go for a run? Often the “return on investment” for tired, 
stressed physicians is less for exercise than for other aspects of self-care. This is 
reflected in the data; “…in several surveys of US surgeons, only 50% met the CDC 
guidelines for aerobic exercise and only 33% met the requirements for resistance 
(weight) training” [1]. When one considers that, apart from the small percentage of 
compulsive (or almost compulsive) exercisers, exercise is often sacrificed for other 
aspects of self-care, it becomes apparent that this may be a particularly important 
marker of institutional success in promoting healthy behaviors.

Physicians and other health care providers must be present and providing care 
24/7  in the hospital setting. For that reason, sleep restriction (chronic, low-grade 
sleep deprivation) and sleep deprivation (a sleepless night on call) are the norm, not 
the exception for many practitioners. The negative effects of sleep deprivation and 
chronic sleep restriction on health is well known [12]. With the exception of a very 
small percentage of people who need 7 or 9 h of sleep, adults need 8 h of sleep per 
night, “60% of surgeons reported an average of less than 6 hours of sleep per night, 
resulting in chronic sleep restriction” [1]. As more information becomes available 
about sleep, call schedules may have to be adjusted. For example, there is evidence 
that combining sleep deprivation with being awake from midnight to dawn is addi-
tive in its deleterious effect [1].

Thinking about physical health as the number of women in medicine grows 
extends beyond our own physical health. New mothers who are practicing physi-
cians are ironically disadvantaged compared to other women in the workforce when 
it comes to breastfeeding their newborns. This is truly a “walk the walk” issue for 
health care institutions since the data is clear that breast milk, when it is possible to 
provide it, is key in promoting optimal health in the newborn. Although it may not 
directly affect the health of the provider in question, it is truly shameful that many 
medical institutions have relegated breast pumping to bathrooms and other pub-
lic spaces.

2  Why Focus on Wellbeing?
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2.1.3  �Loss of Mental Health

The incidence of mental health issues in medical students is no different at baseline 
than the general population. However, with time in training and time practicing, the 
incidence of depression and its horrific endpoint, suicide, increases to well above 
that of the general population. In terms of a summary of the issues that create psy-
chological stress for physicians (and everyone else in medicine), I can’t do better 
than this summary, published in 2005 by BA Harms: “Once entering medical prac-
tice, additional stressors include shift work, long workdays, high case loads, time 
pressures, poor sleep habits and high performance expectations, challenging 
patients, personal fears regarding competency, and changing roles in the workplace. 
In addition, physicians and trainees regularly face suffering, fear, failures, and 
death, as well as difficult interactions with patients, families and other medical per-
sonnel” [13]. Added to the stressful nature of our work, there are two additional 
stressors that warrant mentioning here, the second victim syndrome and a sense of 
not being safe at work.

The second victim syndrome occurs in response to medical errors, adverse out-
comes and malpractice lawsuits [14]. Due to the emotional trauma these events 
create, the physicians who find themselves experiencing them inevitably become a 
“second victim” [15]. This is not an uncommon situation since physicians will expe-
rience errors and adverse outcomes in their careers. 42% of all US physicians will 
be sued during their career, a number that increases to 90% for surgeons [14]. 
Because we are human, all of us will make mistakes and will experience adverse 
outcomes that had nothing to do with our actions - and these events will deeply hurt 
us. The culture of medicine is to hide our emotions after these events, to pretend that 
all is right. As a result, institutions need to recognize the need for support of any 
physician who finds themselves in the position of being a second victim and create 
the infrastructure necessary to provide that support.

Safety at work is increasingly a problem, both in the sense of personal safety and 
job security. Even a minor sense of not being safe can “wholly dominate” the world 
of a physician [9]. The issue of physical safety is relatively minor for most physi-
cians, as institutions usually have a mature security system in place. However, job 
security has become a major concern for many physicians. As the finances and 
culture of medicine have shifted to a more “corporate” model, more and more phy-
sicians experience the feeling that their positions at work are somehow not as safe 
as they once perceived them to be. As Shapiro has pointed out, “Job insecurity is a 
threat to wellness for physicians in downsizing or struggling systems…Managing 
patients while simultaneously feeling insecure about one’s employment is challeng-
ing” [9]. This feeling of being unsafe is often exacerbated by a sense that they are 
not respected or supported by leadership. This perception is important; Shanafelt 
has demonstrated that in physicians who are burnt out, “11% of the variation in 
burnout and 47% of the variation in satisfaction with the organization was explained 
by the leadership rating of the division/department chairperson” [2]. This is also 
supported by a large study of over 20,000 workers performed by Christine Porath. 
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In her study, she found that those “who feel respected by immediate supervisors, 
report 56% better health and wellbeing, 89% greater enjoyment and satisfaction 
with their jobs, and are significantly more likely to stay” [9].

2.1.4  �Loss of Relationships

It is well known that there is a high rate of divorce in medicine [16]. Although 
there are no published data, there is also much anecdotal evidence of friendships 
and other family relationships that have suffered as the result of work related 
stress. In addition to the loss of these important relationships, the current medical 
care environment has led to loss of other important relationships - the relation-
ships we have with our patients. One of the key findings of the MEMO 
(Minimizing Error, Maximizing Outcome) study performed by Linzer et  al. in 
2005 was “that physician satisfaction was derived primarily from patient rela-
tionships...” [17, 18].

2.1.5  �Loss of Employment

Not all behaviors or transgressions that result in being fired, “pushed out” or “laid 
off” from medical employment are due to physician stress or burnout… but many of 
them are. A meta-analysis of 47 studies performed by Pangiotti showed that burnout 
“is associated with 2-fold increased odds for unsafe care, unprofessional behaviors, 
and low patient satisfaction” [19]. Alcohol and other substance abuse, is common in 
physicians, with almost 13% of men and 21% of women meeting criteria for alcohol 
abuse or dependence, numbers that are higher than the general population. This 
increased use of alcohol and other substances may represent attempts to self-
medicate to numb the effects of distress.

2.1.6  �Loss of Life

The increased incidence of physician suicide, almost 2.5 times that of the general 
population, is well recognized [9]. Suicidality, or thoughts of committing suicide 
occurs in 6.3% of all surgeons [20]. Tragically, suicide is now the most common 
cause of death for all male residents and the second most common cause of death 
for female residents [9]. The tragedy of physician suicide, if anything, is underap-
preciated as the statistics represent only known suicides. If one includes unexpected 
deaths in young physicians, such as single car accidents, the number would be 
much higher.

2  Why Focus on Wellbeing?



16

2.2  �Institutional Losses

The role of the institution in improving physician wellbeing is critical. The environ-
ment of the workplace contributes substantially to the stresses that can become dis-
tress and lead to burnout. According to Shanafelt and Noseworthy, “the local work 
environment is a major factor in determining whether physicians are likely to 
develop burnout or, alternatively, to become fully engaged and dedicated to their 
work [18]. For the institution, investment in preventing physician distress and burn-
out is key, as the institutional losses related to these disorders are significant. These 
losses include loss of employees, loss of productivity, as well as decreased patient 
safety and patient satisfaction.

2.2.1  �Loss of Employees

Physicians who are suffering will leave, unless there are family or other constraints 
that keep them from leaving, in which case they will continue to work in a depleted 
state. The rate of turnover for physicians who meet the criteria for burnout is double 
that of peers who are not burnt out [2]. Replacing physicians costs money in recruit-
ment and lost revenue during the transition to a new hire, a cost that has been esti-
mated as 2–3 times the annual salary of the physician being replaced [1, 2]. If the 
physician who leaves is in a specialty with significant physician shortages, the cost 
will be even higher [2]. For the institution, preventing and/or treating physician 
burnout is a smart business plan. As Shanafelt has pointed out - “If the organization 
[hypothetical with 450 MDs] believed that it had identified an organizational inter-
vention that cost $1 million/y that could reduce the prevalence of burnout from 50% 
to 40% (a 20% relative risk reduction), the intervention would be expected to reduce 
turnover by 0.5% (a 20% reduction in the 2.5% turnover attributable to burnout). 
The associated organizational cost savings would be $1.125 million per year (ROI, 
12.5%)” [2].

In addition to the financial burden of losing a physician, a high rate of turnover 
will affect the reputation of the organization [2]. Most organizations run “lean” 
without much redundancy in staffing. Losing a physician places a significant burden 
on the remaining team members, risking their wellbeing, and increasing the risk that 
additional physicians will leave the organization. There is another, long-term issue 
that is not often discussed, but is a looming crisis - the future recruitment of physi-
cians. It is a telling and very worrisome finding that 40% of young physicians would 
not choose a career in medicine again if they had the choice [21]. As Cohen pointed 
out in his paper entitled “Productivity, Meet Burnout”, “We are approaching a tip-
ping point in which the rewards of being a radiologist and the conduct of other valu-
able work (e.g., research and educating trainees) are being overwhelmed by the 
pressures of an increasingly demanding clinical workday” [22]. Medicine is a pro-
foundly rewarding career, but with 50% of physicians meeting the criteria for 
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burnout, we risk losing an entire generation of potential physicians who are not 
willing to sacrifice their wellbeing, and the wellbeing of their families for a career 
in medicine, unless we develop strategies to turn this crisis around.

2.2.2  �Loss of Productivity

High quality institutions value their team members and want them to be happy, but 
in case that is not enough motivation, there are clear financial implications for an 
institution when physicians are burnt out. Although it is difficult to quantify, there is 
little doubt that a physician who is in distress will be less productive than physicians 
who experience wellbeing at work [2]. In a meta-analysis, Dewa et al. used surrogate 
measures of productivity which included number of sick leave days, intent to con-
tinue practicing, intent to change jobs, and work ability to ask the question “Does 
burnout decrease productivity?”. In the five high-quality papers they were able to 
study, the answer was “yes” in all five studies [23]. For institutions, it is also impor-
tant to realize that burnout is “contagious”, the implication being that as more team 
members begin to suffer distress and even burnout, that productivity will decrease [2].

2.2.3  �Loss of Patient Satisfaction, Quality and Safety

In addition to financial losses, there are other important institutional losses associ-
ated with burnout. The data are clear that burnout is associated with increased medi-
cal errors, increased malpractice suits, more unprofessional behavior and decreased 
patient satisfaction [1, 19]. Physician satisfaction at work may be a good surrogate 
metric for these issues as it is “strongly linked” to patient satisfaction. [21]

2.3  �Societal Losses

As stated so well by Jager et al., “At a societal level, the public benefits from having 
a group of individuals who are motivated to do work that goes beyond satisfying 
personal self-interest” [24]. Loss of talented physicians who leave practice early is 
a societal loss. Perhaps more importantly, there is now concern about the future of 
medicine – who we will be able to recruit and whether we will be able to maintain 
the same high quality of students in our medical school classes. As noted above, 
40% of young physicians would not choose a career in medicine again if given the 
choice. In surgery, 60% of surgeons would retire if they could and there are all a 
large number of surgeons leaving practice early [25]. As bright college students 
consider their future careers, these data, and other similar data, will almost certainly 
play a role in whether or not they choose medicine as their career.

2  Why Focus on Wellbeing?
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2.4  �Loss of Meaning and Purpose

How to live a “good” life has been the work of philosophers and theologians since 
humans began to ponder these important questions. In that context, there is a philo-
sophical, or for some, a spiritual loss associated with physician distress and burnout. 
The need for meaning is not often articulated in the workplace, but it is well recog-
nized; “The importance of spirituality is recognized by surgeons. Along with pro-
tected time for relationships, surgeons rank meaning in work and “focusing on what 
is most important in life” as the most essential strategies to promote wellness” [1]. 
In addition to the many losses discussed above, physician burnout adversely affects 
physicians’ “professionalism, altruism, and sense of calling” [2, 24]. This “sense of 
calling”, which is the source of an intrinsic motivation for work, is a characteristic 
of service professions, and results in being more engaged in work [24]. Intrinsic 
motivation, no matter its source, is important for institutions to nurture and support; 
“Decades of social psychological and organizational behavior research have found 
that intrinsically motivated individuals perform better (especially over the long 
term) because they are more task focused and persistent” [24].

When we talk about the philosophical or spiritual losses associated with physi-
cian distress, what we are really talking about is not being able to live in a way that 
allows us to “realize our true potential”, i.e. Maslow’s highest hierarchy of need [9]. 
As Maslow stated, “A musician must make music, an artist must paint, a poet must 
write, if he is to be ultimately happy. What a man can be, he must be. This need we 
may call self-actualization. This tendency might be phrased as the desire to become 
more and more what one is, to become everything that one is capable of becoming” 
[9]. For example, most physicians today point to the marked increase in clerical 
work due to EMRs as taking away from patient care and, therefore, keeping them 
from patient care. Burnout, as concluded by Maslach after 20 years of research on 
the subject, arises “when there is a major mismatch between the nature of the job 
and the nature of the person who does the job.” Loss of purpose and meaning may 
be more important than the physical and emotional factors that contribute to physi-
cian distress and burnout since what we are fundamentally talking about when we 
talk about physician wellbeing is the ability to be whole.

2.5  �Conclusion

Wellbeing, in the context of this book, means focusing on effecting means to pre-
vent distress and, when that fails, to heal ourselves, our colleagues and our profes-
sion in order to further our mission of high quality and compassionate patient care. 
At its core, promoting physician wellbeing means a personal commitment to pro-
moting wellness of body and soul - and an institutional commitment to sustain work 
practices and an environment that allows physicians to achieve and celebrate our 
potential as healers.
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Chapter 3
Important Terms in Wellbeing

Jason C. Pradarelli, Naomi Shimizu, and Douglas S. Smink

3.1  �Introduction

To create positive change for the wellbeing of surgeons, we must first acquire a 
thorough understanding of its components. Wellbeing for surgeons has been 
described by the National Academy of Medicine as a state of personal fulfillment 
and engagement that leads to joy in one’s practice and a connection to why one 
entered health care and surgery as a profession in the first place [1]. In this chap-
ter, we define important terms in wellbeing specific to surgeons and surgical prac-
tice. This list of wellbeing terms is not exhaustive but covers a range of key topics, 
from instinctual stereotypes to lesser-known and poorly-characterized concepts. 
Each term is defined, and an example is provided to give the term context in sur-
gery. Our goal is to help the audience develop a common language for discussing 
complex issues related to surgeons’ wellbeing throughout this book and in the 
real world.
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3.2  �Factors Positively Associated with Wellbeing

To characterize surgeons’ wellbeing, we must introduce a vocabulary that surgeons 
can use to support their own wellbeing and the wellbeing of others. First, we 
describe general terms that are positively associated with personal wellbeing.

Viewing wellbeing as the opposite of burnout and depression would be an incom-
plete definition. Wellbeing is more than merely the absence of burnout; it is charac-
terized by positivity and content with one’s life, including their work life [1]. 
Surgeons who experience wellbeing are not immune from stress or pressure in the 
workplace; rather, they feel equipped to take on the challenges of the surgical envi-
ronment with joy and curiosity. Example: While reaching the end of a shift on-call, 
a surgeon receives a late afternoon consult from the medicine service. Instead of 
reacting with anger and bitterness about a mundane consult from a lazy or incapable 
physician, a surgeon who has achieved wellbeing might view the consult as an 
opportunity to care for a new patient, to improve that patient’s current care, and to 
help a fellow physician in a different specialty.

Wellness encompasses similar principles as wellbeing but with a more narrowed 
focus on an individual’s health [2]. Whereas wellbeing is a holistic state of being 
that an individual may reach, wellness focuses on good health that an organization 
can help to cultivate. Wellness depends on an organization’s culture; it represents 
the priorities of a group of individuals to support physically, mentally, and spiritu-
ally healthy connections with their work. Example: In a surgical residency program, 
one resident unfortunately experiences the loss of a family member. A program that 
prioritizes wellness immediately arranges for coverage on that resident’s service to 
allow the resident to return home and be present with family, without portraying a 
sense of inconvenience to the program. Although coverage could be arranged even 
without a culture of wellness, a wellness-oriented program protects mental wellness 
by encouraging the resident to take the necessary time with family and by not induc-
ing guilt in the resident.

Work fulfillment refers to a sense of satisfaction and content with one’s job. It 
is a component of an individual’s wellbeing and is particularly relevant for individu-
als such as surgeons who spend a large portion of their day in a work setting [3]. 
Example: A transplant surgeon feels excitement and happiness when called in at 
midnight for a transplant case on a patient that has been on the waiting list for 
months, despite the hour of the day or the opportunity cost of not spending time at 
home resting or with family.

Work engagement characterizes the level to which a person feels invested in 
and has influence over the processes and outcomes that occur in their workplace [4]. 
Example: Surgeons with a high level of work engagement willingly participate in 
committees within their division, department, or group, because they are invested in 
making decisions that shape the culture of their work environment. In contrast, sur-
geons with a low level of work engagement may focus solely on seeing their own 
patients at work and abstain from participating in any extra-clinical activities, thus 
effectively disengaging themselves from the work environment around them.
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Autonomy in the workplace refers to the level of independence that an individ-
ual has in making decisions that directly affect their work and/or work environment. 
Autonomy is also described as control over one’s practice [1]. Example: A highly 
autonomous surgical practice might be characterized by the ability of a surgeon to 
decide how many patients they see in clinic without being pressured to meet a quota 
of clinical productivity enforced by others. An autonomous practice might also 
allow a surgeon to take a half-day off to attend their child’s school play. On the other 
hand, a surgeon with a low level of autonomy at work might feel as if they have no 
control over the number of patients they see in clinic or whether they can decide to 
take a half-day off for family events—that is, somebody else makes the decisions, 
and the individual surgeon may feel like a “cog in the wheel.”

Health is a broad concept but includes physical, mental, and spiritual health, 
among others. Physical health includes eating a balanced diet consistently, maintain-
ing wakefulness by getting adequate sleep, and ensuring physical fitness with regular 
exercise. Mental health spans the issues of anxiety and depression all the way to 
substance abuse and addiction, including avoidance of these mental health stressors 
and treatment if they do occur. Spiritual health may differ for each person, but gener-
ally refers to a belief that one is connected to something greater than oneself. Spiritual 
connection may be as structured as religion or as free-form as yoga or meditation. 
Example: A surgeon might ensure they practice 30 minutes of yoga on most days of 
the week, because even though they are not directly providing patient care or advanc-
ing their academic agenda, they feel more energy, creativity, and physical strength 
for their surgical career when they maintain their personal health this way.

3.3  �Factors Negatively Associated with Wellbeing

In reading this next section, it is important to be open and straightforward with the 
current state of wellbeing in surgery. Here, we describe several factors that directly 
threaten wellbeing for surgeons.

Burnout has been defined as a syndrome of emotional exhaustion, depersonali-
zation, and reduced personal accomplishment, particularly among individuals who 
work with other people in some capacity [5]. Physicians are known to be at higher 
risk for burnout than the general U.S. population [6]. Reported burnout rates vary 
widely among surgeons, ranging from 40 to 60%, depending on the surgical subspe-
cialty [6, 7]. Burnout has many manifestations in surgery, spanning its three major 
domains—emotional exhaustion, depersonalization, and reduced sense of personal 
accomplishment—which are defined below.

Emotional exhaustion refers to the phenomenon that as emotional resources are 
depleted, individuals feel they are no longer able to give of themselves at a psycho-
logical level [5]. Example: Surgeons may experience emotional exhaustion during 
or after caring for a dying patient, including the numerous end-of-life conversations 
with the patient, family members, and others on the care team.
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Depersonalization is a calloused and dehumanized perception of others [5]. For 
surgeons, depersonalization typically refers to negative and cynical feelings toward 
one’s patients, although these feelings could also be directed toward one’s col-
leagues or family members. Example: Surgeons experiencing depersonalization 
may be more likely to view a noncompliant patient as deserving of their suffering 
and less likely to demonstrate empathy in patient care. Depersonalization may also 
manifest for surgeons in the absence of an empathetic attitude toward patients, 
viewing the next patient in the emergency department as just another “case” or a 
note to write.

Reduced sense of personal accomplishment, in contrast to depersonalization, 
refers to negative evaluations about one’s self in relation to their work achievements 
[5]. These pessimistic feelings are directed inwardly and are characterized by exag-
gerated criticisms of oneself. Example: One surgeon may feel personally unhappy 
and dissatisfied with their clinical accomplishments despite seeing 30 patients in 
one clinic session and helping to reassure many patients and families about their 
health concerns. Other surgeons may criticize or punish themselves for receiving 
suboptimal grant scores despite the numerous prior awards and publications they 
have already accumulated.

Depression is different from, yet intricately linked with, burnout. Depression is a 
clinical mood disorder with defined diagnostic criteria. A diagnosis of depression 
requires that an individual experience a collection of symptoms (such as depressed 
mood and loss of interest in activities, among others) over a two-week period and that 
these symptoms cause the individual significant distress or impairment in daily func-
tioning [8]. Depression differs from sadness in that sadness is usually caused by a 
specific situation, person, or event. On the other hand, depression does not require a 
trigger; a depressed person feels sad or hopeless about everything [8]. Burnout is 
closely linked with depression. Prolonged burnout may result in depression; con-
versely, untreated major depressive disorder could contribute to an individual experi-
encing the syndrome of burnout. Example: Depression may have a range of 
manifestations for surgeons. On one end of the spectrum, a surgeon might mutter a 
comment in their office within earshot of a colleague that they want to kill themselves. 
On the other end, a surgeon may be more discreet and appear perfectly content in the 
presence of colleagues at work, yet at home they may self-medicate with alcohol.

3.4  �Individual Characteristics to Combat Burnout 
and Support Wellbeing

In this next section, we define terms that relate to an individual’s ability to support 
their own wellbeing. These are personal skills that some individuals possess natu-
rally, but that all can learn to adopt and improve.

Emotional intelligence (EI) is defined as an individual’s ability to detect, under-
stand, and respond to their own emotions and the emotions of others [9]. It allows 
an individual to manage their internal emotional stressors and to navigate external 
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relationships with others. EI encompasses behavioral skills such as empathy in 
addition to communication skills such as active listening and questioning. Example: 
An emotionally intelligent surgeon notices when their administrative assistant is 
upset and frustrated, takes a few minutes to acknowledge the assistant’s emotions 
and inquires about why they feel that way. This action gives their assistant the 
opportunity to express concerns they had with the surgeon’s conflicting schedule, 
thus relieving the assistant’s angst. Here, the surgeon mitigates a problem that could 
have stifled an effective work partnership, thus sparing the surgeon burdensome 
administrative tasks.

Resilience is a less well-characterized concept that refers to an individual’s abil-
ity to recover from distress and is thought to be protective of burnout [10]. Related 
to “grit,” resilience enables an individual to withstand adverse events and subse-
quently to continue moving forward [11]. Resilience is often used to describe suc-
cessful surgical residents when they demonstrate clinical or academic productivity 
after initial failed attempts, all while advancing through long work hours and rigor-
ous training requirements. Despite this notion, resilience is a trait that is useful for 
surgeons throughout their careers to maintain and improve their wellbeing. Example: 
A junior faculty surgeon whose major grant proposal was rejected at six funding 
agencies attends a grant-writing course, downsizes the scope of their proposal, and 
resubmits to a young investigator award, which then gets funded to conduct a 
pilot study.

Mindfulness refers to an individual’s ability to be present in the moment and to 
pay attention to one’s thoughts, emotions, and experiences in a non-reactive way 
[12]. Mindfulness can be achieved through guided reflection and meditation prac-
tices and is correlated with reductions in individuals’ stress levels, including for 
surgical residents [12]. Example: Imagine an obese, smoking patient in clinic is 
yelling at staff for having to wait too long for their appointment, and then accuses 
the surgeon of poor patient care when they recommend against a surgery for an 
asymptomatic inguinal hernia. A surgeon who attains a state of mindfulness recog-
nizes that the patient’s anger is likely multifactorial and not directed personally at 
them, which better equips the surgeon to diffuse the patient’s anger and regain con-
trol of their clinic’s tempo.

3.5  �External Strategies to Promote Wellbeing

Beyond the personal and interpersonal skills that an individual can use to support 
their own wellbeing, several external factors may also promote an individual’s well-
being. These external factors can be viewed as strategies that groups or organiza-
tions can implement to foster wellbeing among their individual constituents.

Mentorship is a dynamic relationship between two individuals in which the 
mentor imparts perspective, skills, and guidance to the mentee [13]. Although both 
parties are responsible for sustaining the relationship, a mentor tends to hold the 
power, authority, and expertise, while the mentee seeks guidance and advice [14]. 
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The relationship between a mentor and mentee is reciprocal and aimed at promoting 
the careers of both [15]. Mentoring relationships have been associated with reduced 
rates of burnout, particularly among surgical residents [16]. Example: When look-
ing to advance their career position, a junior faculty surgeon may tap into an expe-
rienced mentor’s advice to better understand the challenges and opportunities of 
leaving their current institution for a new one. The mentee surgeon may feel relief 
in having the mentor’s advice, thus boosting their confidence and positively contrib-
uting to their wellbeing.

Sponsorship is similar to mentorship but entails a relationship that is more out-
wardly visible to third parties. Like a mentor, a sponsor is also committed to the 
development of a particular project or individual. However, a sponsor typically 
spends less time with a mentee than does a mentor; instead, a sponsor uses their 
influence in a field to vouch for a mentee and to make them more visible [15]. 
Sponsors may not directly promote an individual’s wellbeing but are critically 
important for an individual’s career advancement, which is linked to work fulfill-
ment and wellbeing for high-functioning professionals. Example: A sponsor may 
use their social capital and political influence to recommend that a junior faculty 
surgeon deliver an important presentation at a national meeting instead of the spon-
sor. Another sponsor may promote a surgical resident’s career by calling the pro-
gram director of the resident’s top fellowship choice.

Similarly, coaching is another form of professional development that may pro-
mote an individual’s wellbeing. A coach helps an individual target improvements in 
a particular skill or subject [15, 17]. Coaching is different from mentoring, however, 
as coaching focuses on performance related to a specific issue rather than overall 
growth in multiple dimensions [15]. Although coaching has not been studied for 
burnout among surgeons specifically, early results of a professional development 
program for internal medicine residents indicate that positive psychology coaching 
is associated with lower burnout rates [18, 19]. In another high-performing profes-
sional context, the business community has embraced the use of coaching for 
addressing burnout among executives and entrepreneurs [20]. Example: Focusing 
on intraoperative performance, a surgeon who wants to continue improving with a 
procedure may ask a colleague to observe them in the operating room and give 
direct feedback, thus lowering their anxiety about the procedure and helping them 
to feel more competent. In an academic context, a surgeon seeking to write their first 
book may look to a gifted writer as a coach, to help them specifically develop their 
writing skills, which may subsequently enhance their work fulfillment.

Moving beyond one-on-one relationships, the learning and practice environ-
ment also has an important influence on surgeons’ wellbeing. The learning and 
practice environment refers to the physical space and intangible culture that per-
meates where learners are taught and where surgical care is delivered. Numerous 
factors influence the learning and practice environment itself, including work-
place safety and violence, psychological safety, and the physical conditions of 
the hospital or clinic rooms [1]. Student affairs policies, formal mentoring pro-
grams, and electronic health record (EHR) systems all contribute to an individu-
al’s learning and practice environment. Example: A medical record that is divided 
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among several EHR systems and paper charts may present a major challenge to a 
surgeon in a busy clinic, whereas an integrated single EHR could support the 
wellbeing of the surgical practice by easing the surgeon’s ability to access patient 
records, review labs, and enter orders all in one place. Additionally, medical 
scribes may support surgeons’ practice environments by reducing their burden of 
documentation.

As burnout among surgeons becomes more visible and surgeons’ wellbeing 
becomes a greater priority, several institutions have implemented wellness interven-
tions to combat physician burnout. These interventions may be categorized either as 
systematic or patchwork interventions. Systematic wellness interventions involve 
programmatic changes that upend the infrastructure and/or culture of an institution 
to support physician wellbeing. Example: The Southern California Permanente 
Medical Group (SCPMG) implemented the Complete Care initiative in 2004 to 
redesign its primary care services with the goal of improving patient outcomes and 
physician satisfaction [21]. It focused on sharing accountability of clinical primary 
care with specialist colleagues, delegating responsibilities to non-physician provid-
ers (e.g. medical assistants, licensed vocational nurses) to relieve physicians’ task 
burden, and leveraging technology to better interface with patients. These were 
system-wide changes in clinical care delivery that intended to support physicians’ 
wellbeing by improving their work fulfillment and engagement and reducing burn-
out and emotional exhaustion.

In contrast, patchwork wellness interventions take on a piecemeal approach 
that offer physicians certain services or benefits but do not often address the under-
lying institutional culture. Example: Residency programs that offer financial sti-
pends to offset the cost of living in expensive cities in the U.S. may alleviate some 
of the financial stress for residents, but these isolated benefits may ignore an under-
lying culture of work hour violations and would do little to reduce the overall stress 
load leading to burnout in residents.

In conclusion, we provide a vocabulary for surgeons to use when discussing 
important issues around surgeons’ wellbeing. By using a common language to char-
acterize threats to and promoters of individuals’ wellbeing, we are better positioned 
to design and implement interventions that combat burnout and support wellbeing. 
While other terms not mentioned here may also influence wellbeing, this list of key 
concepts teaches fundamental tools to help the audience build a thorough under-
standing of the range of topics related to surgeons’ wellbeing presented in the rest 
of this book.
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Chapter 4
Conceptual Framework for Wellbeing

Arghavan Salles, Jennifer Yu, Carol Bernstein, and Charlee Alexander

4.1  �The National Academy of Medicine Action Collaborative 
on Clinician Wellbeing and Resilience

Following the suicides of two medical interns in New York City in the summer of 
2014, the Board of Directors of the Accreditation Council for Graduate Medical 
Education (ACGME) had an extensive discussion regarding the status of physician 
mental health and ultimately formed a working group to hold a symposium for 
invited stakeholders in medical education in November of 2015. Subsequently, 
Darrell Kirch, MD, President and CEO of the Association of American Medical 
Colleges, and Thomas Nasca, MD, President and CEO of the ACGME, approached 
National Academy of Medicine (NAM) president, Victor Dzau, MD, to determine if 
there was a role for the NAM to convene the many organizations working on the 
issue of clinician burnout. During a meeting in July of 2016 with 30 professional 
health care organizations, participants assessed the parameters of clinician burnout, 
considered the opportunities underway to address challenges to clinician wellbeing, 
and explored opportunities for collaborative engagement. Participants agreed that 
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the NAM would form a collaborative structure to address these issues with the belief 
that collective action was necessary to address an issue of such magnitude.

The NAM Action Collaborative on Clinician Wellbeing and Resilience (Clinician 
Wellbeing Collaborative) formally launched in January 2017 with three key goals1:

•	 Raise visibility of clinician stress, burnout, depression, and suicide
•	 Improve baseline understanding of challenges to clinician wellbeing
•	 Advance evidence-based, multidisciplinary solutions that will improve patient 

care by caring for the caregiver

As stated in a commentary published by Drs. Dzau, Kirch, and Nasca, the chair 
and co-chairs of the collaborative, “Through collective action and targeted invest-
ment, we can not only reduce burnout and promote wellbeing, but also help clini-
cians carry out the sacred mission that drew them to the healing professions – providing 
the very best care to patients” [1].

Efforts are needed at all levels—individual, institutional, and systemic—but espe-
cially at the systemic level. The Clinician Wellbeing Collaborative operates from the 
perspective that the system in which individuals learn and practice is primarily respon-
sible for the epidemic of burnout among health care professionals. The efforts of the 
Clinician Wellbeing Collaborative are focused on promoting institutional, systemic, and 
culture change while remaining mindful of individual factors that contribute to resilience.

4.2  �Conceptual Model of the Factors Affecting Clinician 
Wellbeing and Resilience

Although there are widely used definitions of wellbeing and burnout, there has been no 
agreed-upon conceptual model of the underlying contributing factors to burnout, mak-
ing it difficult to identify solutions to promote wellbeing and reduce burnout. Therefore, 
an early priority for the Clinician Wellbeing Collaborative was to create a conceptual 
model that depicts the factors associated with burnout and wellbeing, applies them 
across all health care professions and career stages, and identifies the connection 
between clinician wellbeing and outcomes for clinicians, patients, and the health system 
[2]. In developing the model, the group deliberated on many challenging questions, 
included in Box 4.1. The model, finalized in December 2018 is presented in Fig. 4.1.

The conceptual model includes three components: the nucleus, external factors, 
and individual factors. The nucleus of the conceptual model, in green, is composed 
of three distinct but related elements. The outermost ring is clinician wellbeing, 
which has cascading effects on the clinician-patient relationship and patient wellbe-
ing. If a clinician is well, the clinician-patient relationship is more likely to flourish, 
and patient wellbeing can improve. Conversely, clinicians cannot do their best work 

1 For more information on the NAM Action Collaborative on Clinician Well-Being and Resilience, 
please visit https://nam.edu/initiatives/clinician-resilience-and-well-being/
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Fig. 4.1  Factors affecting clinician wellbeing and resilience. Note: The model should be used to 
understand the factors affecting clinician wellbeing and resilience. It is not a diagnostic or assess-
ment tool. (Reprinted with permission from A Journey to Construct an All-Encompassing 
Conceptual Model of Factors Affecting Clinician Wellbeing and Resilience, 2018 by the National 
Academy of Sciences, Courtesy of the National Academies Press, Washington, D.C.)

Box 4.1 Challenging Questions Discussed in Creation of the NAM 
Conceptual Model of Factors Affecting Clinician Wellbeing and 
Resilience
•	 Who or what should be at the center of the model?
•	 How should the model represent the external, institutional, systemic and 

cultural drivers and internal, individual factors affecting wellbeing, and the 
interrelationship among the factors?

•	 How should the model convey that burnout exists at all stages of the clini-
cian’s life cycle, from student to early career clinician to nearing 
retirement?

•	 What is the most effective way to articulate that factors and solutions will 
differ among the clinical disciplines and may depend upon the learning and 
practice environment (e.g., academic, community, inpatient, or outpatient 
settings)?

Source: Brigham et al. [2]
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for others if they, themselves, are unwell. The relational aspect of caregiving has 
effects on both clinician wellbeing and patient wellbeing. The clinician-patient 
relationship is the bridge between these two areas and represents the quality of care 
and communication between clinicians and the people they care for. Patient well-
being is the core of the conceptual model. Careful consideration was given to plac-
ing patient wellbeing at the center of the model to highlight clinicians’ primary 
objective: to provide quality care for patients. Encircling the nucleus are external 
factors, in yellow, and individual factors, in blue, that affect clinician wellbeing and 
resilience. Among the external factors are Society and Culture; Rules and 
Regulations; Organizational Factors; the Learning/Practice Environment; and 
Health Care Responsibilities. Individual contributing factors are Personal Factors 
and Skills and Abilities. The arrows around the nucleus convey the interconnectivity 
and fluidity of the factors that affect wellbeing.

Figure 4.2 demonstrates that each domain is further sub-divided into specific 
aspects affecting clinician wellbeing. In recognition of the complexity of clinician 
wellbeing, these sub-factors are presented in alphabetical order to avoid prescribing 

Accreditation, high-stakes assessments,
and publicized quality ratings

Bureaucracy
Congruent organizational mission and
values
Culture, leadership, and staff
engagement
Data collection requirements
Diversity and inclusion

Power dynamics
Professional development opportunities
Scope of practice
Workload, performance, compensation,
and value attributed to work elements

Harassment and discrimination
Level of support for all healthcare team
members

Documentation and reporting
requirements
HR policies and compensation issues
Initial licensure and certification
Insurance company policies
Litigation risk
Maintenance of licensure and
certification
National and state policies and practices

Clinical responsibilities
Learning/career stage

Reimbursement structure
Shifting systems of care and
administrative requirements

Autonomy

Patient population
Specialty related issues
Student/trainee responsibilities
Teaching and research
responsibilities

Administrative responsibilities
Alignment of responsibility and
authority

Curriculum

Learning and practice setting
Mentorship program

Professional relationships
Student affairs policies
Student-centered and patient-centered
focus
Team structures and functionality
Workplace safety and violence

Access to a personal mentor
Inclusion and connectivity
Family dynamics
Financial stressors/economic
vitality
Flexibility and ability to respond
to change
Level of engagement/connection
to meaning and purpose in work
Personality traits
Personal values, ethics and
morals
Physical, mental, and spiritual
well-being
Relationships and social support
Sense of meaning
Work-life integration

Physical learning and practice
conditions

Health IT interoperability and
usability/Electronic health records

Collaborative vs. competitive
environment

•

•

•
•
•
•
•

•
•
•

EXTERNAL FACTORS

Alignment of societal expectations and
clinician’s role
Culture of safety and transparency
Discrimination and overt and
unconscious bias
Media portrayal
Patient behaviours and expectations
Political and economic climates
Social determinants of health
Stigmatization of mental illness

•
•
•

•
•
•
•
•

SOCIETY & CULTURE RULES & REGULATIONS ORGANIZATIONAL FACTORS

LEARNING/PRACTICE ENVIRONMENT

INDIVIDUAL FACTORS
PERSONAL FACTORS SKILLS & ABILITIES

HEALTH CARE RESPONSIBILITIES

•
•

•

•
•
•
•
•
•
•
•

•
•
•
•
•
•
•

•
•
•
•
•

•
•

Clinical Competency
level/experience
Communication skills
Coping skills
Delegation
Empathy
Management and leadership
Mastering new technologies or
proficient use of technology
Optimizing work flow
Organizational skills
Resilience skills/practices
Teamwork skills

•
•
•
•
•
•
•
•
•
•
•

•
•

•
•

•
•
•
•
•
•

•
•
•
•
•
•
•
•

Fig. 4.2  Sub-factors affecting clinician wellbeing and resilience. Note: The model should be used 
to understand the factors affecting clinician wellbeing and resilience. It is not a diagnostic or 
assessment tool. (Reprinted with permission from A Journey to Construct an All-Encompassing 
Conceptual Model of Factors Affecting Clinician Wellbeing and Resilience, 2018 by the National 
Academy of Sciences, Courtesy of the National Academies Press, Washington, D.C.)
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a hierarchy. Instead, users of the model will determine the importance of the ele-
ments based on their unique context and available resources. This integrated approach 
creates an opportunity to identify potential leverage points and generate solutions at 
the institutional, systemic, and cultural levels. Based on this model, more granular 
models can be developed for particular specialties and environments.

This model captures the magnitude and urgency of challenges to clinician well-
being by considering the relationship between the clinician and the patient, which is 
central to improving the wellbeing of both parties. Second, the model accounts for 
the external and individual factors that contribute to wellbeing [3] and depicts the 
interconnectivity of the factors. Third, by including more external factors than indi-
vidual factors, the model illustrates that external factors have a larger effect on clini-
cian wellbeing than individual factors [4].

4.3  �Intervening on Physician Wellbeing

The work of the NAM Clinician Wellbeing Collaborative provides a framework for 
individual physicians and institutions to understand and counter the current physician 
wellbeing crisis, taking into account all of the relevant and various factors. However, 
it can be challenging to apply theory in the field. One example is how the Stanford 
Health Care General Surgery Residency Program developed a wellbeing program for 
its surgical residents, following the suicide of one of their former residents [5]. The 
program became known as Balance in Life and consists of multiple facets covering 
social, psychological, professional, and physical wellbeing. Figure  4.3 shows the 
specific programs that were developed in each of these four areas.

After a few years, we began to investigate the efficacy of the program [6] and 
have since undertaken a qualitative evaluation from the residents about their experi-
ence with the program. To be sure, there have been challenges along the way. 

Balance in Life Program

Physical
Well-Being

•  Refrigerator
   stocked with
   healthy food and
   drinks
•  After Hours Guide  

•  Weekly
   confidential group
   meetings with
   clinical
   psychologist by
   PGY-level

Outdoor Ropes Course* Team-Building Retreat*

•  Resident
   Mentorship
   Program
•  Class
   Representative
   System

•  Sponsored social
   events

Psychological
Well-Being

Professional
Well-Being

Social
Well-Being

Fig. 4.3  Components of Balance in Life. ∗Components added to the Balance in Life program 
after completion of study. (Figure used with permission from Arghavan Salles, Perceived Value of 
a Program to Promote Surgical Resident Well-being. Journal of Surgical Education;74 (6):921–
927. Elsevier, 2017)
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The After Hours Guide, designed to help trainees identify physicians, dentists, 
gyms, and outdoor activities in the area, was underutilized as it was not widely pub-
licized. A Resident Mentorship Program had mixed results, with some pairs having 
difficulty finding time to meet. Scheduling leadership retreats, including providing 
coverage for inpatients and surgery schedules, has created administrative challenges 
and concerns. The Balance in Life program is not perfect, but it continues to be re-
evaluated and adjusted to meet the needs of the residency program. We are reassured 
by the fact that residents continue to appreciate the wellbeing program. Its existence 
is in and of itself evidence that residents’ wellbeing is valued.

The Balance in Life program began before the NAM Clinician Wellbeing 
Collaborative. Within this framework for wellbeing, the Balance in Life program 
addresses aspects of both external (Society & Culture, Organizational Factors, 
Learning/Practice Environment, Health Care Responsibilities) and individual fac-
tors (Personal Factors, Skills and Abilities). The program does not explicitly address 
Rules and Regulations. Table 4.1 shows which elements of the Balance in Life pro-
gram are relevant to each of the factors in the NAM framework.

There has been more attention to physician wellbeing in recent years. Initially, 
wellbeing researchers focused on individual characteristics of physicians and how 
those relate to wellbeing. For example, we have examined grit, self-efficacy, and 
sense of belonging as predictors of both wellbeing and risk of attrition for surgical 
residents [7–10]. More recently, people have become very interested in how to fos-
ter resilience or select for resilient individuals [11–16]. However, there is now a 
growing recognition that grit, resilience, and similar factors cannot overcome sys-
temic challenges to physician wellbeing [3, 17, 18]. For example, the pressures of 
productivity increasing the pace of work [19], the increasing demands of electronic 
health records [20], and fighting for access [21] to care for patients are all systemic 
problems that place undue stress on physicians.

Mindfulness and yoga are unlikely to change the course [21] of the current well-
being crisis. Ultimately systems must change. Some data suggest, for example, that 
hiring scribes for physicians increased physicians’ satisfaction and was associated 
with less burnout [22–24]. In addition, institutions should value physicians for what 
they are: highly trained, compassionate, intelligent humans. Rather than treating 
physicians like exchangeable worker bees, processes that maintain physician auton-
omy, within reason, should be explored.

Table 4.1  Balance in Life program in terms of NAM framework

NAM factor BIL element(s)

Society & culture Psychology sessions
Organizational factors Involving program directors in asking about dental and health visits, 

class representation, after hours guide
Learning/practice 
environment

Resident mentorship program, social events

Health care 
responsibilities

Leadership retreat (ropes course)

Personal factors Social events, psychology sessions, refrigerator
Skills and abilities Class representation, resident mentorship program, team-building
Rules and regulations –
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Chapter 5
Healthcare Role

Carl A. Johnson Jr and Britney L. Corey

5.1  �Introduction

I chose medicine–surgery–because it combined a quest for knowledge with a way to serve, 
to save lives, and to alleviate suffering.

—C. Everett Koop, MD, FACS, Pediatric Surgeon and former U.S. Surgeon General

The vocation of surgery is one of incredible demands, with wonderful benefits 
and hefty costs. It is a weighty responsibility to be the individual who intervenes in 
a decisive way on patients with complex physiology, difficult co-morbidities, and 
varying degrees of social support. Surgeons have the unique role of performing 
operations daily that are often of such notable impact that they are life-defining 
moments for the patient.

Just as for all physician specialties, the decision to become a surgeon is usually 
made relatively early, prior to extensive exposure to the healthcare system. Some 
challenges are difficult to fully appreciate ahead of time, such as the emotional toll 
of difficult patient care decisions or what to do in cases with unclear diagnoses. The 
implications those situations may have on wellbeing is more readily apparent; how-
ever, dealing with all the factors surrounding and contributing to the care of a patient 
is also tremendously influential on the wellbeing of surgeons. Surgeons are suscep-
tible to burnout and compassion fatigue [1, 2]. This chapter seeks to explore the 
positive and negative aspects of the healthcare role on surgeon wellbeing.
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5.2  �Administrative Responsibilities

Surgeons choose the field of surgery because of their love of the operating room and 
the joy they find in providing definitive solutions to ill patients. But as new surgical 
interns quickly discover, there is a host of tasks and administrative responsibilities 
outside of the operating room that are required. These administrative tasks can 
range from documentation of operations, signing off on billing codes, and placing 
home health orders. Unfortunately, the staggering amount of time spent on medical 
documentation, paperwork, etc. can nearly equal the time spent on direct patient 
care [3] One prime example of both a source of frustration and opportunity for the 
physician community is the electronic medical record (EMR). The EMR has been a 
significant advancement for the medical community that was initially heralded as a 
mechanism to improve patient care. However there are many drawbacks - including 
that physicians are now responsible for computer order entry, electronic prescrib-
ing, medication reconciliation, and often billing [4, 5]. Data entry in the EMR has 
increased the clerical burden of physicians. Many physicians protest the lower-
skilled work that clerks or scribes could do [5]. The amount of time spent on com-
puterized tasks has been associated with higher levels of burnout [4]. There is great 
potential for continued advancements and innovation in technology so that the elec-
tronic medical record and other administrative tasks can be enhanced and/or reduced 
to decrease physician burnout. Engagement with EMR developers by interested sur-
geon and physician leaders is needed to continue enhancements that add to the value 
of the EMR for front-line clinicians.

In addition to the more daily administrative tasks of caring for patients that every 
medical provider faces, healthcare organizations need engaged surgeon leaders. 
Individual surgeons may find meaning in certain administrative responsibilities and 
tasks that allow them to uniquely advocate for their fellow surgeons and patients. 
Interested individuals may consider pursuing additional training or degrees with 
this focus, such as a Masters of Healthcare Administration. Providing opportunities 
for interested physicians to pursue additional training and leadership roles in these 
areas can benefit the entire department or healthcare organization, as engaged sur-
geons can address problems and provide solutions that can better the work environ-
ment for their fellow colleagues.

5.3  �Alignment of Responsibility and Authority

The role of surgeon places the physician at the head of the care team, directing the 
treatment plan of the patient and the activities of the operating room, trauma bay, 
and ward, and using the judgement they have developed from years of training to 
make critical decisions. Within healthcare, there are many situations where physi-
cians find themselves facing varying levels of responsibility and authority. For 
example, a surgeon may be criticized for not meeting productivity requirements. 
However, long operating room turnover times due to inadequate custodial staffing 
causes the surgeon to book less cases. The misalignment of responsibility and 
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authority leads to job dissatisfaction and burnout. In contrast, when aligned ideally, 
it can provide a meaningful environment for physicians to thrive. A passionate sur-
gical educator who is provided the resources and support to engage in a curriculum 
overhaul is likely to experience joy and satisfaction.

Burnout occurs “when there is a major mismatch between the nature of the job 
and the nature of the person who does the job” [6]. One major mismatch that causes 
burnout, as identified by Maslach and Leiter, is “lack of control” [6]. Similarly, loss 
of autonomy or lack of control over work leads to burnout [7]. The same research 
that identified that lack of control leads to burnout found that giving physicians 
control increases engagement [14]. This supports the conclusion that within the 
healthcare role, there is a need for alignment of responsibility and authority. 
Authority and responsibility can be misaligned at the institutional and national level 
by affiliations, rigid guidelines and policies [7]. One example of a rigid guideline 
with misaligned authority and responsibility is the decision made by a major aca-
demic center to set revenue-based goals on the percentage of patients who received 
the flu shot. Surgeons within that institution found themselves spending time coun-
seling patients on the risks and benefits of receiving the flu shot; a task they were 
ill-prepared for and that fell outside of their area of expertise. Likewise, surgeons 
may become frustrated when they are asked to see complex patients within narrow 
windows of time. These factors worsen when reimbursement is tied to patient satis-
faction scores, leading to a vicious cycle that physicians feel they cannot overcome. 
An antidote to the burnout this may cause is developing practice models that pre-
serve physician work control. The ability to control the work environment can offset 
the stress imposed by high work demands [8].

Within this discussion of authority and responsibility, it is worth noting that the 
relationship physicians have with their supervisors and superiors is very important. 
Research by Shanafelt et al. found a link between the rate of burnout and leader rat-
ing, leadership scores and rates of satisfaction, with 11% of the variation in burnout 
and 47% of the variation in satisfaction explained by the leadership rating of the 
division/department leaders [9]. Likewise, other research has shown that the great-
est disparities between unsatisfied and satisfied physicians were related to physician 
management, with the top factor being “trust-communication with chair/division 
head” [10]. This emphasizes the importance of developing leaders, specifically phy-
sician leaders, and the importance of considering leadership fit when making career 
decisions. It also suggests a solution to the problem of misaligned authority and 
responsibility – physician leadership should strive to ensure that physicians are held 
responsible for factors that they truly have the authority to control.

5.4  �Clinical Responsibilities

When surgeons were surveyed in 2009, over 70% reported they would choose to 
become both a physician and surgeon again [11]. When American surgeons were 
surveyed in 2012 regarding their personal health habits and wellness practices, 
finding meaning in work was the highest ranked coping strategy, and was also 
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associated with high overall quality of life scores [12]. Surgeons who spent more 
hours per week in the operating room had greater career satisfaction [11, 13]. As 
one can imagine, clinical responsibilities – when appropriately balanced – are a rich 
opportunity for surgeons to thrive and find a source of meaning.

When the work hours and practice characteristics of American surgeons were 
evaluated, the strongest correlation for burnout was hours worked. Surgeons work-
ing more than 80 h/week had a rate of 50%, while those working less than 60 h a 
week had a rate of 30.1% [20] A similar correlation was found when surgeons took 
two or more night calls a week. Ultimately, this impacted career satisfaction as a 
significant number of surgeons who worked longer hours and took more call 
reported that they would be less likely to choose a surgical career again [14]. Private 
practice surgeons are more at risk for burnout, while academic surgeons had better 
career satisfaction, and were less likely to be depressed or have suicidality [19]. 
Those with the best career satisfaction in academic surgery were full professors, 
while assistant professors had the least. The difference in burnout between aca-
demic and private practice surgeons are likely best explained by longer work hours 
and more days on call among private practice surgeons.

The high stakes environment of surgery and providing care during critical 
moments is a draw to the field, but it comes with a high rate of litigation and mal-
practice claims. The 2016 Benchmark Study performed by the American Medical 
Association showed that general surgery and obstetrics/gynecology are the two spe-
cialties most likely to be sued, with over 63% of general surgeons having a claim 
filed against them [15]. When members of the American College of Surgeons were 
surveyed in 2011 regarding the consequences of malpractice lawsuits, 24.6% of 
surgeons reported being involved in a malpractice suit in the 2 years prior [22]. Not 
surprisingly, experiencing a lawsuit was correlated with higher rates of burnout, 
depression, and suicidal ideation, as well as lower mean overall, physical, and men-
tal quality of life scores, and less career satisfaction. Unfortunately, this may have a 
reciprocating effect on medical errors, as increased burnout is associated with 
increased medical errors [16].

Beyond the fear of litigation, surgeons live with stress as they worry about intra-
operative adverse outcomes and post-operative complications in their patients [17, 
18]. Studies have shown that intraoperative adverse events occur often and have a 
significant negative impact on surgeons’ wellbeing. Surgeons struggle to share 
about these events due to the fear of litigation and lack of reporting systems, but 
report feelings of sadness, anxiety, and shame [17]. A continuous amount of stress 
is also present, primarily due to concern over the potential for complications in 
patients. Surgeons describe dealing with these emotional threats by distancing 
themselves from the patient and focusing on the technical act. This leads to emo-
tional exhaustion, depersonalization, and a low sense of personal accomplishment – 
the hallmarks of burnout [12, 19]. Identifying methods and focusing research on 
ways to decrease intraoperative adverse events and post-operative complications are 
worthy goals; institutions and surgeon leadership should also consider offering 
additional emotional support and resources to surgeons who are dealing with these 
difficult situations.
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Two potential solutions related to clinical responsibilities are worth noting. First, 
surgeons’ incentives should not be directly tied to excessive workloads. Physicians 
primarily increase productivity by shortening time with patients, ordering more 
tests/procedures, or working long hours [7]. As increased work hours can lead to 
burnout, this method can easily backfire for the institution and lead to psychological 
harm for the physician. Institutions would be wise to consider this when developing 
compensation models. The second strategy is to ensure that physicians can spend at 
least 20% of their time on work that is meaningful to them. Studies have shown that 
physicians who spent approximately 1 day a week performing work that was mean-
ingful were 50% less likely to experience burnout [20]. Surgeons placed great value 
on finding meaning in work, and achieving 20% of time spent on meaningful activi-
ties is a worthy goal for physician leadership to aspire to [12]. Indeed, the associa-
tion between increased hours in the operating room and career satisfaction is likely 
related to this [13].

5.5  �Learning and Career Stage

In 2014, US general surgery residents were surveyed to characterize rates of burn-
out [21]. The results were staggering: 69% of residents met the criteria for burnout; 
44% of these residents had considered dropping out of residency, and the same 
percentage wished they had enrolled in an alternate residency. Female residents 
were more likely to be burned out, at a rate of 73%. Residents who were planning 
on a career in private practice were more susceptible to burnout. A study of a 
national sample of US physicians across specialties found that early career physi-
cians had the lowest career satisfaction, greatest rates of work-home conflict, and 
greater depersonalization [22]. Middle career physicians (those with 10–20 years of 
practice) worked more hours, took more call, were less satisfied with their specialty 
and work-life balance, and had more emotional exhaustion and burnout. As one 
may expect, late career physicians had the best career satisfaction and lowest 
burnout.

One of the traps that residents and physicians can fall into is that of “delayed 
gratification”. This is a superior cognitive skill that can be used as a coping strategy 
when work-life balance is unattainable. This strategy is typically used during resi-
dency and the early career stage, when individuals have little control over their 
schedules and time. Instead of making time for a personal life and other meaningful 
activities outside of work, they delay this for later once their careers are established. 
However, research suggests that this coping strategy can persist, transitioning from 
the wait to finish training to the wait for retirement [23, 24]. To combat this, sur-
geons and organizations need to prioritize discovering and nurturing activities at 
work and beyond that are meaningful, energizing, and are self-renewing [23, 24]. 
Dr. Mary Brandt, a pediatric surgeon with a passion for wellbeing, strongly recom-
mends taking a “sabbath” each week to allow for this personal renewal, with a full 
or half-day dedicated to play, rest, and relaxation [25].
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5.6  �Patient Population

Academic surgeons often work at major referral centers that serve as safety-net 
hospitals. As a result, surgeons at these centers routinely care for a diverse group of 
patients, ranging from the well-informed and resource-rich to those with extremely 
limited resources and little health literacy. The percentage of patients with complex 
medical needs and diagnostic dilemmas is often high. Treating critically ill patients 
and guiding them to a full recovery can be rewarding, yet draining. The percentage 
of uninsured patients receiving care at an academic medical center can be substan-
tial. The lack of medical insurance can place a financial strain on hospitals and 
increased numbers of uninsured patients may be negatively associated with physi-
cian satisfaction [26, 27]. Physicians can feel that quality of care is influenced by 
factors outside of their control, including having the time or resources necessary to 
address complex psychosocial problems [28]. By contrast, other patients have 
access to a virtually endless amount of medical information via the internet or other 
media and can present with a diagnosis and treatment plan already “in mind.” This 
can increase the length of physician consultations as they have to explain when 
their care plans differ and counteract pressure to enact treatment plans they do not 
believe in. Increased numbers of such information-centric patients can decrease 
physician satisfaction [29, 30]. Academic surgeons typically have a large network 
of other surgeons around them to consult with, as well as access to other advanced 
specialties (i.e. interventional radiology) which can alleviate some of the pressures 
of treating these complex patients. Physician leadership should consider the com-
plexity of patients being cared for and the specialized services being provided when 
decisions are made about clinic time slots, dedicated academic time, and resource 
allotment.

5.7  �Specialty Related Issues

Wellbeing in the field of surgery encompasses all areas of the surgeon – beyond 
just avoiding burnout and attending to spiritual and emotional wellbeing. 
Surgery has some unique challenges as operating puts unusual stress on physical 
wellbeing. Exposure to hazards, musculoskeletal injuries and physical strain, as 
well as time constraints leave many surgeons ignoring their personal physical 
concerns.

Exposure to occupational hazards can occur in any clinical environment, but the 
opportunities are more frequent in the field of surgery [39]. Sharps injuries expose 
health care providers to pathogens such as Hepatitis B, Hepatitis C, and 
HIV. Exposure to fluoroscopy and surgical smoke are other occupational hazards 
that surgeons should actively attempt to limit their exposure to [25]. Physical strain 
from long hours of standing in awkward positions and with poor posture are not to 
be dismissed. This is particularly a problem in laparoscopic cases, although it also 
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occurs during open surgery [31]. Musculoskeletal pain is reported by 50–85% of 
surgeons during and after performing surgery [25]. As more research brings these 
issues to light, it is important for academic surgeons to correct their techniques and 
to model this to trainees. It may also be in the best interest of health care entities to 
offer ergonomic training and evaluations to their physicians to decrease the rate of 
injuries and potentially prolong their practice. Robotic surgery may offer an ergo-
nomic advantage to surgeons [32].

A surgical career can also impact other areas of health, with surgeons reporting 
poor rates of preventative health screenings [25]. Female surgeons also report 
more issues with infertility compared to the general population [33]. Evidence-
based interventions and awareness of the physical health impacts of a surgical 
specialty is of utmost importance, and more research, support, and commitment to 
this is needed at the individual physician level and by health care organiza-
tions [23].

5.8  �Student and Trainee Responsibilities

While training learners is a hallmark of academics, how these activities relate to 
burnout and career satisfaction in academic surgeons is not well understood. It is 
notable that involvement in education of trainees was considered a positive influ-
ence toward pursuing a career in academic surgery [34]. Likewise academic sur-
geons have less burnout and more career satisfaction, which may be related to the 
educational opportunities this career provides [13]. Surgeons who educate others 
can truly have a multiplying effect as the knowledge they impart impacts every 
patient cared for by their trainees.

Working with trainees requires substantial time and effort. Beyond instructing 
in the operating room and overseeing patient care activities, faculty members are 
expected to offer timely feedback, complete evaluations, participate in promotion 
committees and resident interviews, facilitate didactic sessions, and provide men-
torship and career advising. In return, residents provide clinical care to their 
patients. Surgeons may also have student and trainee responsibilities outside of the 
traditional roles of resident and medical student. Academic surgeons typically 
engage in research that may involve an entire spectrum of trainees ranging from 
high school students to post-doctoral students. Mentoring and supporting these stu-
dents and trainees may be very gratifying. One effective tool for fighting burnout is 
“job crafting,” where individuals are encouraged to seek ways to participate in 
more activities that are personally meaningful to them [44]. Institutions and physi-
cian leaders that advocate for individuals to spend time doing meaningful work 
may be more likely to retain their physician talent and save the institution the costs 
of lost revenue and recruitment [25]. Academic surgeon leadership should seek 
ways to support these important roles by providing supporting personnel, advocat-
ing for funding, and facilitating connections and opportunities within the aca-
demic center.

5  Healthcare Role
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5.9  �Teaching and Research Responsibilities

Teaching the next generation of surgeons and surgeon scientists is a key attribute of 
today’s academic surgeon and can be very rewarding [35–37]. Mentorship is crucial 
to surgical trainees and is considered to be an important factor in reducing surgical 
resident attrition [38, 39]. The persistent challenge faced by those who find educa-
tional activities meaningful is the relative lack of financial resources supporting it. 
The clinical care of patients leads to reimbursement, and research is often supported 
by grant funding. Recognizing, funding, and accounting for the educational service 
of faculty members is more difficult [7]. This impacts the salary support of educa-
tors, as well as the tenure and promotion process. Some have advocated for an 
educational value unit (EVU) system to be used to recognize and compensate indi-
viduals who provide educational services [40]. For the purpose of tenure and pro-
motion, the Association for Surgical Education published recommendations on how 
to document, recognize, and reward teaching. The model is called “the educator’s 
pyramid” and it provides a framework for departments to use to appropriately rec-
ognize and promote the surgeon educator [41].

It has been well documented that NIH funding has become more difficult to 
obtain in recent years, and this decrease has affected surgeons disproportionately 
[42, 43]. Difficulty in obtaining funding is a key reason fewer surgeons are pursuing 
basic science research. Increased clinical responsibilities is also a strong deterrent 
to performing research, as well as difficulty maintaining work-life balance. In a 
survey of academic surgeons, Keswani observed that 68% of surgical faculty believe 
it is unrealistic for a surgeon to be a successful basic researcher [44]. Despite these 
challenges, surgical research can be extremely rewarding. Many important contri-
butions have come as a result of the efforts of surgeon-scientists including nine 
Nobel Prize winners [45]. The pressing need for more surgeon scientists has been 
outlined by many including a recent Nature editorial admonishing more surgeons to 
do basic science research [43, 45–47]. Academic centers can support surgeon scien-
tists by providing protected research time, support personnel for grant applications, 
and collaborative research environments.

5.10  �Conclusion

When one examines the healthcare role in surgeon wellbeing, it is easy to see a veri-
table minefield, as well as endless opportunities for joy, engagement, and meaning 
in work. The work of the surgeon is intense but deeply personal and meaningful. 
The experiences that are deeply draining can also be deeply meaningful. Surgeon 
wellbeing is influenced by individual factors, as well as healthcare organizations 
[7]. It is the responsibility of both the physician and the healthcare organization to 
ensure that each stay well. Maintaining the necessary balance requires creative solu-
tions and committed surgeon leadership and advocacy.
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Chapter 6
Personal Factors

Margaret W. Arnold and Sandra R. Dibrito

6.1  �Introduction

Cultivating wellbeing in the surgical workforce is an urgent need. In addition to 
systemic and environmental factors, several personal factors contribute to overall 
wellness. These can be individually examined to find intervenable points to elevate 
wellness and wellbeing in medicine. In this chapter, we will take a closer look at the 
personal factors identified by the National Academy of Medicine as related to well-
ness. Divided into intrinsic, extrinsic, and environmental personal factors, we aim to 
identify targets for future interventions to minimize burnout.

6.2  �Intrinsic Personal Factors

6.2.1  �Personality Traits

It is not a secret that surgeons are thought to be headstrong, argumentative, and 
perhaps even egotistical. These stereotypical personality traits suggest that surgeons 
are difficult to work with and inflexible. In a formal review of studies of personality 
traits of all medical specialties, one study reported that “surgeons were less agree-
able and more antagonistic than other specialists.” The authors of the review con-
clude that “surgeons, as a group, seem to be social, active, and dominant”. This 
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sounds relatively negative. However, these traits often drive the quick decision mak-
ing that is necessary for success in minute-to-minute intraoperative care and allow 
for leadership in times of stress. The authors of the review state that surgeons are 
described as displaying characteristics of extroversion and “openness to experi-
ence”. They postulate that “openness to experience”, which they describe as imagi-
nativeness, depth of feeling, curiosity, and need for variety, develops over the course 
of surgical training [1]. Solving surgical problems requires imagination and extem-
poraneous thinking, and it is not surprising that surgeons tend to appreciate variety 
in their day to day work.

What do these personality traits have to do with wellbeing? Recognition of the 
strengths within even the most negative sounding traits allows us to build on those 
traits to facilitate wellness. In order to care for ourselves as surgeons, we must make 
room for introspection about our own personality traits that facilitate patient care on 
the one hand but may hamper our interpersonal relationships on the other. Simple 
awareness of our personality traits, for the good and bad, help us approach people 
and problems in a more functional way.

With an increasing number of female surgeons, the comparison between male 
and female counterparts is inevitable, but the data can be used to target differential 
causes of burnout in these groups. In an international study of over 7000 physi-
cians, females scored significantly higher in all components of empathy, although 
reported feeling less valued by patients, their colleagues, and their superiors as 
compared to male physicians. The authors of this suggest that increased empathic 
concern among female physicians may come with the higher cost of emotional 
exhaustion [2]. Similarly, a meta-analysis of 183 studies conducted by Purvanova 
and Muros found female physicians to be more emotionally exhausted than their 
male counterparts while having similar depersonalization and personal accom-
plishment scores [3].

If we appreciate that physicians have a tendency towards emotional exhaustion, 
the next step requires using these findings to help make meaningful change. As we 
aim towards wellness, pervasive feelings of emotional exhaustion should not be 
acceptable for ANY physician, regardless of gender. In naming personality traits of 
surgeons, in knowing where we struggle, we can better solve our burnout crisis on 
a large, systemic scale. But day to day, if we can appreciate ourselves as we are, 
headstrong and emotionally exhausted, we can work to build relationships and sup-
port systems to optimize our daily lives.

6.2.2  �Flexibility and Ability to Respond to Change

In order to maintain mental well-being while simultaneously provide excellent 
patient care, it is imperative for physicians to find an appropriate emotional distance 
from which to provide empathic concern. As Decety et al. describe, “The ability to 
engage in self-other awareness and regulate one’s emotions is pivotal to the adaptive 
experience of empathy in clinical practice” [2]. The clinical landscape is a fluid 
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environment, the needs of patients changing daily and longitudinally, with the 
demands of each work day different from the last. The ability to adapt to these 
changes and remain empathic is at the forefront of preventing burnout.

Just as in athletics, flexibility prevents injury. Stretching to gain physical flexibil-
ity is akin to practicing accommodation of flux in the workplace with everyday 
decisions. If we are introspective enough to see that our limits and boundaries are 
being tested, if we are uncomfortable in a technically or interpersonally challenging 
situation, we can take the time to insist on flexibility and grow from that experience. 
In responding to change in a less rigid way, we can hone our flexibility as a skill and 
prevent injury in the form of emotional exhaustion, burnout, and lack of empathy.

There are ways that physicians can shape their day to feel more in-control and 
thus more satisfied. Discussing scheduling of operative cases, clinics, and academic 
pursuits at the departmental level can allow individual surgeons to have more con-
trol over their own personal practice. But even with the best intentions, OR day 
schedules can change to accommodate all sorts of emergencies. Patients cancel and 
others need emergency intervention. Being calm and flexible, recognizing the inevi-
tability of these changes in a meditative way, can help surgeons feel less out-of-
control in these circumstances and avoid negative emotions that come with lack of 
flexibility.

Freeborn et al. demonstrated that in an HMO model, “physicians who perceive 
greater control over their practice environment, who perceive that their work 
demands are reasonable, and who have more support from colleagues have higher 
levels of job satisfaction, commitment to their employer, and better psychological 
wellbeing” [4]. This suggests that as physicians, we should seek to participate in the 
organization of our practice and set the limits of what we allow our work to demand 
from us, actively addressing demands we find unreasonable. Just as we can indi-
vidually be flexible, division heads and department leaders need to be flexible as 
they understand how to get the most out of their team members. Pushing every 
individual to the limit of their capability is the short-game of productivity and won’t 
allow for a department to flourish over time.

6.2.3  �Personal Values, Ethics, and Morals

The surgical world is demanding. It is a business where patients are seen and treated 
in a fee-for-service model, where volume is king, and resources are constrained by 
bureaucracy. On the other hand, it is a service based in compassion where the very 
personal relationship between surgeons and patients involves developing trust and 
mutual respect. As discussed by Wall et al.,

Surgeons live and practice an intense form of applied ethics. They deliver bad news; guide 
patients and their families through complicated decisions; live a code of trust with col-
leagues, patients and trainees; and frequently address end-of-life issues. Moreover, sur-
geons must go to bed at night knowing that in the morning, they will spend hours with 
someone’s life literally in their hands [5].
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On a nearly daily basis, surgeons’ personal values are challenged as they weigh 
the best options for patients and their families against what is available or consid-
ered reasonable by payors. We are acting on behalf of the patient, but cannot be 
blind to the needs of the medical system both nationally and locally. We need to be 
judicious with limited resources while simultaneously providing the best care we 
can, and navigating these conflicting interests can be a source of ethical dilemma 
and exhaustion.

Additionally, the power differential between surgeons and vulnerable patients is 
a set-up for ethical issues. We are compelled to describe disease processes and 
options to patients and families who have a limited understanding of medicine and 
guide them through perhaps some of the most difficult moments of their lives. This 
occurs with extreme frequency, many times daily. Only by focusing on the goals of 
patient autonomy and nonmaleficence can we stay true to our ethical compass and 
limit our tendency to come across as paternalistic.

It is suggested that the current burnout crisis among physicians is a symptom of 
the larger problem with the healthcare system. The pervasiveness of burnout suggests 
that it is a failure of the system, as opposed to individual failure due to inadequacy of 
resilience. The term “moral injury” has previously been applied to soldiers exposed 
to war, but has recently been suggested to apply to physicians suffering with the 
inability to provide high-quality care in our current healthcare system [6]. By forcing 
physicians to contemplate the financial obligations of medicine, our system has bur-
dened physicians with a moral impasse, to be encountered on every patient visit.

There are no easy answers to ethical, moral, or values-based issues faced by 
surgeons in terms of maintaining personal wellbeing. While it is helpful to know 
that the entire system is suffering together, fighting the daily fight on behalf of 
patients, perhaps it is better to think about ways we as individuals can participate in 
systemic change to alleviate these burdens for future physicians.

6.3  �Extrinsic Personal Factors

6.3.1  �Relationships and Social Support

In a survey of nearly 8000 surgeons, 90% had a domestic partner. Almost half of 
those partners did not work outside of the home, 35% were working non-physicians, 
and 16% were physicians. Surgeons whose domestic partner was another physician 
were more likely to report depressive symptoms and low mental quality of life than 
those surgeons whose domestic partner stayed at home. Surgeons whose domestic 
partner stayed home reported feeling more satisfied with their career [7]. The stress-
ors of life as a physician are magnified when both partners are physicians, and it 
requires extra effort to balance the needs of each person.

Maintaining social support outside of the workplace is key to remaining bal-
anced. This could mean keeping tight connections with friends, immediate family 
members, or significant others. In a very demanding job, it is often difficult to keep 
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up with and maintain these relationships. Especially during residency, relationships 
have been found to suffer [8]. Carving out dedicated time to spend with friends and 
family is worth the effort. It is easy to let work take over minutes or hours, because 
the tasks we are faced with can feel very pressing. But we must acknowledge that 
life in the hospital will continue without us, and that our friends and family cannot 
wait forever for attention.

6.3.2  �Family Dynamics

A large body of research exists regarding the family dynamics of surgeons, particu-
larly centering around female surgeons. Female surgeons tend to be younger, are 
less likely to be married, and less likely to have children than male surgeons. Among 
those who were married, 83% of female surgeons had a spouse who worked outside 
of the home, whereas only 48% of male surgeons’ spouses worked. The spouses of 
43% of female surgeons were physicians, and 27% were surgeons. Only 5% of male 
surgeons have a surgeon spouse [9]. One could only imagine balancing a household 
run by two surgeons – the constant demands of both surgical schedules opposing on 
almost a daily basis. In households of two physicians, only 63% of males and 45% 
of females reported high levels of marital satisfaction [10].

Freischlag et al. determined that 1 in 5 surgeons reported a conflict between their 
career and their spouse’s career in the 3-week period preceding their survey. Among 
those reporting a conflict, it resolved in the favor of the female surgeon 59% of the 
time, compared to 87% of male surgeons [9]. There is an approximately 3% increase 
in having a work-home conflict with every additional hour worked as a surgeon per 
week [11]. It has also been demonstrated that although the number of hours worked 
per week by physicians does not correlate with marital or parental satisfaction, it 
does relate to the amount of “role conflict” in a household where both partners are 
physicians [10].

Adding children to the mix adds to the presence of work-home conflicts. Having 
children is independently associated with 1.65× higher odds of having work-home 
conflicts for surgeons [11]. Female surgeons were much less likely to rely on their 
spouse to care for a sick child or child out of school compared to male surgeons 
(25% vs. 70%, p < 0.001) [9]. This is not to say that having children is all negative. 
However, in medicine as we evaluate causes of burnout, we should be sensitive to 
the additional challenges that physicians face as they try to balance a demanding 
clinical workload with household responsibilities.

6.3.3  �Work-Life Integration

In the last decade, the terminology work-life balance has given way to work-life 
integration, appreciating that there is no hard line of demarcation between “work” 
and “life”. For many, work comes with rewards of feeling accomplished, helping 
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people, completing tasks. Living life involves striving to excel at work. So, integrat-
ing the demands of work with the demands of family and those outside of work is 
more sensible than treating them like two opposing forces.

In many cases, unfortunately, success in the work environment and the home 
environment feel like competing forces. Of surgeons surveyed, 23% of those who 
have children reported that their commitment to child rearing slowed their career 
advancement. The difference was more stark when divided by gender, with 57% of 
female surgeons indicating that child rearing slowed career advancement, compared 
to 20% of males (p < 0.001) [12]. Of the 50% of surgeons who reported having a 
work-home conflict in the preceding 3 weeks, only 12% were resolved in favor of 
personal responsibilities rather than professional responsibilities [9].

There are only so many minutes in a day, and so it is important for the surgeon to 
have time to reflect on how they wish to spend those minutes. No matter how many 
minutes one dedicates to work or family time, it is possible to feel either fulfilled or 
unsatisfied. Only 36% of surgeons thought that the work schedule left enough time 
for personal time and family life [12]. For the remaining 64% - it must be asked 
whether or not the surgeon felt able to control their work circumstance in a way that 
would give them more joy. If they valued surgery or academic achievement more 
highly than having personal time, it may simply be that they wished there were 
more minutes in an hour. Part of wellness is reflecting on what the individual would 
like to prioritize, then acting on those desires. We cannot be everywhere at once and 
things have to be sacrificed. It is up to the individual to decide on how to divide their 
time. Most importantly, the leadership of the hospital is not aware at any given 
moment how their staff would choose to divide their time if given the choice. It is 
the responsibility of the individual to decide on their priorities and to communicate 
them upward. The administration, therefore, must also be receptive to this commu-
nication. If their priorities are not able to be satisfied in one job, it may be best to 
look elsewhere. If we can be honest with ourselves, making our own lives a priority, 
we can still practice medicine and surgery and be fulfilled. It just may be that we 
cannot be a “triple threat” of days gone by. But really, it is that we must find joy in 
the things we spend our time doing, whether it is work or “life”.

6.3.4  �Financial Stressors/Economic Vitality

The costs of medical training continue to increase. In a national survey of surgical 
residents, nearly 40% had >$200,000 in educational debt and 70% had a high debt-
to-asset ratio. Meanwhile, only 6% of residents reported having any financial 
education during their residency. Nationally, 74–85% of residents report significant 
debt challenges [13]. Kolars et  al. demonstrated that internal medicine residents 
with educational debt >$200,000 have 1.7 fold higher burnout scores than their 
peers [14]. These financial stressors, beginning in training, directly impact the well-
ness of physicians and contribute to burnout.
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Unfortunately, surgical training is particularly lengthy, and interest adds up over 
time. Anxiety over increasing debt, about insecurity of the government’s ability to 
follow through on loan forgiveness programs, and the daunting prospect of provid-
ing for a family while in training or finishing training adds an extraordinary amount 
of stress to trainees. And once trainees move on towards a higher salary, many are 
concerned that their salaries are less than equitable. In every specialty, female phy-
sicians have lower unadjusted salaries than male physicians, with an absolute differ-
ence of approximately $51,000. Following multivariable adjustment for rank, years 
in practice, specialty type, etc., the absolute difference was still $19,900 [15]. Even 
after gender pay equity efforts, one academic institution with only a 1.9% pay gap 
calculates a lifetime disparity in over $66,000. Continuing to advocate for pay par-
ity would alleviate financial stress in households with female physicians.

6.4  �Work Environment Personal Factors

6.4.1  �Inclusion and Connectivity

We spend the majority of our waking weekday hours at work. Even in the fast-
paced work environment of an academic hospital, it is not only possible but com-
mon to feel lonely. Loneliness increases the risk of cardiovascular disease, 
depression and anxiety and also decreases productivity and creativity. Feeling like 
part of the team at work, actively engaging with colleagues and patients, is impor-
tant for the health of the physician and the hospital. A study by Cigna reported that 
only 15% of American employees feel engaged at work, and Forbes reports that this 
may be responsible for billions of dollars in lost productivity across the country 
each year.

Similarly, Gallup research has repeatedly shown a link between having a best 
friend at work and the amount of effort that employees expend in their job. 
Specifically, 63% of women who strongly agree they have a best friend at work also 
report being “engaged” in their work, compared to only 29% with no best friend at 
work. Those employees who do report having a best friend at work are less likely to 
be actively looking for job opportunities, are more likely to trust the integrity and 
ethics of their team members, rate their own and their organizations’ performance 
more highly, and are less likely to report negative feelings such as worry, stress, and 
exhaustion [16, 17]. A study of nurses demonstrated a strong negative correlation 
between work-related social support and burnout [18].

It may seem difficult from the non-supervisory role to increase inclusion and 
connectivity in the workplace, however, there are ways to make the work place more 
inviting from every level. Even if it means sacrificing time for personal or family 
related tasks, attending work-related social events occasionally helps to build a 
sense of community and support among colleagues. These relationships will help 
stave off burnout in the future and can bring more joy to everyday life.
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6.5  �Conclusion

6.5.1  �Physical, Mental, and Spiritual Well-being

Perhaps said best by Mark Nepo, “One of the mysteries of illness is that no one can 
be healed by anyone whose emptiness is greater than their own”. The rate of suicide 
is 1.4× higher for male physicians and 2.3× higher for female physicians compared 
to the average population [19]. As healers, we must make time for our own wellbe-
ing such that there is enough emotional energy to care for our patients. 
Professionalism in medicine includes empathy and humanism, and thus it is a pro-
fessional imperative to stave off threats to these qualities that are inherent in our 
being [20].

It would be easy to say that surgeons and physicians should sleep more, exercise 
more, eat healthier, meditate, and find spiritual guidance to enable them to perform 
better and prevent burnout. Achieving all of these at once is well intentioned but 
nearly impossible. Small steps, like building in a specific time in the week for exer-
cise, packing a lunch for work to avoid high-calorie cafeteria foods a couple of 
times a week, or going to bed 30 minutes earlier instead of watching one more epi-
sode of TV are more reachable goals. Sometimes, the pursuit of “wellness” is 
enough to cause burnout. Beating ourselves up for “failing” at maintaining our own 
health can make it worse.

6.5.2  �Sense of Meaning

Cycling back to finding joy in everyday activities, we must allow ourselves the time 
to discover what makes us happy in our lives. We must feel some autonomy and 
control over our schedules and pursue what we love. If that means fewer OR days 
and more clinic time, maybe that is a good solution. If it is fewer days at work and 
more time with young children, it may be worth a pay cut. Maybe it means more 
operative cases in a more streamlined location, which may mean finding a different 
work setting. Finding the sense of meaning, the personal reward and accomplish-
ment that comes with healing others, that drove us to pursue medicine in the first 
place is a good place to start preventing burnout. To burn out, we must once have 
been on fire. Keeping the fire going by seeking out a sense of meaning, and guarding 
our personal time, can prevent burnout. This reflection takes time and effort and can 
be painful. But as physicians, nothing leading up to our careers has been without 
time, effort, and occasional pain. We are capable of alleviating personal barriers to 
burnout if we are willing to ask ourselves what it would take to love our jobs and our 
lives simultaneously.
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Chapter 7
Meaning/Purpose in Work

Paula Marincola Smith and Kyla P. Terhune

7.1  �Background

Burnout can be characterized as loss of enthusiasm for work, depersonalization, or 
as having a sense that work is no longer meaningful. It is a pervasive problem 
amongst physicians and is estimated to affect nearly 40% of practicing surgeons in 
the United States [1–4]. The high prevalence for burnout is cause of concern, as the 
effects of burnout appear to impact the physician-patient relationship, the quality of 
care physicians provide, as well as rates of depression, substance abuse, and suicid-
ality amongst physicians [5–7].

Factors that contribute to physician and surgeon burnout are complex. Several 
studies have suggested that lack of control over the practice environment, adminis-
trative obligations, workload, practice setting, lack of work-life-balance, medical 
errors, and risk of malpractice suits all may contribute to the development of burn-
out amongst physicians [4, 8]. Interestingly, despite many surgeons in the U.S. fre-
quently working more than 60 hours per week, the number of hours worked does 
not appear to be associated with rates of burnout in surgeons [1, 3]. Each of these 
factors must be only part of the story though, as every individual physician’s person-
ality, coping strategy, resilience and support system may dramatically impact how 
the above stressors affect an individual provider. Those differences in how work-
related stressors are processed likely accounts for the variation in burnout seen 
among physicians even when in similar professional circumstances [4, 9].
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Multiple studies have recently suggested that finding enhanced meaning in one’s 
work may be an important factor in mitigating burnout for medical professionals [4, 
10, 11]. In one anonymous survey of 7197 members of the American College of 
Surgeons (ACS), surgeons who noted “placing greater emphasis on finding meaning in 
work, focusing on what is important in life, maintaining a positive outlook, and embrac-
ing a philosophy that stresses work/life balance” were significantly less likely to be 
burned out than their colleagues who did not [11]. On a population level, it has been 
proposed that focusing on improving upon the experience of providing care by assist-
ing healthcare providers to find joy and meaning in work is an essential element of The 
Quadruple Aim, a set of principles for healthcare reform in the U.S. and abroad [12].

In this chapter, we highlight elements of surgical practice that may positively 
contribute to a sense of meaning and purpose in our work. We then discuss the tax-
ing aspects of a career in surgery that may detract from finding meaning in our jobs 
and in our personal lives, and we present an original, albeit simplistic model dem-
onstrating that increasing factors (or the emphasis of factors) that add positive 
meaning to a surgeon’s life while providing tools that mitigate stressors responsible 
for negative meaning may provide stabilization and protection from burnout during 
difficult times. We emphasize the importance of balancing positive and negative 
factors in order to create one’s own net meaning. This net meaning could ultimately 
determine our ability to endure challenges and setbacks in our personal and profes-
sional lives. We recognize that this approach is very simplistic and the emphasis and 
importance of each factor for each individual may be different. However, we do 
believe that the basic concept of working to increase this gap between factors that 
promote positive and negative meaning in our jobs and in our lives has the potential 
to mitigate burnout for physicians and surgeons.

7.2  �Empathy, Meaning, and Empathetic Distress

Neuroscience research demonstrates persuasively that human brains are hardwired to 
experience empathy, in particular when one observes intense negative emotions such 
as pain and suffering. This capacity for empathy offers both a susceptibility to share 
suffering as well as an instinct to respond with compassion [13–15]. This human 
instinct for empathic and compassionate response to human suffering is the very rea-
son many medical professionals, including surgeons, chose their careers. Compassion 
can naturally allow a physician’s challenging work to feel meaningful rather than taxing.

On the other hand, it is known that one’s greatest strength is often one’s greatest 
weakness. It is the physician’s capacity for empathy and compassion that, when 
unchecked, can significantly contribute to stress and negative wellbeing. When a 
physician is confronted with human suffering and, for one reason or another, feels 
personally responsible for the suffering or is otherwise unable to ease the agony, this 
predisposition for empathy can lead to feelings of “empathetic distress”. If experi-
enced repeatedly and not balanced with opposing positive emotions or coping 
mechanisms, this empathetic distress can eventually lead to emotional exhaustion 
and burnout [13, 16–18].
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In the case of surgeons, such an experience may be even more pronounced than 
those experienced by other healthcare professionals. A surgeon may feel that a 
patient’s suffering is the direct result of his or her personal actions in the operating 
room. Additionally, the opportunity for such encounters increases as one’s patient 
and operative care increase. On the other hand, surgeons are also uniquely posi-
tioned to derive significant fulfillment from the immediate gratification of positive 
surgical outcomes. We propose, as demonstrated in Fig. 7.1, that it is the balance of 
these ever-opposing emotions—those that contribute to and those that detract from 
a sense of meaning—that create a net meaning that ultimately either protects physi-
cians and surgeons from or predisposes them to burnout. If one can recognize the 
frequency, impact, or direct effect on oneself of various positive and negative fac-
tors, one has the potential to impact this net meaning.

7.3  �Enhancers of Enjoyment and Meaning in Work

As suggested above, healthcare providers often choose their careers due to an innate 
desire to serve people, to relieve suffering and prolong quantity and quality of life. 
This role as a “healer” in all fields of medicine is at the essence of the profession. 
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The ability to utilize knowledge and expertise accumulated over many years of 
schooling and training uniquely positions physicians to intervene upon and change 
the trajectory of our fellow humans’ lives for the better. This is perhaps why many 
physicians and healthcare providers are able to see their work as more than “just a 
job” or “just a paycheck”.

Beyond the inherent satisfaction derived from positively impacting the lives of 
those around us, there are other essential elements that contribute to deriving enjoy-
ment and meaning from our lives and our work. Mihaly Csikszentmihalyi wrote in 
Flow: The Psychology of Optimal Experience about the essential elements of human 
pleasure and enjoyment [19]. He distinguishes pleasure from enjoyment and notes 
that pleasure is “a feeling of contentment that one achieves whenever… expecta-
tions set by biological… or social conditioning have been met.” Pleasure, while it 
improves quality of life, “does not produce psychological growth.” Enjoyment, on 
the other hand, is characterized by “a sense of novelty or accomplishment” and 
occurs when a person has “gone beyond what he or she has been programmed to do 
and achieve[s] something unexpected.” Csikszentmihalyi goes on to suggest that 
enjoyment has eight major components:

•	 Tasks with reasonable chance of completion
•	 Clear goals
•	 Immediate feedback
•	 Deep but effortless involvement that removes from awareness the frustrations 

and worries of everyday life
•	 Sense of control over our actions
•	 No concern for the self
•	 Alteration of the concept of time, hours can pass in minutes and minutes can look 

like hours

With these in mind, one can easily identify elements of medical practice that 
bring enjoyment through work. Such elements could include autonomy in patient 
care, opportunity to bring creativity into clinical or academic practice, and posi-
tively impacting the lives of our patients through good clinical outcomes. Due to the 
tangible and visible nature of surgery and the opportunity for direct and clear inter-
vention, surgeons are particularly positioned to have “clear goals” in patient care 
and receive “immediate feedback” following their interventions. Time in the operat-
ing room for an attending surgeon also provides, in most cases, a “sense of control 
over our actions” as well as “alteration of the concept of time”. These elements of 
medical and surgical practice contribute to the derivation of enjoyment from work, 
and ultimately can contribute to positive meaning in a surgeon’s life.

Pushing the idea of mindfulness as directly contributing to quality of life even 
further, Csikszentmihalyi also introduced the concept of Flow. “Flow”, known col-
loquially as “the zone”, is a mental state in which a person performing an activity is 
fully immersed in a feeling of energized focus, full involvement, and enjoyment in 
the process of the activity [20]. This results in complete absorption in one’s task, 
resulting in loss of one’s sense of space and time [19]. In 2001, Nakamura and 
Csikszentmihalyi together identified six factors that together encompass a “flow” 
experience [19, 20]:
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•	 Intense and focused concentration on what one is doing in the present moment
•	 Merging of action and awareness
•	 Loss of reflective self-consciousness (i.e. loss of awareness of oneself as a social 

actor)
•	 A sense that one can control one’s actions; this is, a sense that one can in prin-

ciple deal with the situation because one knows how to respond to whatever 
happens next

•	 Distortion of temporal experience (typically, a sense that time has passed faster 
than normal)

•	 Experience of the activity as intrinsically rewarding

Csikszentmihalyi proposes that when a person can organize his or her perception 
to experience “flow” as often as possible, quality of life starts to improve. During a 
“flow” state, he notes, one is in control of their psychic energy and everything done 
“adds order to consciousness”. After a “flow” episode, one feels more “together”, 
both “internally and with respect to other people and the world in general” [19].

Performing in the operating room is perhaps one of the most unambiguous exam-
ples of a “flow” state. While performing an operation, surgeons must proceed with 
complete focus. One must be aware of every detail from technicalities in the opera-
tive field to the physiologic state of the patient while simultaneously acting and 
moving in a deliberate and productive direction. One may lose a sense of self-
consciousness and time. In most cases, there is a strong sense of complete control 
over the operation, and the experience of operating can be intrinsically rewarding. 
The operating room is one of the only places where one must disconnect from the 
outside world entirely, putting smartphones aside and ignoring constant streams of 
emails and text messages.

This regular experience of a “flow” state in the operating room may be an inher-
ent piece of surgical practice that provides enjoyment, satisfaction, and meaning in 
a surgeon’s career and life. While other elements of delivering patient care may be 
rewarding and contribute to a sense of meaning in their own ways, as suggested 
above, it is likely that this regular, almost meditative, experience of “flow” is par-
ticularly useful in improving a surgeon’s quality of life. Csikszentmihalyi impor-
tantly notes that “the most important trait of people who find flow… is non 
self-conscious individualism… because of their intrinsic motivation, they are not 
easily disturbed by external events” [19]. It is perhaps this element of resilience 
achieved through regularly experiencing a “flow” state that provides an opportunity 
for surgeons to withstand the unavoidable stressors of medical practice.

Importantly, depending on the practice environment and hospital setting, some 
surgeons may also find gratification and meaning from work that is not directly 
related to patient care. For instance, teaching and/or research may be important ele-
ments of a surgeon’s job that provide profound satisfaction. For those with leader-
ship roles in both academic and private practice settings, mentorship or structural/
practice development may be sources of gratification and meaning. In fact, Shanafelt 
and colleagues demonstrated that the extent to which academic physicians are able 
to focus on the aspect of their work that is most meaningful to them (research, edu-
cation, patient care, or administration) has a strong inverse relationship to their risk 
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of burnout [21]. Whatever the elements, it is important that surgeons gain insight 
into the elements of their careers that provide them with a sense of value and mean-
ing, as intentionality and mindfulness surrounding these elements of practice may 
enhance their effectiveness as protective factors against the inevitable stressors of 
clinical practice (see Sect. 7.5).

7.4  �Elements That Detract from Meaning in Work

While a career in surgery offers many opportunities to derive positive meaning and 
fulfilment, there are conversely many aspects of medical and surgical practice that 
either act as direct stressors or otherwise negatively impact a surgeon’s overall sense 
of meaning. Several studies have examined common causes of burnout among phy-
sicians, and those frequently identified include lack of autonomy, difficulty balanc-
ing personal and professional life, excessive administrative tasks, insufficient 
protected time for academic endeavors, hostile work environments, and “gender/
age-related issues” [1, 3, 8, 22–26]. How each of these factors impacts an individual 
surgeon is complex and is likely the result of many non-professional factors such as 
personality, health, personal circumstances, resilience, and support network (includ-
ing marital status and children) [1].

In 2008, a survey was conducted by the ACS to examine the incidence of burnout 
among American surgeons and to evaluate the personal and professional character-
istics associated with surgeon burnout. Of the 24,000 surgeons surveyed via email, 
34% (n = 7905) returned surveys and were included in the final analysis [1, 3, 27]. 
Among other interesting findings, the results of this survey demonstrated that nearly 
40% of surgeons met criteria for burnout, and the following factors were associated 
with burnout on multivariate logistic regression analysis: subspecialty choice (OR 
1.2–1.6, all p < 0.013, with trauma, urology, otolaryngology, vascular surgery, and 
general surgery being associated with the highest odds of burnout), youngest child 
being ≤21 years old (OR 1.54, p < 0.001), compensation being entirely based on 
billing (OR 1.37, p < 0.001), spouse working as a healthcare professional (OR 1.23, 
p = 0.004), number of nights on call per week (OR 1.05, p < 0.001), and number of 
years in practice (OR 1.03, p < 0.001). On the other hand, having children (OR 0.82, 
p = 0.006) and spending more than half of one’s time dedicated to non-patient care 
efforts (including research and administrative duties, OR 0.81, p = 0.035) were asso-
ciated with reduced risk of developing burnout amongst the participating surgeons.

It is interesting to contemplate why some of these elements are risk factors for 
burnout. For instance, having children versus not having children appeared to be 
protective from developing burnout while having children ≤21 years old compared 
to having children >21  years old was a risk factor for burnout. There are many 
potential interpretations of this. It is known, though, that having young children is 
associated with various stressors (financial, childcare, sleepless nights, etc.) that 
may exacerbate job-related stressors such as long hours and hefty call schedules. 
These may fade as children age and are more independent, and adult children can 
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then potentially contribute to strengthening support networks. Certainly, intrinsic 
qualities of the individual such as personality, coping strategies, and resilience, as 
well as external qualities impacting the work environment and home environment 
impact an individual’s propensity for burnout.

In addition to the factors identified in the ACS survey described above, Balch and 
colleagues note that some essential elements for enduring medical education and 
training may directly propagate unhealthy and unbalanced habits amongst physi-
cians and surgeons, even after the completion of training. For instance, many medi-
cal students, residents, and fellows, due to their long hours and lack of control over 
their call schedules and time, develop a coping strategy that justifies putting their 
personal lives on hold while fostering a mentality of delayed gratification (i.e. 
“things will get better when I’m done with this rotation/medical school/residency/
fellowship”) [1]. In many cases, this coping mechanism appears to carry forward 
through the end of training and into the lives of practicing physicians and surgeons. 
Rather than cultivating personal relationships and extra-professional interests once 
training is complete, many practicing physicians find themselves perpetually delay-
ing these tasks to the future—until after they establish themselves in practice, until 
their grant is funded, until they are promoted to associate professor, etc. [1]. This 
habit of perpetually ignoring one’s personal life for the sake of career development 
and advancement may contribute to an everlasting imbalance between personal and 
professional lives, dramatically impacting wellbeing and sense of meaning.

Other factors that can have potentially devastating effects include medical errors 
or experiencing bad patient outcomes. Medical errors (defined as a “commission or 
omission with potentially negative consequences for the patient that would have 
been judged wrong by skilled and knowledgeable peers at the time it occurred, 
independent of whether there were any negative consequences”) are distinct from 
complications (“acknowledged risks of medical care or surgical procedures”). 
While the majority of medical errors cause little or no harm to patients, certainly 
they have the potential to lead to considerable morbidity or even mortality [27]. 
Medical errors, especially when associated with a poor outcome for the patient, can 
have a significant emotional impact on physicians that can persist for years after the 
error occurred [27]. As a result, physicians are sometimes referred to as the “second 
victim” of medical errors [28, 29].

While physicians and medical institutions put great attention and resources 
towards avoiding medical errors, most surgeons will be involved with a medical 
error at some point in their careers. Whether the error is the direct result of a techni-
cal mistake in the operating room, the result of miscommunication between treat-
ment teams, documentation or technological oversights, or misinterpretation of 
diagnostic studies, each of these scenarios could lead to the devastating recognition 
that one has made a mistake with potentially fatal consequences. While the patient 
is the first and obvious victim of a medical error, physicians are also wounded by the 
same error [28].

Demanding operative and call schedules lead to imbalance between personal and 
professional lives. Policy changes and evolving medico-legal landscapes may lead 
to decreased surgeon autonomy in certain practice environments. The adaptation of 
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new technologies and electronic medical records may result in disproportionate 
time spent on administrative tasks and documentation. Medical errors or unantici-
pated complications may occur. All of these stressors have the potential to detract 
from one’s sense of meaning in work. If, in the same setting, one isn’t deriving 
enough meaning from other elements of their career or actively working to mitigate 
these stressors through counseling or otherwise, there is risk of losing an overall 
sense of meaning in our work.

7.5  �Net Meaning

Here we introduce the concept of net meaning (Fig. 7.1). Net meaning is the idea 
that every individual surgeon experiences things that contribute to meaning in work 
while simultaneously enduring other experiences that detract from meaning in 
work. What elements (and the degree to which those elements) contribute to a sense 
of meaning in work vary from physician to physician. Many of the most meaningful 
elements center on the concept of the individual provider being a healer, developing 
expertise in their field, being a teacher of colleagues or future providers, or making 
important scientific discoveries [4]. Specific examples that can contribute positively 
include strong relationships with patients, time in the operating room (experiencing 
“flow”), good outcomes, grateful patients, time spent on extra-clinical activities that 
one finds valuable (teaching, research), intellectual stimulation, support and recog-
nition from colleagues. Elements that can detract from net meaning include poor 
outcomes, medical errors, administrative burdens, decreased autonomy, threat of 
medico-legal vulnerability, and imbalance between career and family.

We propose that it is possible for individual surgeons and surgical practices to 
deliberately focus on expanding the former while minimizing the latter. With the 
renewed interest nationally on the prioritization of physician wellbeing as well as 
the recognition that physician burnout has the potential to impact financial and busi-
ness aspects of medical care [30], it seems possible and even advisable that surgical 
practices and medical centers begin taking notice of these elements that impact a 
physician’s ability to derive meaning from their work.

Shanafelt and Noseworthy nicely summarize some of the ways that individual 
providers, work units, health care organizations, and the nation as a whole can work 
to enhance meaning in work for physicians [30]. On the individual level, self-
awareness of the most personally meaningful aspects of work as well as making a 
point of recognizing and acknowledging positive events at work are ways that indi-
vidual physicians and surgeons can enhance and expand the protective effect of 
factors that contribute to meaning in work. Additionally, when possible, advocating 
for shaping one’s career to match one’s personal interest (balance of clinical and 
non-clinical time, type of cases, etc.) has the capacity to significantly impact a phy-
sician’s ability to derive meaning from work. On the “work unit” level, matching 
work to the talents and interests of the individual physician and identifying oppor-
tunities for physician involvement in education, research, or leadership is critical. 
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From the health care organizational level, creating an organizational culture and 
practice environment that values physician wellbeing as well as providing opportu-
nities for professional development have the potential to improve physician engage-
ment. On the national/policy level, research and educational grant funding 
opportunities, new regulations that result in additional time spent on clerical work, 
and evolving supervisory roles for physicians over midlevel providers have the 
potential to tip the balance of factors that detract from or enhance an individual 
physician’s ability to derive meaning from work.

Several studies have demonstrated the efficacy of enhancing a physician’s sense 
of meaning in work as a tool to increase physician satisfaction and reduce burnout 
[4]. The majority of these studies have examined interventions that focus on the 
individual providers rather than interventions that target organizations or policy. In 
a few studies, emphasis was placed on fostering self-awareness amongst physicians 
to assist them in identifying elements of their work that they most value and to con-
nect with elements of their jobs that they find most meaningful [31, 32]. These stud-
ies utilized several interventions to enhance physician awareness and reflection, 
including writing brief narratives about personal experiences in their practice as 
well as asking the physicians to discuss their experiences in small groups. The goal 
of these types of interventions, known as “mindfulness training”, is to increase 
awareness, intention, and self-reflection in an effort to decrease work-related dis-
tress. In a prospective trial conducted by Krasner and colleagues, 70 primary care 
physicians underwent mindfulness training and were examined by survey in a 
before-and-after study design. This intervention demonstrated increased levels of 
mindfulness, decreased levels of burnout, improved overall mood, and increased 
levels of conscientiousness and emotional stability following mindfulness training, 
and these changes were maintained for up to 15 months following the intervention 
[33]. This study, along with those previously mentioned, suggests that mindfulness 
training and encouraging physicians to be deliberate about identifying elements that 
contribute to positive meaning can improve physician wellbeing and be protective 
from burnout. Unfortunately, there have been many fewer studies aimed at address-
ing institutional factors that can contribute to physician distress, although this cer-
tainly also has the potential to be an efficacious strategy [34].

Based on the above, we would suggest that focusing attention on the following 
aspects of one’s life and career may help increase either the quality or quantity of 
factors that contribute to meaning while decreasing or mitigating the impact of the 
features that detract from meaning.

•	 Practice mindfulness and self-awareness. Intentional reflection, narrative 
medicine or journaling, meditation, or even professional help in the form of 
trained counselors are all potential approaches. Employing these activities may 
blunt the negative effects of the detractors, allowing one to spend more time and 
energy focusing on aspects that contribute to meaning.

•	 Be intentional about noting when things are going well. In your workspace, 
display reminder of good patient outcomes (thank you notes, gifts) and items that 
remind you of your support network (photos, items). Turn to these in difficult times.
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•	 Strengthen support networks. Don’t fall into the trap of delaying the invest-
ment that friends and family require—be in it for the long-haul. Seek quality 
when quantity is not possible.

•	 Find an umbrella of mentors who can provide perspective and share experi-
ence. Don’t rely on one individual to provide all aspects of mentorship. Seek to 
have a diverse portfolio of mentors, all for different reasons, decreasing the risk 
of potential feelings of disappointment or abandonment and increasing exposure 
to others’ strategies and approaches in enhancing career satisfaction.

•	 Establish and increase career elements that provide the highest value. Look 
for positions, situations, and potential pivots that help accentuate these elements. 
One may need to execute realistic financial planning in order to achieve this.

•	 Seek strong leadership and work environments. The leadership of the depart-
ment, group, or hospital establishes the culture and can significantly impact the 
degree of support in the workplace, autonomy, and job expectations for 
individuals.

Whatever the approach, it is clear that equipping physicians and surgeons with 
the ability to enhance factors that contribute to meaning in work and limit or dimin-
ish effects of factors that detract from meaning in work has the potential to greatly 
increase provider net meaning and, accordingly, increased overall job satisfaction 
and decreased burnout. It is impossible to eliminate the stressors that are inherent in 
the life of a surgeon. However, by recognizing and expanding the elements of one’s 
career that contribute to positive meaning, we believe that surgeons can find protec-
tion from the inevitable stressors. It is this balance of positive and negative factors 
and one’s reactions to them that will ultimately determine an individual provider’s 
net meaning. If a positive balance it maintained, it could be protective from burnout. 
It is the authors’ hope that future institutionally- and systems-focused research can 
lead to validated interventions that can be implemented to tip the scales in favor of 
positive net meaning in the lives of our hardworking surgeons.
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Chapter 8
Skills and Abilities

Lauren M. Theiss and Daniel I. Chu

8.1  �Introduction

Rates of burnout among US physicians continue to climb at an alarming rate. In a 
2014 survey, 53% of surgeons met the criteria for burnout [1] and studies have dem-
onstrated up to 69% burnout rates in general surgery residents [2]. It is well known 
that physician burnout detracts from both physician wellbeing and patient care [3]. 
Recognizing the importance of physician wellbeing, the National Academy of 
Medicine launched The Action Collaborative on Clinician Well-Being and Resilience 
in January 2017. In order to identify the factors that contribute to clinician wellbe-
ing, experts developed a conceptual model of wellness that examines both external 
factors, such as organizational and regulatory factors, and individual factors that 
directly impact physician wellbeing, and ultimately, patient care [4]. It is therefore 
imperative that our profession seek to understand those factors that contribute to 
physician wellbeing, including the individual skills and abilities that may protect 
physicians from burnout. These skills and abilities, many of which are identifiable, 
teachable and actionable, represent powerful tools to promote physician wellbeing 
(Table 8.1).

8.2  �Clinical Competency

What role does clinical competency play in physician wellbeing? It is certainly 
reasonable to assume that physicians who perceive their clinical skills to be lacking 
or who have limited clinical confidence may suffer from more stress, an unfavorable 
work environment, and experience more burnout. Limited data exists, however, to 
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suggest that clinical competency directly contributes to wellbeing. Interestingly, the 
converse relationship between clinical skills and wellbeing has been well docu-
mented. Studies have shown that poor physician wellbeing is correlated with poor 
skills as reflected through medical errors and malpractice [5]. Additionally, physi-
cian burnout has been found to be associated with involvement in a recent malprac-
tice suit and higher reported medical error in US surgeons [6, 7]. While clinical 
competency has not been directly linked to burnout, McConnell et al. have linked 
negative and positive emotions to both the acquisition of skills and clinical decision-
making. Based on their review, the authors theorize that physicians with negative 
moods are more likely to commit medical errors due to prematurely terminated, and 
incomplete, workup and diagnosis [8]. Together, these early studies suggest that 
wellbeing and physician competency are likely co-dependent. Efforts to improve 
one cannot be done without including the other.

Table 8.1  Important skills and abilities that impact physical wellbeing

Skill/ability
Impact on 
wellbeing Facilitators Barriers How to acquire

Clinical 
competency

+ Clinical confidence

Positive emotions

Medical errors

Malpractice

Negative emotions

Optimal work and 
learning environment, 
medical education

Mentorship + Considered 
meaningful activity

Emphasis on 
mentorship

Poor mentor/mentee 
relationship

Poor mentorship 
skills

Mentorship 
programs, mentor 
education

Leadership + Autonomy

Quality of 
supervising 
leadership

Poor communication 
and group skills

Leadership initiatives 
and courses

Efficiency, 
mastering new 
technologies

+ Institutional 
resources

Organizational 
skills

Adaptive

Clerical burden

EMR

Redundant processes

Examine institutional 
factors, maximize 
productivity

Resilience and 
grit

+ Hard work

Adaptation

Perseverance

Interest

Stress

Focus only on talent

Resilience training, 
Duckworth’s grit 
tenants

Emotional 
intelligence

+ Empathy

Social skills

Depersonalization

Immaturity

Work environment

EI coaching, age, 
experience
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8.3  �Mentorship

Mentorship is both an invaluable skill and a resource in augmenting physician 
wellbeing. Mentorship provides an important organizational tie that engages 
physician-mentors and makes these individuals feel more aligned with their 
institution(s). Providing mentorship to younger physicians, residents, and medical 
students is beneficial in preventing burnout, particularly if providing mentorship is 
a meaningful activity for that physician. Studies have shown that physicians who 
spend at least 20% of their work time on meaningful tasks to be less prone to burn-
out [9, 10]. Mentorship also enhances mentee wellbeing by providing a relation-
ship and resource for guidance and encouragement. In a study of otolaryngology 
residents, institution of a formal mentorship program decreased levels of resident 
stress and improved scores on a burnout inventory, suggesting that mentorship pro-
grams serve to augment mentee wellbeing [11]. While there is little data on the 
efficacy of programs that teach mentorship skills to mentors themselves, mentor-
ship programs represent a potential opportunity to enhance both mentor and men-
tee wellbeing.

8.4  �Management, Delegation, Leadership, Communication, 
and Teamwork Skills

The ability to lead, communicate, and work with a team is essential in the health 
professions. Surgeons with poor communication and group skills are unlikely to 
function well on a team, and therefore are more likely to be unsuccessful and feel 
isolated in their work environment. Studies show that physicians crave the ability to 
lead, and both perceived and actual autonomy is an important contributor to wellbe-
ing [9, 12]. Conversely, the quality and style of leadership of those who oversee 
physicians is important in preventing physician burnout. In a survey of over 3896 
physicians, Shanafelt et al. found that decreased physician burnout was associated 
with high-quality leadership from their supervisors [13].

Several groups have reported improved leadership scores and self-assessed lead-
ership ability with the institution of formal leadership programs [14]. Few studies, 
however, have linked leadership programs to improved patient outcomes or patient 
satisfaction [15, 16]. Nonetheless, these leadership programs ranged from formal 
classes and seminars to more intensive local or national physician leadership 
courses. Although further studies are needed to link leadership skills to decreased 
physician burnout, the dissemination of leadership skills is a worthy endeavor and 
may enhance both physician leadership and wellbeing.

8  Skills and Abilities
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8.5  �Optimizing Workflow, Organizational Skills, Mastering 
New Technologies

Disorganized workflow and clerical burden contribute to worsening physician 
wellbeing. Recent studies indicate that physicians spend an astonishing amount of 
time on paperwork and the electronic medical record (EMR). One study of physi-
cians across four specialties found that physicians spent on average 49.2% of their 
time on the EMR or desk work and only 27% of their time in direct contact with 
patients [17]. In a cohort of family medicine physicians, Arndt et al. observed that 
physicians spent on average 6 h of their 11 h day just on the EMR, with an average 
of 1.4 h of time spent after hours [18]. Inefficiency and paperwork mean more 
time spent away from what physicians perceive to be meaningful work, and stud-
ies have shown that these factors are associated with burnout [19, 20]. Inefficiency 
is often driven by inefficient institutional resources, such as poor integration of 
care and support staff, but it is also intimately tied to personal skills such as expe-
rience, prioritization, organizational skills, and the ability to say “no” [20, 21].

Additionally, the daunting task of mastering new technology such as the EMR 
can contribute to fatigue, burnout, and poor wellbeing, especially in a work environ-
ment that is increasingly digitized. Shanafelt et al. found that out of 5389 physicians 
who used EMRs, 57% met the criteria for burnout, while only 45% of physicians 
without EMRs were burned out. Physicians who used EMRs were also less likely to 
be satisfied with the amount of time spent on clerical work [22].

Physicians with organizational skills and the ability to quickly adapt will inher-
ently spend less time navigating their institution’s regulations and office duties. 
These physicians can therefore spend more time on meaningful work or optimizing 
work-life balance, both of which lead to improved physician wellbeing. By examin-
ing factors that contribute to redundant processes and inefficiency on a local level, 
institutions and their leaders can maximize physician efficiency and institute mean-
ingful change [20]. These changes could ultimately decrease physician burnout, 
increase wellbeing and positively impact patient care. Physician wellbeing therefore 
can be also targeted through the acquisition, provision and maintenance of organi-
zational skills at the individual and institutional-level.

8.6  �Resilience and Grit

Resilience and grit equip individuals with the ability to combat adversity and 
achieve success. Although often used synonymously, resilience and grit are separate 
concepts. Herrman et al. define resilience as “positive adaptation… despite adver-
sity,” taking care to point out that resilience is both a “personal trait” and a “dynamic 
process” [23]. Resilience allows individuals to recover quickly and grow in response 
to stress. On the other hand, grit is an adjective used to describe individuals who are 
hard working and perseverant. Angela Duckworth explored this concept in her book 
Grit, defining grit as “the sustained application of effort towards a long term goal” 
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[24]. In the battle between effort and talent, Duckworth states that sheer effort is 
twice as important as natural talent in those who ultimately achieve success. 
Individuals who are “gritty” and recognize hard work and perseverance as critical 
skills are more likely to be successful than those who solely focus on talent. Perhaps 
unsurprisingly, several studies have demonstrated that surgical residents with more 
grit have less burnout, greater wellbeing, and are less likely to contemplate leaving 
surgical residency [25–27]. In a survey of 73 general surgery residents, Salles et al. 
found that residents with less grit as assessed with Duckworth’s Short Grit Scale 
were more likely to have contemplated leaving residency [25]. This group also 
demonstrated that across 141 residents in surgical subspecialties, residents with 
more grit had lower rates of burnout [26].

Can grit and resilience be taught? The answer is likely “yes,” but more research 
is needed. Several studies demonstrate the benefit of resilience training in improv-
ing physician communication, job satisfaction, and wellbeing, although there is no 
concrete curriculum or consensus on best training approach [19, 28]. Additionally, 
Duckworth argues that grit is a learnable trait and can be strengthened by focusing 
on four tenants: developing a fascination, seeking daily improvement, remembering 
greater purpose, and harboring a growth mindset. The point is made that physicians 
who integrate these principles into their careers will be well-equipped to battle 
adversity. And by teaching grit and resilience, we can positively impact physician 
wellbeing.

8.7  �Coping Skills, Empathy, and Emotional Intelligence

Emotional intelligence (EI) is the awareness and ability to control one’s own emo-
tions and interact empathetically with others. Daniel Goleman further popularized 
the term in his 1995 book, describing five essential elements of emotional intelli-
gence: emotional self-awareness, self-regulation, motivation, empathy, and social 
skills (Table 8.2) [29]. Arora et al. described EI as a “psychological construct” that 
encompasses many different social skills. The authors also keenly point out that EI 
could be considered either a personality trait or an ability, and this definition directly 

Table 8.2  Key domains of emotional intelligence

Element of EI Definition This element allows one to:

Self-
awareness

Aware of own thoughts and behaviors 
and their impact on others

Recognize and admit to strengths, 
weaknesses
Ask for help when needed

Self-
regulation

Ability to control behavior and impulses Redirect disruptive behavior
Remain calm in stressful situations

Motivation Passion to work for a greater purpose Stay focused and driven
Overcome failure

Empathy Understanding others emotions Remain sensitive to others
Have good bedside manner

Social skills Ability to form and manage 
relationships with others, build rapport

Form strong connections with others
Build teams
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impacts attempts to measure and even teach EI [30]. Emotional intelligence has been 
well studied in many industries, but is relatively new to the medical field [31, 32]. EI 
is becoming increasingly recognized as a vital tool to help physicians cope with a 
high-stress work environment, and may be even more important for surgeons, who 
are often subject to unique pressures and expectations. EI has been correlated with 
wellbeing, higher job satisfaction, and lower rates of burnout in physicians [33–37]. 
In a 2011 study of internists and 2872 outpatients, physician burnout was correlated 
with lower patient satisfaction [34]. In general surgery residents, Hollis et al. found 
that higher levels of emotional intelligence were associated with higher job satisfac-
tion [35]. This group also found that surgery residents with lower EI, particularly in 
the facet of self-control, were more likely to experience burnout, especially as related 
to personal accomplishment [37]. In addition to these associations, other studies 
have linked EI with improved patient trust, communication, and teamwork skills [30].

How can we teach emotional intelligence? Johnson et al. suggest that EI can be 
taught in an interdisciplinary setting embedded in existing work structures rather 
than a structured classroom environment. In this way, skills learned can be easily 
translated and applied [38]. Goleman described a business executive who improved 
emotional intelligence over several months through intensive self-reflection, video-
tapes of work interaction, and on-the-job coaching [39]. While the time and 
resources available to this business executive may not be available to most practic-
ing physicians and residents, EI-specific principles could be adopted into existing 
surgical coaching and mentorship programs. Emotional intelligence can be taught 
and the skills it offers are invaluable ways to positively impact physician wellbeing 
and daily interactions in the surgical workplace.

8.8  �Conclusion

Many individual skills and abilities are directly tied to physician wellbeing and 
burnout. Organizational efficiency, resilience, and emotional intelligence are three 
key examples that shape the way that physicians perceive and interact with their 
patients, colleagues, and the healthcare system. By identifying, teaching, and imple-
menting these crucial skills, we can equip physicians to remain healthy, engaged, 
and grounded with the ultimate goal of improving physician wellbeing.
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Chapter 9
Sociocultural Factors of Wellbeing

Jamie Knell and Erika L. Rangel

Multiple external factors contribute to clinician wellness, including societal expec-
tations of the physician’s role, the political and economic climate, and racial and 
gender discrimination manifesting as overt and unconscious bias. Stressors have 
been placed on clinicians through cultural changes in patient expectations, increased 
focus on safety and transparency, and the influence of media portrayal of clinicians. 
As we face workforce shortages, the effort to recruit and retain the most talented to 
the profession requires us to address the forces that negatively influence wellness, 
and to combat stigma that creates barriers to physicians seeking help.

9.1  �Economic and Political Climate

Although a key tenant of the medical profession is a moral obligation to society, 
physicians have not traditionally engaged in political advocacy, with lower voting 
rates than the general population or other highly educated groups, such as lawyers 
[1, 2]. Over the past two decades, that paradigm has changed, with greater physician 
activism [3] and a shift in political orientation from predominantly Republican to 
predominantly Democrat [4]. Physician campaign contributions have increased by 
nearly tenfold. Clinicians are debating highly politicized topics such as women’s 
wellness, abortion, vaccination, and gun violence, as seen in the #ThisIsMyLane 
movement.
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With the passage of the Patient Protection and Affordable Care Act (ACA) in 
2010, a series of significant changes to the practice of medicine have taken place. 
Increased coverage was offered largely through expansion of Medicaid eligibility 
and major changes to individual insurance markets. Both were funded through new 
taxes and cuts to Medicare provider rates and Medicare Advantage. With the ACA, 
a host of delivery system reforms were also enacted which were intended to improve 
quality and to curtail annual healthcare costs approaching $3.5 trillion [5]. Certain 
proposed political changes, such as Medicare physician fee reductions, led to con-
cern for reduction in physician compensation. Indeed, national surveys demon-
strated decreases in physician salary by 7.1% from 1995 to 2003, despite growth in 
earnings of other healthcare workers [6]. With average medical school debt nearing 
$200,000 [7] and lengthy training reducing overall career earnings, such salary cuts 
are concerning for many trainees and physicians. Other reforms include the devel-
opment of the Center for Medicare and Medicaid Innovation within the Centers for 
Medicare and Medicaid (CMS), quality initiatives that reduce payment for hospital-
acquired conditions and readmissions, bundled payment initiatives, and the creation 
of accountable care organizations (ACOs). Under an ACO, physician groups or hos-
pitals are permitted to care for Medicare patients using a fee-for-service model, but 
must minimize cost while achieving quality benchmarks. Financial bonuses and 
penalties are tied to attainment of these metrics, which require complex tracking, 
accurate coding, and constant process improvement. Since being signed into law, 
the ACA has faced political opposition, legal challenges, and calls for repeal. While 
the long-term impact of the ACA for patients and providers remains unknown, the 
fluctuating political climate has left the future of healthcare coverage in question. 
Potential further centralization of medicine leads to questions regarding patient vol-
ume, rising regulatory burdens, and reimbursements. A recent physician survey 
found that the overall economic climate was one of the top three factors contributing 
to burnout [8].

Despite increasing complexity in insurance coverage and reimbursement plans, 
an understanding of the costs of healthcare delivery is expected from physicians, 
despite their lack of formal training. In the inpatient setting, physicians are often 
unaware of the expenses related to tests, medications, and devices they utilize. 
Although over 80% of patients wish to discuss out-of-pocket expenses for health-
care services, studies suggest most physicians are unable to answer these questions, 
undermining the physician-patient relationship [9]. As the gatekeepers of the health-
care system, physicians hold an important role in cost containment. In the future of 
ACOs, the stakes may continue to rise as reimbursement becomes tied to cost-
efficient care [10].

Finally, care of uninsured patients causes financial challenges for many US hos-
pitals and added stress to the physicians providing care. Although trauma is the 
second most costly medical condition in the United, States, one of every five trauma 
patients are uninsured [11]. The high proportion of uncompensated care provided to 
these patients leads to negative financial margins, potential financial insolvency, and 
closure of tertiary safety net hospitals [11]. Care of the uninsured and underinsured 
poses clinical challenges for physicians who must find “work-arounds” for patients 
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who cannot afford diagnostic tests, specialty care, or basic treatments such as anti-
biotics. These may include referring patients to already overburdened safety net 
providers, forgoing indicated tests or therapies because of cost, or reducing out-of-
pocket expenses with fee waivers or other adjustments in billing. Such concessions 
impact quality of care, jeopardize continuity, and add the liability risk of commit-
ting billing violations or offering nonstandard care. These challenges remain a prob-
lem despite the ACA, as coverage has not been extended to as many people as 
originally hoped [12], and many remain underinsured or face high copayments. The 
strain of being forced to compromise high standards of care for patients leads many 
physicians to avoid understaffed and underfunded institutions in favor of private 
nongovernmental organizations. This “brain drain” is similar to the phenomenon of 
talented physicians who leave underdeveloped countries to work in Western nations 
[11, 13]. Managing care for uninsured or underinsured patients was listed as one of 
the top four external stress factors for physicians [8].

9.2  �Alignment of Societal Expectations and Clinician’s Role

The last century has seen an exponential increase in medical knowledge, with the 
discovery of penicillin by Sir Alexander Fleming, the first successful organ trans-
plant by Dr. Joseph E. Murray, and the development of most vaccines for common 
illnesses. The pace of acquisition of new medical knowledge is skyrocketing, with 
doubling time estimated to have dropped from 50 years in 1950 to 3.5 years in 2010. 
By 2020, the doubling time of such new knowledge is expected to be just 73 days 
[14]. It is no surprise that patients have developed high expectations of modern 
medicine. This may make it difficult for surgeons to set realistic treatment goals, as 
many diseases remain outside the realm of cure and treatments may involve sub-
stantial risks.

Studies suggest that many patients lack a deeper understanding of medical condi-
tions, tests, and surgeries, often overestimating the benefit of interventions. They 
may harbor unrealistic expectations of treatment options and underestimate their 
inherent risks [15, 16]. For example, over 90% of patients surveyed in the UK over-
estimated the benefit of screening for breast and colon cancers [17]. Those with 
complex disease may not understand the morbidity of their conditions, such as 
patients with incurable lung cancer that often do not comprehend the palliative 
nature of chemoradiation and anticipate cure instead [18]. While some of these 
expectations may result from poor communication between physicians and patients, 
others may represent pre-existing beliefs about the power of medicine. Pressure to 
avoid direct conversations about outcomes may stem from a desire to satisfy the 
patient, as studies suggest patients perceive their physicians as better communica-
tors when they convey a more optimistic prognosis [19]. Formal curricula to teach 
residents compassionate communication skills must be integrated into surgical 
training to reduce apprehension in the delivery of bad news and to help surgeons to 
establish realistic goals of care with their patients.

9  Sociocultural Factors of Wellbeing
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9.3  �Media Portrayal

Throughout the decades, physicians have been portrayed in different ways on televi-
sion. In the mid-1900s doctors were typically represented in a consistently positive 
and heroic fashion, such as in Dr. Kildare or Ben Casey [20, 21]. Studies in the 
1960s and 1990s showed that watching television shows with positive depictions of 
physicians was generally associated with positive perceptions of doctors [22, 23]. 
By the late 1990s and the early 2000s, however, portrayals of physicians on TV 
began to change. Doctors were shown as less competent, having less ethical charac-
ter, and less physically attractive [24]. For example, House (2004), starred a rude, 
insensitive doctor with a drug addiction but the ability to solve seemingly unsolv-
able clinical puzzles. Grey’s Anatomy, which premiered in 2005 and boasted almost 
20 million viewers each week at its peak, focused on the relationships of the physi-
cians it portrayed, often showing unprofessional behavior [25]. Studies that exam-
ined the content on medical television shows over time found a decrease in behavior 
that indicated rapport between physicians and patients, such as sitting while deliver-
ing medical news, while raising voices and inappropriate touching became more 
common [26]. The authors suggest that such portrayals of physicians in medical 
dramas may negatively influence patients’ perceptions of physicians and reduce the 
efficacy of physician visits due to diminished trust.

The content of medical television dramas can also be questionable, leading to 
unrealistic patient expectations. For example, several studies have demonstrated 
that the rate of success of cardiopulmonary resuscitation (CPR) on television is 
significantly higher than the survival rate in real life [27, 28]. This may contribute 
to public overestimation of the success of resuscitative efforts [29, 30] with one 
study demonstrating no change in the decision to undergo CPR, even after educa-
tion about the limited rates of survival to hospital discharge [31].

Media coverage of health information includes daytime medical talk shows and 
medical programs in news outlets. These programs have a significant impact on 
public health, with a survey performed by the National Health Council reporting 
that 75% of viewers pay a moderate to significant amount of attention to medical 
news, and that 58% of viewers changed their health habits as a result of media 
reports [32]. Popular syndicated daytime medical talk shows such as “The Dr. Oz 
Show” and “The Doctors” draw two to three million viewers per day [33]. The surge 
in healthcare information provided by the media led the American Medical 
Association to publish guidelines for “Ethical Physician Conduct in the Media” 
[34]. Despite an emphasis to uphold the tenets of the profession by presenting accu-
rate information supported by science, a study in the British Medical Journal found 
that approximately half the recommendations made on daytime medical talk shows 
had either no evidence or were contradicted by the best available evidence. Potential 
risks were discussed for less than 10% of medical recommendations, and disclosure 
of potential conflicts of interest occurred less than 1% of the time [35]. Concerns 
about Dr. Oz’s unfounded claims regarding dietary supplements ultimately led to a 
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Senate subcommittee hearing. His faculty position at Columbia University was 
subsequently called into question by physician colleagues due to his reported lack 
of integrity due to his promotional work [36].

9.4  �Patient Behaviors and Expectations

The doctor-patient relationship is considered by many to be the bedrock of medical 
care but it has undergone significant changes in recent decades. For centuries this 
relationship was primarily paternalistic, with the physician making medical deci-
sions on behalf of their patients [37, 38]. Physicians commonly made house calls or 
held “office hours” in their homes. Many had social relationships with their patients, 
living in the same neighborhoods and treating multiple members of the same family 
[39]. Today’s physicians face increasing demands on their time, rising administra-
tive costs, and pressures to provide increasingly cost-efficient care in the climate of 
ACOs. Physicians spend nearly twice the amount of time performing administrative 
tasks as they do seeing patients [40] and as much as half their workday documenting 
in the electronic health record. The pressure to transition to “Big Med”, or system-
atic provision of services by larger integrated entities that control the majority of 
patient care, has resulted in physicians leaving smaller private practice models in 
favor of hospital employment or affiliation. Today, there are just half the number of 
physicians remaining in solo or small group private practice compared to 2000 [41]. 
The doctor-patient relationship is viewed by many as shifting towards medical con-
sumerism, with shorter patient visits taking on the characteristics of a business 
transaction [38] and eroding both patient and physician satisfaction [42]. Efforts to 
systematically manage healthcare providers conflicts with the tenets of autonomy 
and hierarchy that physicians traditionally valued.

Technology has played a significant role in access to medical knowledge, access 
to care, and expectations for instant medical advice. Patients as consumers now seek 
information through nontraditional channels including self-management software, 
social media, and other informal networks. Although the quality and accuracy of 
such information is variable, surveys suggest that 60–80% of internet users obtain 
health information online, with over 160 million Google searches per day on health-
care related issues [43]. Patients expect convenient and instant access to their test 
results, to their medical notes [44], and to medical advice by messaging their physi-
cian online. Many practitioners express concern that this will increase the hours 
providers are expected to be available for care [45] and may lead to clinicians acting 
as curators of health information. Additionally, these communications are not typi-
cally covered by insurance reimbursement [45].

Surveys show an erosion in the overall level of trust between patients and the 
medical system in recent years [46, 47], with the proportion of Americans express-
ing confidence in the medical profession dropping from 73% in 1966 to only 34% 
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in 2012 [48]. The US ranks nearly last (24 of 29) among industrial countries in this 
regard. However, this may reflect poor confidence in medical leaders rather than 
distrust of individual physicians, with over half reporting they were still were 
satisfied with their own personal care. The reasons for deterioration in trust in the 
healthcare system are multifactorial and may relate to lack of a universal health care 
system, the complex US political process, and extensive media coverage which 
tends to make physician advocacy appear more adversarial than it appears in other 
countries. The controversial nature of medicine has been highlighted by highly 
politicized debates regarding universal healthcare coverage in the wake of the ACA 
and hotly debated bills to cut Medicaid and Medicare spending. In the US, the medi-
cal profession does not share management of the healthcare system with the govern-
ment, and must therefore leverage influence of private medical organizations, which 
are divided among multiple specialty organizations that may not share similar view-
points. The fragmented input from medical professionals reduces American public 
trust and the ability of physicians to influence policy decisions affecting patient care 
[48]. Physician organizations such as the AMA have been labeled self-serving and 
accused of placing profits before patients.

Media coverage may also contribute to public backlash against managed care by 
influencing public anxiety over key aspects of healthcare. For example, analysis of 
print and broadcast media in the US have found that the tone of coverage of health-
care has become more critical over time. Television programs focus on negative 
stories more than half the time and often emphasize controversies in patient care 
issues, using dramatic anecdotes and a “villains and victims” format to tell their 
stories instead of peer-reviewed research studies [49].

Erosion of public trust may have negative consequences for patient outcomes 
and healthcare costs. Numerous studies have shown that a positive relationship 
between physician and patient is associated with adherence to recommended treat-
ments, greater utilization of preventative services [50–52], better outcomes in 
chronic disease, and higher levels of patient satisfaction [53]. The bond between 
physician and patient has historically been a special one and draws many into the 
medical profession. Loss of this trust can result in decreased fulfillment and a feel-
ing of alienation among providers.

9.5  �Culture of Safety and Transparency

In a field of constantly changing knowledge, sometimes ambiguous science, and 
physicians vulnerable to human error, medical errors are a reality in the care of 
patients. In 2000, a report from the Institute of Medicine (IOM), To Err is Human, 
Building a Safer Health System, described up to 98,000 hospital deaths per year 
from medical error [54]. Although this generated attention-grabbing headlines, the 
intended message was that improvements in patient safety require systemwide 
changes including prevention, recognition, and mitigation of harm from error. The 
IOM committee understood that placing blame on individuals for specific errors 
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would create a culture of reticence in admission of adverse events or discussing 
“near misses”. The National Center for Patient Safety within the Agency for 
Healthcare Research and Quality (AHRQ) was created based on this committee’s 
recommendations to establish safety goals, track progress in meeting these goals, 
invest in research to learn more about preventing errors, and to share effective prac-
tices. The IOM committee also recommended mandatory national public reporting 
systems for medical errors, growth of voluntary and confidential reporting systems, 
provision of incentives for safe practices through insurers and regulators, and build-
ing a culture of safety within healthcare leadership.

Since the IOM report, many studies have demonstrated that effective communi-
cation with patients and families immediately after patient harm reduces medical 
liability, leads to organizational learning, and fosters improvements in patient safety 
mechanisms. In 2017, over 200 US healthcare institutions adopted open, non-
defensive approaches to handling medical errors called communication and resolu-
tion programs (CRPs) [55]. These CRPs advocate for early reporting and analysis of 
the event, full explanations for families and patients, emotional support for health-
care professionals involved in the event, and apologies and compensation to patients 
when the hospital is at fault. With increased transparency and safety reporting, inci-
dent reports have increased and claims have decreased, with accompanying reduc-
tions in legal costs and settlement amounts [56]. In May 2016, the AHRQ introduced 
the CANDOR toolkit, a free resource to help hospitals adopt this approach [57].

Although this movement has built accountability and improvements in patient 
safety, less focus has been given to alleviating the emotional toll on physicians after 
making a medical error. Such mistakes can be devastating for physicians, who may 
struggle with their own fallibility, worry about loss of patient trust and litigation, 
and experience guilt, anxiety, embarrassment, depression, fear, decreased job satis-
faction, and even thoughts of suicide [58, 59]. These reactions may be heightened 
for physicians who have difficulty disclosing the error to the patient and their family 
[59]. Surgeons, in particular, are challenged by these disclosures because it belies 
the culture of decisiveness and certainty they are expected to uphold. Surgeons have 
described the stress of feeling the need to portray qualities of strength despite pow-
erful negative feelings after an adverse event [60]. Studies of residents involved in 
medical errors show similar concerns, with increased rates of burnout, depression, 
lower quality of life, decreased empathy, and perceptions of further errors in the 
subsequent months [61] Despite efforts by institutions to support physicians after 
patient harm occurs, a recent study suggests more progress is needed, with only 
10% of physicians reporting adequate help for error-related stress [59].

As a result of public pressure to achieve greater patient safety, the Accreditation 
Council on Graduate Medical Education (ACGME) implemented duty-hour regula-
tions for U.S. medical trainees in 2003. Despite these limitations on work hours and 
regulatory pressure to increase resident supervision, data demonstrating improve-
ments in patient safety-related outcomes are equivocal [62]. However, many experts 
believe the combination of the 80-h work week, decreased autonomy, and increas-
ing operative complexity have led to decreased confidence of graduating surgical 
residents over the past 10 years [63]. This topic has been discussed at length in 
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editorials, at national meetings, and even in the lay press. The ongoing narrative 
may be a self-fulfilling prophecy as it further undermines the confidence of trainees 
[64]. When attending senior surgeons reminisce about the past and lament that 
today’s training is inferior to the “good old days”, residents may learn the technical 
aspects of the operation while believing they lack the judgement and skill of historic 
controls. Fostering self-doubt within surgical training is of great negative conse-
quence, as the development of confidence is as critical as the acquisition of cogni-
tive and technical competence. A surgeon lacking confidence despite having 
adequate skills results in uncertainty during crucial decision-making points in 
patient care. The future of surgical training requires educational experiences to 
focus on providing sufficient autonomy and operative experience while fostering 
professional role confidence. Senior surgeons must be aware that the way they relate 
to trainees has a strong impact on the surgeons they become. Collaborative efforts 
to enhance efficient and effective faculty teaching through objective assessment of 
teaching performance may produce sustainable improvements in the learning envi-
ronment. Surveys of residents have linked autonomy and confidence with increased 
satisfaction with training [65] and greater work-related wellbeing [66].

9.6  �Discrimination and Overt and Unconscious Bias

Over the past decades, innovative legislation and a focus on civil rights led to the 
development of programs to ensure opportunities for racial minorities and women 
in the workforce. Despite significant improvements in gender and racial inequali-
ties, women and underrepresented minorities (URMs) in surgery still face dispari-
ties in recruitment, training, salary, academic advancement, and conduct from 
patients and other healthcare professionals, which can significantly contribute to 
burnout.

In the 1940s–1950s, only 5% of medical students were women. By 2017, female 
medical students outnumbered males. However, women remain underrepresented in 
surgery, making up just 18% of faculty and 40% of residents in the United States 
[67, 68]. In residency, nearly 90% of female trainees experience gender discrimina-
tion in interactions with faculty, other members of the healthcare team, and patients 
[69]. Studies show women residents may be given less autonomy in the operating 
room compared to their male colleagues at the same level of training [70]. Outside 
of the work environment, they are invited less frequently to socialize with their 
attendings, thereby limiting opportunities for professional development and reduc-
ing faculty approachability during times of stress [71]. Other common sources of 
gender discrimination include female nursing and clerical staff. The female surgeon 
may struggle to balance attainment of agency and leadership with the need to exhibit 
the communal or nurturing qualities that are considered positive in women. This is 
made more difficult in a healthcare environment dominated by female nurses and 
support staff, as women find other women in leadership positions to be less qualified 
and less desirable than a man with identical characteristics [72]. Such same-sex bias 
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is prevalent in other male-dominated professions, where the assertive and agentic 
qualities that are seen as favorable in men are considered undesirable in women. 
This phenomenon perpetuates the cycle of prejudice by undermining a surgeon’s 
sense of self-efficacy, her colleagues’ and patients’ respect, and her job 
satisfaction.

Surgical training is long, with completion at age 34 for those taking a traditional 
academic pathway with a one-year fellowship. These are common years for mar-
riage and childbirth, though studies show female surgical residents face a different 
set of challenges in these life events. Most female surgeons delay childbearing until 
they have completed residency [73], although the majority report they would rather 
have had children earlier [74]. The delay in starting a family may be related to the 
difficulties of pregnancy during surgical training. A recent national survey of women 
surgeons who had at least one child during residency found 80% worked an unmod-
ified schedule until birth [75], though the majority expressed concern about adverse 
health risks to themselves or their unborn child. Indeed, the rate of pregnancy com-
plications, including preeclampsia and preterm labor, occur at higher frequency 
among residents who work long hours compared with matched controls [76, 77]. 
Although most women preferred a longer maternity leave, 78% received 6 weeks or 
less. Lactation support was problematic, with more than half describing inadequate 
lactation facilities, 85% reporting they were uncomfortable asking to scrub out of 
long cases to pump, and over half stopped nursing before they wanted to due to 
challenges balancing work duties with time to express milk. The perception of 
stigma was prevalent and fear of “appearing weak” and loss of reputation may pre-
clude pregnant surgical residents from asking for accommodations [78]. This stigma 
may be perpetuated by unconscious bias within surgical education leadership, with 
almost half of surgical program directors reporting that the research years are the 
best time for a woman to have a baby, and nearly two-thirds reporting that having a 
child adversely affects a female trainee’s work. These challenges and biases nega-
tively influence career satisfaction for many, with 39% strongly considering leaving 
surgical residency and nearly 30% reporting they would discourage a female medi-
cal student from pursuing a surgical career due to the challenges of balancing the 
profession with motherhood [75, 79]. As the surgical workforce faces changing 
demographics and generational shifts in lifestyle priorities, surgical leaders must 
consider the needs of childbearing residents to recruit and retain the best candidates.

Following residency, women in surgery begin their careers with fewer academic 
resources, tend to be promoted less quickly, and earn significantly lower salaries 
than their male counterparts [80]. At the time of this publication, there were 22 
female chairs of surgical departments, representing 12% of chairs nationally. 
Although this is an improvement from only two women leading surgical depart-
ments in 2001 [81], the “glass ceiling” that limits women from the highest, most 
prestigious positions in academic surgery is still a reality. This concept has been 
supplemented with the term “sticky floor”, which refers to a phenomenon in aca-
demic medicine where fewer women are promoted or given institutional resources 
such as laboratory space at the start of their career. Although some have argued this 
disparity is related to the tendency for female surgeons to prioritize their family over 
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their career or to work fewer hours, this theory has been refuted by studies demon-
strating fewer promotions for women compared to men, even after adjusting for 
grant support, hours worked, publications, and tenure tracks. In academia, women 
may be more likely to assume roles referred to as “institutional housekeeping”, 
including underpaid and unpaid tasks [82], clinician roles, and educator duties that 
do not lead to top leadership positions [80].

The pipeline theory, which endorses the idea that the number of women in lead-
ership roles will increase with the influx of female medical students, is not sup-
ported by the data. Association of American Medical Colleges (AAMC) statistics 
suggest that women are not ascending to the ranks of full professors of surgery. In 
fact, there has been no change in the representation of women in academic surgery 
at higher faculty ranks over the past 15 years despite an increase in the absolute 
number of women entering academic surgery [83]. The paucity of women in leader-
ship roles reduces the number of female mentors for residents and new faculty, 
further continuing the cycle. Such personal and professional mentorship is critical 
to prevent attrition in residents [84], to guide young female faculty away from tak-
ing on tasks that do not support leadership roles, and to increase their visibility at 
the regional and national level.

Women physicians on average earn 64 cents on the dollar compared to their male 
colleagues, with pay disparities as high as $83,000 among general surgeons after 
adjusting for volume, experience, geography, benefits, and practice type [85]. This 
gap may be even larger in academia, where women physicians were found to make 
39% less than men despite controlling for age, rank, years since completing resi-
dency, specialty, clinical trial participation and publication count [86]. Women with-
out children demonstrate similar pay gaps, suggesting that lower salaries for women 
physicians cannot be explained by intangible differences such as the need for sched-
uling flexibility for childcare [87]. Unsurprisingly, women in surgery are more 
likely to feel discriminated against than men [88] and to feel their gender limits their 
chance for promotion [83]. Limited access to professional advancement and support 
is associated with greater job strain, burnout, and lower work satisfaction [83, 89].

Women surgeons face unique challenges with respect to family responsibilities. 
Multiple large studies have shown that female surgeons spend more time childrear-
ing [90], are more likely to experience a conflict between work and home duties, are 
more likely to believe that childrearing had slowed their career advancement, and 
are less likely to have a spouse who is a homemaker compared to their male coun-
terparts. Those who experienced such work-home conflicts were less likely to feel 
they had enough time for their personal and family life and had significantly higher 
rates of burnout. Nearly 40% of women surgeons are partnered with another physi-
cian, half of whom are surgeons [73, 91]. Surgeons in these dual-physician partner-
ships are at higher risk of depressive symptoms and low mental quality of life [92], 
perhaps indicative of the complexity of work-life balance in these relationships.

Over the last decade, there is rising concern that faculty in our medical institu-
tions lack adequate representation by URMs. African Americans represent 12.6% of 
the US population but only 7.8% of medical school graduates [93], 5% of surgical 
residents, and less than 3% of academic surgeons in the US [93, 94]. Minority phy-
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sicians have historically cared for underserved populations more readily than their 
majority counterparts, may put URM patients at greater ease with their care, may 
increase participation by URM patients in clinical research studies, and provide 
valuable mentorship for future URM surgeons. Such benefits in patient care are seen 
in African American patients, who have improved outcomes when cared for by 
African American physicians [95]. Despite compelling evidence that minorities in 
the medical profession may improve racial inequities in health care, URMs are less 
likely to pursue academic careers in medicine [96]. The causes are likely multifacto-
rial and include the low number of minority medical school graduates, the shortage 
of role models and mentors, poor preparation of URM residents for academic 
careers, and other factors such as institutional racism and educational debt. Similar 
to women surgeons, minority faculty are less likely to receive promotions, even 
after controlling for gender, degree, NIH funding, and tenure status. [97]. URMs are 
less likely to feel happy at work, less likely to feel comfortable asking attendings for 
help, and less likely to report being able to rely on their peers [93]. Although minor-
ity residents have reported overt discrimination such as racial or ethnic slurs [98], 
stories of implicit bias permeate even the lay press. In 2018, Dr. Fatima Stanford 
shared her experience with racial discrimination on a Delta Airlines flight when she 
attempted to aid a passenger in distress and was reportedly questioned repeatedly 
about her credentials by flight attendants [99]. Navigating such racial bias, particu-
larly when it occurs at one’s own institution, can have a deleterious effect on career 
satisfaction [100].

These disparities among female and minority surgeons are noted by medical 
students. Studies examining the influences on medical student career choice suggest 
women are discouraged from a surgical profession by perceptions of bias against 
women, lack of female role models, and lifestyle considerations [101, 102]. Twenty-
five years ago, 96% of women students in described surgery as “unfavorable” to 
their gender, though no men claimed the same [103]. Despite gradual improvements 
in gender bias in our profession, another study done in the last decade still shows 
female students are less likely to be interested in surgery at the beginning of medical 
school, are more likely to lose interest during school, and are less likely to develop 
a new interest in surgery [102]. Studies also indicate that the lack of racial diversity 
among residents and faculty in a surgical training program may affect ranking by 
URMs [104], who may feel isolated or feel that the institution does not value minor-
ity participation. These negative perceptions contribute to our inability to capture 
the attention of a gifted pool of candidates, an increasing concern as the profession 
faces impending workforce shortages. To recruit and retain the most talented indi-
viduals to surgery, institutional leaders must recognize the importance of addressing 
barriers to academic advancement, provide transparency in salary and promotion, 
endorse leadership development for talented URMs and women, support mentor-
ship for URM and women residents, and provide workplace family support.
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9.7  �Stigmatization of Mental Illness

Although the incidence of depression among physicians is similar to that in the 
general population [105], suicide is a disproportionately high cause of mortality for 
physicians relative to other professionals and the general population [106]. A study 
of members of the American College of Surgeons found that 1 in 16 reported sui-
cidal ideation in the prior year, a number 1.5- to 3-fold greater than the general 
population [107]. Most of these surgeons reported symptoms of depression, though 
only 26% had sought psychiatric or psychologic help.

The culture of medicine has not historically been supportive of physician 
mental health, with punitive action often taken against the physician seeking 
help. This includes overt and subtle discrimination in medical licensing, hospital 
privileges, and professional advancement. Approximately 80% of state medical 
boards question the applicant about mental illness and over 30% of surveyed 
licensure board executive directors report that a diagnosis of mental illness is 
sufficient grounds for sanctioning a physician [108]. As a result, over half of 
physicians with self-reported mental health diagnoses worry about being placed 
on a restricted medical license [109] and 60% of surgeons with suicidal ideation 
report they did not seek care due to concerns that it would affect their licensure 
[107]. Apprehension regarding limitations in clinical practices, mandatory psy-
chiatry evaluations, out-of-pocket expenses for required tests and evaluations, 
and public disclosure of personal health information create barriers to physicians 
seeking treatment [110]. In 2003, the American Foundation for Suicide Prevention 
published a consensus statement in the Journal of the American Medical 
Association to reduce obstacles to treating mental health disorders for physi-
cians, suggesting that disclosures on licensure paperwork be limited to questions 
on impairment of professional abilities rather than mental health diagnoses, and 
that hospitals and malpractice insurers encourage physicians to seek help for sui-
cidality and depression [111].

Only a third of physicians routinely seek health care, supporting the observation 
that the professional culture of the field discourages vulnerability and promotes 
self-reliance, perfectionism, and high-function. Although multiple studies have con-
firmed depression and burnout are major risk factors for suicide in physicians, many 
do not pursue treatment for fear of diminished reputation, loss of respect, and shame 
or embarrassment in seeking help for mental illness [105]. Physicians with mental 
health diagnoses often attempt management of their disease on their own, with 
those experiencing suicidal ideation more likely to prescribe their own antidepres-
sants [109]. Concern for stigma is particularly prevalent within surgical subspecial-
ties [109]. Fortunately, surgical residency programs have begun to develop wellness 
programs designed to reduce sources of stress [112] and recognize warning signs of 
depression and suicide [113]. Longitudinal studies of surgical trainees and practic-
ing surgeons have shed greater understanding on the factors contributing to burnout. 
Building education and awareness are the first steps in prevention and treatment of 
an insidious disease in physicians and surgeons.
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9.8  �Conclusion

The climate of surgery is rapidly changing with numerous sociocultural pressures 
that affect wellness and contribute to burnout. Economic and political changes, 
alterations in societal expectations and reimbursement patterns, influence imposed 
by media, and unconscious bias toward minority groups have created a complex 
environment that challenges the traditional model of surgical practice. This new era 
of healthcare provides an exciting challenge to focus on constructive advocacy. In 
addition, recent evidence of the direct relationship between burnout, patient out-
comes, physician wellness, and attrition have attracted national attention and laid a 
robust framework for improvements in our training environment, hospital practice, 
and mentorship models. To continue recruiting and retaining the most talented stu-
dents to our profession, organizations and individual surgeons must share the 
responsibility of developing these programs for future surgeons.
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Chapter 10
Regulatory, Business, and  
Payer Environment

Janelle F. Rekman and Adnan Alseidi

10.1  �Introduction

Spending on healthcare in North America is out of control, and there has never 
been a more important time for surgeons to understand how legislative and regula-
tory actions affect their patient care and fiscal decisions. However, the complexity 
of systems influencing the ‘business of surgery’, and the speed at which they 
change, can be very intimidating for the average surgical provider. In addition, this 
topic has the potential to make junior surgeons perceive that the healthcare indus-
try is losing its focus on patients, turning them from clinical care providers into 
business professionals [1]. It is imperative, however, that surgeons are involved in 
regulatory changes to prevent development of policies that hinder their ability to 
care for patients and contribute to rampant professional burnout [2]. Burnout, or 
“the consequences of severe or prolonged stress and anxiety experienced by people 
working in the healing profession” [3], is a much greater problem among surgeons 
than among the general population (53% vs. 28%) [4] and continues to increase in 
North America.

The goal of this chapter is to outline, at a high level, the current evidence describ-
ing how the regulatory, business, and payer aspects of a surgeon’s practice contrib-
ute to their overall wellness (see Fig. 10.1). Additionally, ways in which the reader 
can get involved with advocacy action and ongoing conciliatory efforts will be 
highlighted.
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10.2  �Regulatory and Business Factors Affecting Surgeon 
Wellness

10.2.1  �Regulatory Environment

North American surgeons have the daunting task of complying with a growing num-
ber of federal regulations affecting their day-to-day practice, and subsequently their 
overall wellness. The focus of many recent regulations has been to increase patient 
safety and define standards of care, but unfortunately studies show that provider 
workload has increased as a direct result [5]. The American Hospital Association 
(AHA) [6] published a comprehensive review of federal laws and regulations affect-
ing providers and found that health systems and hospitals must comply with 629 
discrete regulatory requirements as of 2017. To give an idea of the work hours nec-
essary for compliance with these regulations, the average-sized hospital dedicates 
59 full-time equivalents (FTEs) to these efforts (over one-quarter of which are 
nurses and doctors). For the average surgeon, the scope of regulatory burden is 
wide, including domains of: quality reporting, value-based payment models, mean-
ingful use of electronic health records, hospital conditions of participation (CoPs), 
fraud and abuse, privacy and security (HIPAA), billing, and coverage verification 
requirements. The greatest proportion of provider resources are dedicated to CoP 
and billing/coverage verification processes, such as insurance pre-authorization. 
These two domains also represent 63% of the total average annual cost of regulatory 

Provider Wellness

Increasing Debt

Regulatory Environment Increased Personal and
Professional Liability

Increased Cost of
Practice

Clerical Burden

LitigationShifting Practice Patterns

Increased Cost of Living

Electronic Systems
(Cost, Learning Curve...)

Lack of Proportional
Increase in

Reimbursement

Fig. 10.1  Factors affecting provider wellness related only to the regulatory, business, and payer 
environment
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compliance [6]. For providers, increased regulation means a larger burden of phone 
calls, increased paperwork, and more negotiating with payers, resulting in fewer 
hours to spend with family, exercise, or spend building relationships with their 
patients and/or colleagues.

Regulations surrounding reimbursement and billing of Medicare are complex, 
have recently changed, and continue to undergo massive overhaul. In 2015 Congress 
repealed the sustainable growth rate (SGR) formula that was used to calculate 
Medicare reimbursement and passed the Medicare Access and CHIP (Children’s 
Health Insurance Program) Reauthorization Act (MACRA). SGR has now been 
replaced with the Quality Payment Program (QPP) that physicians can participate in 
through either the MIPS (Merit-based Incentive Payment System) or Alternative 
Payment Model (APM). MIPS has four components including an adjustment to the 
Physician Quality Reporting System (PQRS) and the Advancing Care Information 
(ACI) act which builds on the Electronic Health Record (EHR) incentive program 
also known as Meaningful Use [7]. If not familiar with these terms and acronyms, it 
is quite easy to understand the confusion and angst that can surround beginning a 
surgical practice or changing locations. In fact, as noted later in this chapter, surgeons 
are beginning to choose employment options over solo practice in part to allow some-
one else (namely a hospital employer) to manage these regulatory burdens.

The American Medical Association (AMA) joined over 100 other medical soci-
eties to warn the Centers for Medicare and Medicaid Services (CMS) that MACRA 
stands to increase regulatory burden and along with it, surgeon burnout [8, 9]. It is 
very frustrating for surgical providers to use valuable time fulfilling new regulatory 
reporting requirements, which can feel duplicative and inefficient in the face of 
already decreasing patient contact time. This can easily result in decreased surgeon 
work satisfaction and increased burnout.

In an effort to change policies impeding surgeons’ ability to provide timely and 
high-quality surgical care, the American College of Surgeons (ACS) has launched 
the Stop Overregulating My OR (SOMO) initiative. The SOMO Initiative has gained 
Congressional traction on working to eliminate unnecessary requirements and regu-
latory obstacles. It especially focuses on issues such as MACRA/MIPS, physician 
reimbursement, electronic health records, and prior authorization. Individual sur-
geons can become involved in these activism efforts by getting involved in Surgeons 
Voice, the grass roots advocacy arm of the ACS.1 The Health Policy Advocacy 
Committee (HPAC) and Surgeons PAC (Political Action Committee) are also open 
to surgeon-member participation. As Ross Goldberg stated during his ten Hot Topics 
in Health Reform lecture at the ACS General Assembly [10], “If you don’t like 
something, the only way to change it is to participate. Things will be done to us 
[surgeons], rather than with us, if we don’t advocate”.

The ACS has seen a number of regulatory wins in 2018, with the help of surgeon 
involvement, as a result of negotiation for regulatory reform with the Department of 
Health and Human Services (HHS) and CMS. Goals of these negotiations were to 

1 See more information on Surgeons Voice here: www.facs.org/advocacy/surgeonsvoice.
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highlight the burdens imposed by incoming legislation and identify mutually bene-
ficial adjustments. A few highlights of changes proposed and accepted include:

	1.	 Surgeons are only required to report six quality metrics rather than the nine pre-
viously required under the Physician Quality Reporting System (PQRS) 
program.

	2.	 Surgeons are excluded from being required to participate in MIPS if they see less 
than 200 Medicare Part B patients or bill less than $90,000 for part B services 
annually

	3.	 There is an increased focus on CMS data collection and review methodologies in 
order to accurately calculate physician reimbursement [11].

The AHA is also involved in the effort. In a series of letters to the President, 
Congress and CMS, the AHA made clear recommendations for immediate release 
of some of the regulatory burden on hospitals and providers, summing up their 
views with, “A reduction in administrative burden will enable providers to focus on 
patients, not paperwork, and reinvest resources in improving care, improving health 
and reducing costs” [6].

10.2.2  �Clerical Burden and Electronic Systems

Increased regulatory burden naturally translates into a large volume of clerical work 
for providers. The Electronic Health Record (EHR) Incentive Program (also known 
as Meaningful Use) from CMS is a frequently-cited example of good intent gone 
bad. This program was designed to increase the ability of EHRs to easily collect 
outcome data, provide simpler access for patients to their own health information, 
and help physicians coordinate care [9]. With the rollout of this program, however, 
the design of EHR systems has prevented physicians from receiving adequate com-
pensation when errors and communication gaps caused penalties [12]. Although 
EHR systems introduce many advantages and can increase patient safety (e.g. 
avoiding patient allergies, improving clarity of orders, etc.), there is potential for 
misuse of these systems, increasing the burden of clerical work. When electronic 
systems do not talk to each other, work is duplicated. In addition, regulations with-
out proper vetting by clinicians can result in data points gathered that only satisfy 
regulatory purposes without clinical relevance (i.e., garbage in, garbage out). 
Physicians can begin to feel like data entry clerks, especially since some specific 
requirements of the policy require physicians to be the ones to attest to the majority 
of the outcome data rather than other medical staff.

To further complicate the issue, ancillary medical staff also feel the burden of 
increased clerical requirements. These increased responsibilities contribute to their 
already-full schedules, decrease work satisfaction, and contribute to an all-time 
high staff turnover rate. A surgeon counts on their staff for so many components of 
running an efficient and effective practice that their wellness can be directly affected 
from staff turnover because more effort will need to be invested into new staff 
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training, ‘mistake proofing’, and carrying increased office work burden during 
adjustment periods.

Few studies have looked at the relationship between clerical burden and physi-
cian burnout, despite a widespread understanding that a shift is occurring. To 
enhance objective data in the area, a survey was distributed via the AMA Physician 
Masterfile in 2014. Results showed that only 20–35% of surgeons (General or 
Subspecialty) were ‘Satisfied’ or ‘Very Satisfied’ with the volume of clerical burden 
directly related to patient care [13]. Sadly, approximately the same number 
(75–80%) thought their Electronic Health Records (EHRs) were hindering, not 
helping these efforts. In addition to federal quality data reporting, providers must 
become familiar with other new software capabilities, including patient portals, 
electronic prescribing, and computerized physician order entry (CPOE) [14, 15]. 
All these systems, designed to improve patient care through decreased systematic 
errors, can instead easily lead to information overload, steep learning curves (espe-
cially for those already in practice), and potentially even early retirement [16, 17].

Other unanticipated effects of the electronic documentation surge besides 
increased workload have been noted. Electronic documentation has led to a relative 
depersonalization of medicine, as providers focus on computer screens rather than 
making eye contact with patients [18]. Overall increase in data entry and screen 
time for providers decreases the meaningful elements of the patient-physician 
interaction, such as non-goal-oriented conversation [19]. In addition, time con-
straints on physicians increase as costs to cover EHR systems are covered via the 
elimination of physician transcription services, which traditionally have acceler-
ated the workflow of surgeons after a long OR or clinic day. Even if these systems 
are replaced by self-entry voice recognition software, the learning curve to master 
these systems is a slow ascent [20]. Physicians in large hospital systems ruled by 
corporate productivity are encouraged to streamline their team’s productivity by 
documenting on an ongoing basis, rather than stacking a pile of paperwork to com-
plete at the end of the day, however this can lead to a surgeon’s work feeling sub-
sequently interrupted and distracted [21].

Furthermore, the staggering cost of EHR systems has been a tremendous burden. 
A recent study showed the annual cost of an electronic medical record for a 
moderate-sized practice in 2015 was $32,500 per physician, a 40% increase since 
2009 [22], not even accounting for the up-front costs of installation or training. 
Small groups or private practice surgeons most acutely feel these costs, with the 
average-sized hospital spending nearly $760,000 annually to meet administrative 
requirements of information technology (IT) systems and investing $411,000 annu-
ally for upgrades and consistent regulatory compliance to those same IT systems [6].

A continued exponential rise in clerical and administrative burden for surgeons 
with already full schedules has the potential to increase the rate of physician burn-
out rapidly. Our societies are aware of this, but are our patients and legislatures? At 
the risk of irony, another task facing surgeons moving forward is coming up with 
effective solutions for future generations. Rao et  al. [23], after conducting an 
institution-wide survey of the effect of clerical and electronic burden on their physi-
cians, suggest three broad strategies for reducing this burden:
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	1.	 Organizations that develop requirements for physicians must work together to 
reduce the overall load and skim the unimportant regulations.

	2.	 The management of the flow of requirements must be improved.
	3.	 Physicians need to be allowed to delegate tasks to appropriately trained non-

physician providers (scribes, human assistance technology such as voice recog-
nition software, etc.).

In the same study, they observed an increasing number of their providers choos-
ing to take a salary penalty rather than complete and submit data for incentive pro-
grams like Meaningful Use and the Physician Quality Reporting System (PQRS), 
signaling a potential tipping point if a change is not made.

10.2.3  �Financial Reimbursement

In a cross-sectional survey looking at the connection between surgeon career dis-
satisfaction and burnout, Jackson et  al. [24] found that the three most prevalent 
variables were dissatisfaction with hospital culture, hospital support, and financial 
reimbursement. The latter comes up in study after study. Conversations about money 
can be challenging for new graduates who have always had a fixed trainee salary. In 
some cases, these conversations have become so complex that junior surgeons are 
tempted to just accept anything they are offered without considering their overall 
worth to an organization. The speed and extent of reimbursement evolution man-
dates individual graduates spend a lot of time learning even the basic elements of 
financial compensation, as these will affect their workload and practice. A brief 
description of this changing environment is included here.

The current system of payment for surgeons is based on Relative Value based 
Units (RVUs). This system was created in 1992 by William Hsaio’s group at Harvard 
to standardize the Medicare reimbursement process through CMS, and it subse-
quently has been adopted by most payers. In pure form, the RVU system accounts 
for all resources used to provide a service and was intended to improve and stabilize 
the system, while at the same time allowing physicians to have ongoing involve-
ment in its improvement.

RVUs are broken down into three components: work (pre-service, intra-service, 
post-service up to 90 days post-operative), practice expense (facility/hospital, non-
facility/office), and professional liability. Theoretically an RVU value is assigned to 
a procedure according to the time, effort, skill, mental stress, and amortized training 
expense required to perform it. There is a geographic modifier to account for loca-
tion of practice influencing costs, and a conversion factor (CF) that converts RVU 
values into a dollar amount. This conversion factor has been a contentious issue. 
The Medicare CF has remained consistently between $36 and $35 per RVU between 
1997 and 2017, during which time the cost of goods increased by 78% [25]. This 
can cause a narrow margin for keeping up with business expenses. It is important to 
understand that RVUs are assigned to procedures based on a typical patient. Patients 
who become outliers based on unexpected bad complications, fall outside the ability 
of the reimbursement process to account for.

J. F. Rekman and A. Alseidi



109

After applying a normalization process, organizations can use RVUs as a com-
parative tool for measuring inter-surgeon productivity [26] and make decisions 
regarding promotion and contract renewal [27]. This has interesting implications for 
surgeons practicing in academic environments in which the conflicting responsibili-
ties of clinical practice, education, and research have differing rates of reimburse-
ment (see Shifting Practice Patterns below).

Overall, contemporary healthcare reimbursement reform aims to simultaneously 
curb costs of the current system while increasing efficiency and quality of care. 
Bundled payments of a single lump sum to all healthcare providers involved in an 
episode of care (out to 90 days) represent one attempt to improve upon the past pure 
fee-for-service system. These bundled payments are based off reported quality out-
comes. The Bundled Payments for Care Improvement initiative from CMS has three 
key goal areas for cost saving: acute care cost reduction, post-acute care utilization 
management, and readmission reduction [28].

Bundled payments are meant to account for the complex interdependent relation-
ship between physicians, patients and hospitals (both hospital, patient, and surgeon 
factors need to come into the cost equation), using objective and fair outcome vari-
ables. For example, despite the increasing emphasis healthcare leaders have placed 
on surgeon wellness, patient satisfaction remains the focus of outcome data points 
for administrators [29]. Interestingly, there is more emphasis placed on improving 
patient satisfaction data, despite limited evidence to link improved patient satisfac-
tion with overall improved patient health outcomes. There is, however, a strong link 
supporting a correlation between physician job satisfaction and improved patient 
care, as well as between physician job satisfaction and increased productivity and 
retention [30–32]. A survey of hospital Chief Financial Officers estimated that when 
a surgeon misses 2 weeks of work, the hospital loses more than $80,000 in revenue 
[33]. If a surgeon retires early or leaves the institution due to burnout, replacing 
them can cost upwards of $two million in lost revenue and recruiting fees [34]. This 
supports the argument that our physician reimbursement systems need to increase 
focus on alternate metrics such as physician satisfaction.

Paying attention to the unintended consequences of reimbursement plans can 
prove enlightening as well. For example, surgeons who receive bonuses based on 
work above an expected baseline may have the unintended consequence of decreas-
ing wellness and attention to personal needs [31]. Call schedules made by institu-
tions have also been shown to correlate with markedly increased risk of burnout 
when surgeons are on call more than two nights per week [35, 36]. It has been 
shown that individuals can take steps to decrease burnout, but changes at the insti-
tutional level (often relating to systems of reimbursement) can be the most effective 
method of decreasing physician burnout [37].

10.2.4  �Litigation

An American Medical Association survey in 2007–2008 showed that 90% of sur-
geons aged 55 years and older had been sued sometime during their career [38]. 
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Despite 90% of claims decided by a trial verdict being decided in favor of the sur-
geon [39], these cases take an average of 5 years to resolve and exact a protracted, 
high emotional toll [40]. Essentially, if you practice long enough as a surgeon, you 
will be sued.

A survey of 7197 fellows and associate fellows in the ACS investigated the 
relationship between litigation and surgeon burnout. When comparing surgeons 
who had experienced a malpractice suit in the previous 24  months (1764) with 
those who had not been sued (5400), higher rates of burnout (31.9% versus 25.2%, 
OR 1.39, p < 0.0001), depression (46.6% versus 36.9%, OR 1.49, p < 0.0001), and 
suicidal ideation (6.4% versus 4.0%, OR 1.64, p < 0.0001) were found amongst 
those recently involved in a lawsuit [41, 42]. In line with this is a study [35, 36] 
demonstrating that the greatest risk factors for suicidality among physicians are 
major medical error in the previous 3 months and being sued (along with recent 
divorce or break up and depression). Malpractice allegations can induce self-doubt, 
anger, and a type of post-traumatic stress disorder termed malpractice stress syn-
drome [43, 44]. Therefore, the surgeon can become a ‘second victim’ as a result of 
emotional trauma.

There is an oppressive relationship between burnout and litigation in surgery. 
Many lawsuits are due to surgeons simply having their name on the chart or systems 
errors. Despite this, research shows that once sued by one patient or family, care of 
a surgeon’s other patients can suffer due to decreased memory, knowledge recall 
and attention to detail [45]. Lawsuits can taint future interactions with patients and 
decrease job satisfaction.

In addition, those physicians already suffering from burnout are associated with 
a decrease in quality and quantity of patient care as well as an increased risk of 
malpractice suits [46, 47]. For example, medical errors increase 5–11% with each 
point a surgeon scores higher on the Depersonalization Scale (validated measure of 
burnout) [48].

Thankfully there is some good news for physicians. A study linking malpractice 
claims in the National Practitioner Data Bank (NPDB) paid on behalf of physicians 
between 1992 and 2004 showed that the rate of malpractice claims declined sub-
stantially during that time [49]. There were wide variations in rates of decline 
between specialties, with general surgery at 35.5%, neurosurgery 43.5%, otolaryn-
gology 50.3%, and plastic surgery 59.9%. The same was true in a study of the 
AMA’s Physician Masterfile population between 1994 and 2013, which found a 
decrease in paid malpractice claims by a third over the last decade [50, 51].

In addition, the majority of malpractice insurers have held their rates steady or 
have reduced them since 2006. Medical liability insurance is often the single most 
expensive cost of doing business for physicians (average medical malpractice pre-
mium in the US ranges from $50,000 to $200,000) [52] and most physicians still 
feel these rates are unacceptably high, however volatility in the rates has decreased. 
In the early 2000s, doctors’ medical malpractice premiums increased by at least 
25% annually.

Flattening of the rates is generally attributed to changes in regulation on mal-
practice claims (referred to as tort reform). Caps on the amount of compensation a 
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claimant can receive, regulations imposing barriers to bringing suits or reaching 
trial, and changes to the ways damages are paid are examples of recent proposals. 
These tort reforms are handled at the State level, and the response of state legisla-
tures has been mixed, with some embracing changes and others blocking them [53].

Interestingly, despite overall revenue decreases for insurance companies, there is 
no sign of premium increases on the horizon due to competitive forces in the medi-
cal professional liability market. Consolidation of the health care industry has 
pushed many surgeons to seek employment by hospitals or larger surgeon groups 
rather than self-insuring. This reduces the demand for primary medical liability 
coverage and decreases individual premiums. Also, malpractice claim frequency is 
at a historic all-time low in 2018 as drug makers, instead of physicians, have become 
the primary targets.

There have been some recent efforts at the legislative level to look critically at 
the current medical malpractice climate and try to come up with less fault-based 
options of reconciliation for patients and physicians alike. The Obama administra-
tion funded grants for experimental projects looking to decrease the litigious nature 
of healthcare. The first pilot program is called communication-and-resolution. 
These programs aim to bring providers and institutions into open dialogue with 
patients to proactively seek resolution, including offering an apology, an explana-
tion of what happened, and possible compensation if the standard of care was not 
met with the intention of promoting candor, defusing emotions, and preventing mis-
understanding if an apology is not offered. Another legislative change being pur-
sued is referred to as ‘apology laws’. These laws protect statements of regret, 
apology, or fault made by healthcare practitioners from being used against them in 
court, encouraging surgeons to communicate candidly with patients. Descriptions 
of other grant-funded projects with great potential to improve surgeon wellness are 
summarized in Mello et al. [50].

It is important not to underestimate the damage done to surgeons by the way our 
society channels remediation for adverse outcomes. Given that most surgeons get 
sued, helping individual practitioners recognize the occurrence of a lawsuit does not 
correlate with their surgical competence is a good starting point [54]. Collegial 
mental health support before, during, and after legal negotiations can support a sur-
geon’s wellbeing in the process.

10.2.5  �Shifting Practice Patterns

A surgeon’s practice setting and specialty also play a role in job satisfaction and 
subsequent rates of burnout. Recent key shifts in the practice patterns of North 
American surgeons will drastically change the conversation regarding their well-
ness and therefore deserve mention.

Private practice surgeon numbers in North America are decreasing. Surgeons are 
finding it more challenging and out of reach to run their own business in the current 
regulatory and risk environment. Recent surveys show a drastic decline between 
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2000 and 2016 from 63% to 35% of surgeons in private practice [55]. Multivariate 
analysis of a 2008 survey of ACS Fellows shows that private practice surgeons are 
more likely to be burned out than those in an academic setting (OR 1.17, 95% CI 
1.02–1.34). Increased nights on call, lack of replacement support during confer-
ences and holidays, and increased administrative duties can contribute [41, 42]. This 
difference between academic and community surgeons, however, most likely varies 
greatly by practice location and size of call group. As insurers increasingly transfer 
risk to providers, private practitioners have begun forming larger teams out of 
necessity. To be a private practice surgeon today is not impossible, but it requires 
both an entrepreneurial spirit and a great degree of business acumen.

For these reasons and more, there has been an explosive growth of hospital-
employed surgeons [56] and medical groups owned by hospitals [57]. The Avalere 
Health and Physicians Advocacy Institute indicates that the percentage of hospital-
employed physicians increased by 63% between 2012 and 2016 [58]. This number 
even excludes the many physicians employed by institutions such as medical 
schools and conglomerates such as Kaiser Permanente [59]. From the hospital per-
spective, surgeons greatly enhance a service line and provide a reliable referral base 
to other services. Therefore, the demand by institutions to actively recruit and 
incentivize surgeons is growing daily [55].

Employment by hospitals can be attractive to young surgeon graduates who have 
accumulated high debt loads and who find a guaranteed salary with benefits pro-
vides a sense of security in uncertain times. As legislative changes to surgeon reim-
bursement push towards the bundling of payments into team-based reimbursement 
(accountable care organizations), a hospital-physician integrated system is better 
positioned to benefit than a private practitioner [60]. Finally, the cost of electronic 
health systems and information technology systems, mandated by federal regulation 
(Meaningful Use), can be cost prohibitive for those in private practice and are con-
tributing to surgeon employment increase.

When selecting a practice environment, surgeons must recognize the heavy over-
lay of law and regulation applying specifically to the financial relationship they are 
entering. The most important of these, the Federal Anti-Kickback Statute (AKS) 
must be followed. Ideally this law is meant to prevent hospitals from paying provid-
ers to induce referrals into their system and joins the “Stark” law, which makes it 
illegal for physicians to refer to any organization in which they have a financial 
interest. Following these regulations can become quite complex for surgeons who 
have a relationship with more than one institution and hiring legal advice when 
signing new contracts is generally warranted.

In addition to selecting which surgeon-hospital relationship to enter, new surgical 
graduates choose varying degrees of academic involvement. Academic surgeons are 
facing continued constraints in the pursuit of research productivity [61]. With a push 
towards procedure-generated income as the focus of hospitals, high income-
generating surgeons can be disproportionately positively affected [62]. Combined 
with a decrease in National Institutes of Health (NIH) and other outside grant funding 
for research, it is not surprising that the majority of grant funding in the US is applied 
for, and received by, non-surgeons. In fact, recent studies have shown an estimated 
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19% decrease in NIH funding was allotted to surgical research between 2003 and 
2013 [63]. As a result, an unfortunate 68% of surgeons surveyed in 2015 thought it 
was not feasible to be successful as both a surgeon and a basic scientist in the current 
environment [64]. These challenges, including contract negotiation and setting expec-
tations for protected research time, are often placed on new graduates who lack 
knowledge and experience in these arenas. For a new graduate hoping to start an 
academic surgical practice, these constraints provide an intense source of stress.

Mentorship relationships are key when preparing for these negotiations and 
when making career decisions. Interestingly, these relationships have been shown 
to benefit not only the trainee but also the faculty by enhancing their career satisfac-
tion [65]. Given that residency training occurs primarily in the academic environ-
ment, it is important for residents who are considering private or small group 
practices to have intentional opportunity for mentorship by surgeons working in 
those models too.

These mentorship relationships are the building blocks for starting healthy dia-
logue regarding the business elements of a surgical practice. Traditional hierarchi-
cal and non-transparent models of surgical success promote an environment of 
competition and self-promotion, rather than collaboration. Whether or not these 
values and leadership styles are intentional, they can result in new faculty feeling 
alienated or undervalued [66, 67]. It is therefore important to promote open discus-
sion regarding fair payment models that also promote quality patient-centered care 
and limit clerical burden.

In response to changing patterns of practice, and to reduce the tension of navigat-
ing employment contracts, the ACS Division of Advocacy and Health Policy has 
created a resource manual for practicing surgeons considering hospital employment 
[68]. Topics such as whether the terms of employment are fair and equitable, how 
the surgeon will be compensated, and what steps to take if an individual decides to 
change practice setting are covered in this resource manual.

10.3  �Conclusions

Understanding the complex interplay between well-meaning regulatory and legal 
systems and the overall health and wellness of surgical providers has never been 
more important. Rates of surgeon burnout and suicides have sky-rocketed [69] and, 
as evidenced above, some of this can be attributed to the “corporatization of medi-
cine” through increased regulation, clerical burden, and the litigatory environment. 
Many surgeons unfortunately view burnout as a personal failure and it is important 
to shift this perception moving forward.

A recent national survey assessing the professional satisfaction and career plan-
ning of US physicians between Aug 2014 and Oct 2014 reported 19.8% of respon-
dents thought it “likely” or “definite” that they would reduce their clinical work 
hours in the next 12 months [70]. The most commonly cited reason was “to spend 
more time with family”.
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Surgeons, hospital administrators, and regulators should work to develop poli-
cies to support a culture which recognizes the importance of supporting physician 
efforts at self-care, attaining fair reimbursement, and limiting time at the hospital, 
while simultaneously allowing sufficient meaningful time caring for patients.
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Chapter 11
Organizational Factors

Michaela Gaffley and Amy Hildreth

11.1  �Introduction

Healthcare organizations today currently face tremendous external challenges and 
must partner with a healthy physician workforce to accomplish their goals. Physician 
and surgeon wellness are of utmost importance, as wellness has a profound influ-
ence on a clinician’s ability to continue to practice safe, effective care as well as to 
maintain engagement with his or her work. In varying studies, the prevalence of 
burnout among physicians and surgeons has been found to be between 35 and 50% 
[1]. Many clinician well-being models of the past focused on individual factors 
contributing to burnout; however, research demonstrates that external factors exert 
more influence on wellness [2]. In a newly developed conceptual model, the 
National Academy of Medicine Action Collaborative on Clinician Well-Being and 
Resilience described a number of external factors that affect well-being, including a 
group of organizational factors [3] (Table 11.1). Organizational factors to be dis-
cussed in this chapter include organizational mission and values; leadership, cul-
ture, and staff engagement; professional development opportunities; workload, 
performance, compensation, and value attributed to work elements; bureaucracy 
and scope of practice; level of support for all healthcare team members; data collec-
tion requirements; diversity and inclusion; and harassment and discrimination. For 
organizations to be successful in the mission of providing excellent care in an 
increasingly competitive environment, they must attend to each of these factors that 
influence well-being in a way that increases joy and engagement among all mem-
bers of the healthcare team.
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11.2  �Congruent Organizational Mission and Values

An organization’s mission and values play a key role in influencing the well-being 
of the clinicians that work within [4]. Values connect clinicians to their work, and 
their contribution to a pursuit they find meaningful can be a strong incentive [5]. 
Health care professionals bring with them to work a set of values developed through 
their personal experiences, and organizations similarly have values that may be 
expressed through their written and unwritten policies and procedures. Clinician 
values may either be congruent or incongruent with the values of the organizations 
in which they practice. If there exists incongruence between individual and organi-
zational values, if there is conflict between the mission statement and the practice in 
the organization, or if the organization espouses competing values, these situations 
may create distress [2]. Conflicting personal and organizational values have been 
found to correlate with all three dimensions of burnout [6]. An American Medical 
Association (AMA)-sponsored study by Friedberg and colleagues found that values 
alignment with respect to the provision of patient care was particularly important 
for professional satisfaction [7]. Additionally, certain groups are at risk for incon-
gruence with organization values more than others; a recent survey demonstrated 
that women are less likely to feel their institution’s values are in line with their own 
[8]. Organizations must balance missions of service and quality versus profit in a 
way that aligns with the personal missions of their employed physicians in order to 
avoid dissonance [9].

11.3  �Leadership, Culture, and Staff Engagement

As approximately 75% of United States physicians [10] and 68% of surgeons [11] 
are currently employed by hospitals, academic medical centers, or practice groups, 
organizational leadership has become an important influence on clinician well-
being and job satisfaction. Significant challenges to effective leadership include a 

Table 11.1  Organizational factors within conceptual model of factors affecting clinician well-
being and resilience

1 Congruent organizational mission and values
2 Culture, leadership, and staff engagement
3 Professional development opportunities
4 Workload, performance, compensation, and value attributed to work elements
5 Data collection requirements
6 Diversity and inclusion
7 Level of support for all healthcare team members
8 Bureaucracy
9 Scope of practice

Adapted from https://nam.edu/journey-construct-encompassing-conceptual-model-factors-affect-
ing-clinician-well-resilience/
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complex regulatory environment, new technologies, and the need to provide high-
value care within significant financial constraints [12].

The impact of supervisors and leaders within the organization has been shown to 
influence an individual physician’s state of mind and, therefore, productivity. 
Shanafelt and colleagues studied leadership qualities of physician supervisors and 
their impact on the well-being and satisfaction of individual physicians using a 
Likert scale of evaluation. They surveyed almost 4000 physicians with a high 
response rate and found that the supervisor ratings in leadership dimensions, includ-
ing interest in supervisee’s opinions, feedback, and career development, strongly 
correlated with wellness scores of individual physicians. In fact, a 1-point increase 
in leadership score resulted in a 3.3% decrease in likelihood of burnout and a 9% 
increase in likelihood of satisfaction. Eleven percent of the variation in burnout at 
the work unit level could be attributed to the leadership rating of the division or 
department chairperson. They discussed that physicians are a highly selected group 
of motivated people who work through obstacles to achieve a high degree of com-
petency. The leaders that are needed should “inform, engage, inspire, develop and 
recognize,” as these actions were highly valued in their survey [10]. Additional lead-
ership behaviors shown to decrease burnout rates include keeping staff informed, 
soliciting suggestions for improving the work environment, supporting leadership 
development, and recognizing good performance [13]. Certainly, the absence of 
burnout does not guarantee the presence of engagement, but the two are closely 
related [14].

To improve organizational leadership, physicians must also take ownership. In a 
large survey of medical practices, it was noted that there was a heightened sense of 
values alignment when those in leadership had significant clinical experience [7]. 
After potential leaders in the medical community are identified, they must further 
develop their leadership skills, as these are not often explicitly taught in under-
graduate or graduate medical education curricula. Shanafelt and Noseworthy sug-
gest that we promote effective leaders by careful selection and preparation as well 
as performance evaluation by those they supervise. Leaders should also be trained 
to identify the unique talents of individual physicians and help them spend time on 
the tasks they find most meaningful [9].

A skilled leader helps establish the culture of an organization, which plays a 
significant role in clinician engagement and wellness. In fact, one study examining 
dissatisfaction and attrition in academic medicine noted that negative perceptions of 
the culture at work, including feelings of unrelatedness and moral distress, were 
associated with leaving an academic position [15]. The effect of culture on the qual-
ity of healthcare was set forth in a conceptual model crafted by Williams and 
colleagues. They found that stress in the workplace affected the quality of patient 
care and that increased stress was significantly correlated with burnout. They uti-
lized a self-reporting method and found a statistically significant correlation for 
medical errors and suboptimal care with burnout. Thus, a culture that fostered per-
vasive stress decreased the quality of the healthcare that was delivered. However, 
when the interests of leadership and physicians were aligned, less physician stress 
was perceived [16].
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In recognition of the importance of physician leadership to address burnout and 
increase the joy in our profession, CEOs of ten large health care organizations con-
vened a summit to discuss these topics in 2017 at the American Medical Association 
(AMA) headquarters. They concluded that physician well-being was a “critical fac-
tor” in the provision of health care and made several commitments to address well-
being based on available data (Table 11.2). These commitments included the need 
to measure and include well-being as an indicator of performance, to address cleri-
cal burden, to develop skills of physician leaders and support collaborative teams. 
They also pledged to support advocacy efforts to find ways to decrease organiza-
tional, regulatory, and payer environment sources of physician burnout [17].

The interplay of leadership, culture, and ultimately staff engagement affects 
patient care and its quality. It is important for leaders to promote cohesiveness, 
openness, team growth, and to create a safe environment to discuss medical error 
[16]. It is easier to mitigate or prevent mistakes in a culture that fosters quality and 
low stress, thereby decreasing burnout. Given the significant impact of leadership 
on well-being, organizations must hold leaders accountable to high standards and 
remove those leaders who are not effective [18].

Table 11.2  Prominent healthcare CEO’s commitments to action after meeting at AMA 
summit 2016

1 Regularly measure the well-beinga of our physician workforce at our institutions using 
one of several standardized, benchmarked instruments

2 Include measures of physician well-being along with financial and other performance 
metrics in our institutional performance dashboards

3 Evaluate and track the institutional costs of physician turnover, early retirement, and 
reductions in clinical effort

4 Emphasize the importance of leadership skill development for physicians and managers 
leading physicians throughout our organization

5 Understand and address the clerical burden and inappropriate allocation of work to 
physicians that is contributing to professional burnout

6 Support collaborative, team-based models of care where physician expertise is maximally 
utilized for patient benefit

7 Encourage government/regulators to address the increasing regulatory burden that is 
driving inefficiency, redundancy, and waste in health care

8 National support to align technology and policy with advanced models of team-based care 
and to reduce the burden of the EHR on all users

9 National support for compiling and sharing best practices from institutions that have 
successfully begun to address burnout, profiling case studies of effective well-being 
programs, efficient and satisfying changes in task distribution, and outlining a set of 
principles for achieving the well-being of health professionals

10 Continue to educate our fellow CEOs as well as other stakeholders in the health care 
ecosystem about the importance of reducing burnout and improving the well-being of 
physicians as well as other health care professionals

11 Support and use organizational research at our centers to determine the most effective 
policies and interventions to improve professional well-being among our physicians and 
other health care professionals

Noteworthy et al. “Physician Burnout Is A Public Health Crisis: A Message To Our Fellow Health 
Care CEOs”
aBold added for emphasis
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11.4  �Professional Development

Although often focused on the needs of individuals, professional development 
activities sponsored by an organization may impact physician wellness and engage-
ment. Professional development may take a variety of forms, including workshops, 
fellowships, individual activities, and mentoring systems [19]. These may be useful 
in increasing physician wellness and engagement because, as Bligh states, “Faculty 
development programmes are outward signs of the inner faith that institutions have 
in their workforce” [20]. Professional development programs designed to increase 
engagement have been reported at the student, resident, and faculty level. Torbeck 
and Dunnington describe an increase in engagement through development of a pro-
gram with multiple components including a variety of opportunities such as work-
shops, teaching observations, “vitality” interventions, leadership training, and 
independent study modules targeted to the needs of the individual faculty learner 
[19]. There are also early indications that coaching may be useful when deployed 
systematically by an organization. Coaching may help physicians re-establish joy in 
their work by increasing a sense of control over one’s work circumstances. 
Additionally, physicians may be more willing to seek out coaching than they are to 
seek services from mental health providers. Preliminary data from several Boston 
hospitals suggest that an intervention using coaches with distressed physicians can 
increase engagement and lead to improvements in job satisfaction [21]. Although 
coaching focuses on the individual, the improved function of individuals within an 
organization and a focus on solutions can enhance team performance and well-
being. There are only emerging data about this aspect of organizational culture; the 
impact of professional development activities on physician wellness is an area 
where further study should be directed.

11.5  �Workload, Performance, Compensation, and Value 
Attributed to Work Elements

Burnout risk is correlated with workload and hours spent at work. In a large survey 
comparing physicians to population controls, physicians were found to work a 
median of 10 more hours per week than their non-physician peers. In fact, 40% 
worked more than 60 h per week, and only 60% felt their work hours left them with 
enough time for personal and family life [22]. When evaluating surgeons for burn-
out, there is a strong connection between hours worked and burnout, with the preva-
lence of burnout increasing to 50% in those surgeons working greater than 80 h per 
week. Burnout was also increased in those who took two or greater nights of call 
per week (44–46%), and depression rate was strongly correlated with both hours 
worked and nights of call per week [23]. In addition to hours worked, the percep-
tion of time pressure contributes to increased physician stress. Greater job satisfac-
tion is correlated with control over the working and clinical environment, increased 
emphasis on quality of care, and increased support for work-life balance. Conversely, 
lower job satisfaction has been correlated with a greater focus on productivity. 

11  Organizational Factors



124

The more physicians are compensated on individual productivity, the less satisfac-
tion they glean from their work [4].

Systems that emphasize quality of care over volume and promote the use of flex-
ibility may be more successful in improving physician wellness. Specifically, the 
use of salaried compensation structures, sabbaticals, and organizational assistance 
with meeting self-care needs are potential strategies for increasing wellness in the 
physician workplace [9].

11.6  �Bureaucracy and Scope of Practice

Bureaucracy, while essential for an organization’s survival, may contribute to the 
components of burnout. Decision-making is often far removed from those who care 
directly for patients. Additionally, bureaucracies are impersonal entities; whereas 
caring for patients is considered by most physicians to be highly personal [24]. 
Within these constraints, however, scope of practice variations can influence physi-
cian wellness. Shanafelt and colleagues (2009) undertook a survey at a large aca-
demic medical center in which physicians’ work characteristics, career satisfaction, 
and demographics were recorded. Over 550 physicians were sampled, and 84% 
responded. Of those who responded, 34% met burnout criteria by the Maslach 
Burnout Inventory, and 68% reported that patient care was the most meaningful 
component of their work. Those physicians who spent less than 20% of their time 
on the activity they found most meaningful were at increased risk of suffering from 
burnout [25]. Lower amounts of time allotted to their most meaningful activity was 
the greatest predictor of burnout. Based on these data, as little as 1 day per week 
spent on personally meaningful activities at work could result in a lower turnover 
rate, lower costs, more patient and physician satisfaction and a better health-
care system.

11.7  �Level of Support for All Healthcare Team Members

Teams function best when there is support for the well-being of all team members. 
It is important that organizational efforts be implemented broadly, as students, resi-
dents, nurses, pharmacists, and others are at risk for burnout and distress. Importantly, 
it may not be immediately obvious when another team member is struggling. A 
multi-institutional cross-sectional study of general surgery residents and faculty 
evaluated the perception of burnout and depression of general surgery residents. 
The results illustrate a disconnect between reality and perception: 12% of residents 
had suffered from suicidal ideation in the prior 2 weeks, 75% suffered from burnout 
and 39% met depression criteria. Yet the attending surgeons correctly assessed the 
prevalence of burnout (of their residents) only 23% of the time. Seventy-five percent 
of faculty underestimated the presence of depression among their residents despite 
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the close working conditions and long hours spent together. A large majority of 
respondents in both groups identified the common barriers to seeking help: time, 
denial and stigma [26]. Physician burnout has been shown to lead to a decrease in 
the sense of being connected to one’s patients, but it may also be associated with 
disconnection and inability to appropriately support the patient care team.

11.8  �Data Collection Requirements

Data collection requirements for physicians have increased exponentially in recent 
years. This phenomenon is an important factor in physician wellness, as time spent 
on administrative tasks can contribute to distress if they are not perceived to directly 
improve patient care. Clerical burden is a significant predictor of burnout symp-
toms, and physicians may spend up to half of their time on data collection and docu-
mentation [27]. Clinical documentation requirements have changed because of 
increasingly detailed documentation required for reimbursement, the computeriza-
tion of the medical record, and the Health Insurance Portability and Accountability 
Act (HIPAA) that led health systems to limit potentially useful communication tools 
that were seen as a threat to patient privacy [28]. As a result, clinicians spend 
increasing amounts of time on non-clinical activities and are pressured to save doc-
umentation for evening hours following work. Excess time spent on documentation 
can lead to a loss of autonomy and collegiality and interfere with the physician-
patient relationship [7].

Although many of these concerns are outside of the sphere of influence of indi-
vidual organizations, there are a number of organizational interventions that may be 
beneficial. For instance, organizations can ensure that inbox messages to physicians 
are clear and targeted. Medical assistants and other support personnel may improve 
clinician satisfaction by supporting documentation efforts. Scribes and other sup-
port mechanisms may also play a role in increasing physician quality of life by 
increasing efficiency and allowing for more direct physician-patient interaction 
[28]. Changes to data collection requirements must be addressed at the regulatory 
level, but individual institution support can play a valuable role.

11.9  �Diversity, Inclusion, and Discrimination

Efforts to increase diversity in our medical workforce continue; unfortunately, the 
reality falls short of the ideal. African Americans comprise 13% of the U.S. popula-
tion but only 7.5% of students entering medical school [18]. According to the 
Association of American Medical Colleges (AAMC), in 2015, 6% of medical 
school graduates and 3% of medical school faculty were African American. Five 
percent of medical school graduates and 2% of medical school faculty were Latino 
[29]. These and other underrepresented minority (URM) physicians may experience 
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unconscious bias that can effect institutional climate, career opportunities, mentor-
ing opportunities, and doctor-patient relationships [30]. In a study of both minority 
and nonminority students, nearly half reported symptoms of depression and burn-
out. Minority students noted that racial discrimination, feelings of isolation, and 
different cultural expectations had adversely affected their medical school experi-
ence [31]. A recent AAMC analysis of faculty burnout based on responses to the 
2018 StandPoint Faculty Engagement Survey demonstrates that URM women 
report symptoms of burnout at a rate that is greater than either URM men or non-
URM men or women [32].

Although women are more well-represented in the workforce than in prior years, 
they also experience a lack of inclusion in many settings. In general surgery, for 
instance, women are less likely to become board certified than men after entering 
residency [33]. Female surgery residents are more likely to be dissatisfied with their 
own well-being and health as well as the surgical environment around them [34]. 
Half of women consider dropping out of surgery residency at some point [35], and 
their attrition rates are significantly higher than those of male surgery residents [36]. 
Women in surgery are more likely to experience burnout, as reported by one study, 
with an odds ratio of 1.6 [37]. Women are also less likely to advance to become full 
professor or department chair and are less likely to earn grants from the National 
Institutes of Health [35]. Additionally, women surgeons earn less money, with a 
reported $44,000 pay gap [38]. A survey of pregnant residents published in JAMA 
Surgery found that 39% considered leaving surgery because of their experience 
becoming a mother while being a resident [39]. A factor cited by many was the need 
for mentorship and organizational support in parenthood in the form of daycare mir-
roring their work hours, lactation facilities, and lifting of the stigma. Women are 
additionally less likely to feel to feel a sense of belonging in the workplace and 
perceive lower gender equity in their institutions [8].

Exclusion in the workplace creates significant barriers to physician wellness; 
focused attention on diversity and inclusion has the potential to create more func-
tional teams and improve the work environment significantly. One study in particu-
lar notes that a diversity culture, defined as an organizational climate that is open to 
and appreciates individual differences, improves outcomes [40]. A number of inter-
ventions may be useful in generating such a climate. These interventions may 
include improving institutional diversity by proactively seeking out learners and 
health care providers, developing and evaluating strategies to improve the diversity 
culture of the institution, and ensuring that institutional objectives are aligned with 
community benefit. Local stakeholders should be included in key decisions [41].

The AAMC’s Diversity and Innovation Forum on Unconscious Bias developed 
recommended actions to reduce and mitigate the impact of unconscious bias in health 
care settings. Leaders are encouraged to make a commitment to identify and decrease 
bias in their institutions as well as to create an inclusive climate while acknowledging 
bias and its effects. Education through team training, the implicit association test 
(IAT), and further research can help individuals recognize bias. Additionally, com-
mittees involved in admissions, appointment, promotion, and tenure should be 
diverse in makeup and identify clear goals before beginning deliberations [30].
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11.10  �Harassment and Bullying

While most studies in medical settings have not directly linked harassment and burn-
out, connections have been demonstrated in other workplace settings. Increased burn-
out rates in women in medicine as compared to men may be related to higher rates of 
workplace harassment and discrimination for women. A 1995 survey of female fac-
ulty members from a variety of specialties found that 52% of women had experienced 
sexual harassment, while only 5% of the men surveyed had similar experiences [42]. 
A recent review and meta-analysis of the surgical literature on this topic found an 
estimate of discrimination and harassment at 22% and 31%, respectively [43].

Although harassment of women in medical workplaces is well documented, dis-
crimination and harassment of other groups have not been studied widely. However, 
there is some evidence that lesbian, gay, bisexual, and transgender (LGBT) physi-
cians face these threats to well-being regularly. A group of LGBT physicians were 
recently surveyed. Ten percent stated they were denied referrals from heterosexual 
colleagues, and 15% had been harassed by a colleague. Over 20% had been socially 
ostracized, and 34% had witnessed discriminatory care of an LGBT patient. It is 
clear that these experiences can negatively impact physician wellness, and we must 
urgently consider ways to create a safer environment for our LGBT and other at-risk 
physicians [44].

Additionally, bullying is not uncommon in the medical field and in surgery. 
Bullying is different than discrimination or harassment in that it does not necessarily 
target race, ethnicity, religion, sex, nationality, or disability and is not prohibited by 
state or federal laws. A recent survey of Australian surgeons reports that 47% of 
surgeons surveyed had been bullied and 68% had witnessed bullying behavior [45]. 
Survey respondents reported bullying from a variety of sources including faculty 
surgeons and even administration. Further study on this significant threat to physi-
cian well-being is warranted given these concerning statistics and the paucity of 
data in the United States surgical workplace.

Organizations may take measures to systematically decrease harassment and bul-
lying. For example, authors from the Group on Women in Medicine and Science at 
the AAMC recommend a number of measures for organizations to take in order to 
implement a zero-tolerance policy for sexual harassment in the workplace. These 
measures include the implementation of mechanisms for reporting without fear, 
mandatory training, monitoring and sanctioning for those who commit harassment, 
no tolerance for “locker room talk”, and the development of research programs to 
generate more data-guided solutions to the problem [46].

11.11  �Conclusions

Health care organizations are currently at a critical juncture for physician wellbeing. 
Rates of burnout among clinicians have reached alarming levels. Many of the fac-
tors that either foster wellbeing and engagement or promote burnout are under the 
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control of organizations. These organizations must closely attend to internal influ-
ences on physician well-being in order to build a strong work force and successfully 
navigate the challenges of providing care in today’s complex healthcare environment.
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Chapter 12
Learning and Practice Environment

Rebecca F. Brown, Mahesh S. Sharma, and Melina R. Kibbe

12.1  �Introduction

Data from a recent physician workforce survey indicates an impending and critical 
shortage of surgical specialists [1]. Although the reasons for this shortage are mul-
tifactorial, physician attrition, which is impacted by reduced job satisfaction and 
burnout, may account for one aspect of this shortage. According to the agency for 
Healthcare Research and Quality, burnout is defined as “a long-term stress reaction 
marked by emotional exhaustion, depersonalization, and a lack of sense of personal 
accomplishment” [2]. Workplace dissatisfaction has negative downstream conse-
quences such as increased job turnover, rising healthcare costs, reduced patient sat-
isfaction, and diminished patient safety [3]. Given the significant amount of time 
physicians and trainees dedicate to clinical medicine, it is not surprising that the 
learning and practice environment has been identified in the National Academy of 
Medicine (NAM) Conceptual Model for Clinician Wellbeing and Resilience [4] as 
an important factor that impacts clinician wellness. In the NAM Model, the learning 
and practice environment is further subdivided into smaller domains including:

•	 Autonomy
•	 Collaborative vs. competitive environment
•	 Curriculum
•	 Health IT operability and usability/Electronic Health records
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•	 Learning and practice setting
•	 Mentorship
•	 Physical learning and practice conditions
•	 Professional relationships
•	 Student affairs policies
•	 Student-centered and patient-centered focus
•	 Teams structures and functionality
•	 Workplace safety and violence

Identifying factors within each domain of the learning and practice environment 
that affect clinician wellbeing and working towards optimization of this climate is 
paramount in the overall pursuit of clinician resilience. Each of these domains will 
be examined individually below and suggestions offered, when possible, to maxi-
mize clinician resilience.

12.2  �Autonomy

Autonomy, which is simply defined in the Cambridge English Dictionary as “the 
ability to make your own decisions without being controlled by anyone else”, is a 
quality long valued by physicians as they facilitate the work up and treatment of 
their patients [5]. However, increasing regulations, documentation requirements, 
and performance expectations imposed on clinicians by insurance companies, gov-
ernment agencies, and hospital administration have led to limitations in physicians’ 
clinical decision making (e.g., which tests to order, which treatments to administer, 
etc.) and even how much time a physician is able to spend with patients [6]. This 
loss of control experienced by physicians has been identified in numerous studies as 
a major contributor to stress and burnout [6–8].

In the face of our evolving practice environment, how can physicians combat the 
loss of autonomy in the healthcare system and the burnout associated with it? 
Empowering clinicians to proactively participate in the improvement of the health-
care systems in which they work has been proposed as a mechanism through which 
physicians can reclaim autonomy while also providing invaluable guidance to their 
respective health care systems [6, 9, 10]. Additionally, incorporating business prin-
ciples into student, resident, and early faculty education will allow providers to 
understand the health care system, its financial foundations, and numerous payment 
systems. Furthermore, such curricula will teach physicians effective leadership and 
conflict management skills which are critical for administrative success [11].

While ever-changing regulations will always be a factor, the loss of physician 
autonomy does not have to accompany them. Empowering physicians to become 
more involved in high-level decision making processes, both on a local and national 
level, and providing them with the education and experience to appropriately advise 
healthcare systems is a viable strategy that has been shown to not only foster 
clinician resilience, but also contribute to improvements in the overall delivery of 
health care [9].
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12.3  �Collaborative vs Competitive Environment

Competition in the workplace has been used by many corporations to inspire moti-
vation and increase productivity within the workforce by comparing employee per-
formance and incentivizing production and efficiency. While this strategy can lead 
to increased output from individual workers, the nature of a competitive work envi-
ronment has also been shown to promote undue stress and lack of collegiality [12]. 
Historically, the pyramidal structure of early surgical residencies created a competi-
tive environment in which a surplus number of trainees were pitted against each 
other for a limited number of coveted house staff positions. The training period was 
long, arduous, and, at times, indefinite. Trainees who were not selected to advance 
often returned to their communities with limited expertise, yet continued to perform 
surgeries without restriction [13]. Surgical educators recognized the need for broad 
standardization of surgical training and certification in the 1930s and 1940s, which 
eventually led to the transition of surgical residencies from the competitive pyrami-
dal structure to the more modern rectangular structure. This paradigm shift in surgi-
cal education proved that a collaborative environment could produce well trained 
surgeons without the inefficiencies and toxic culture created by the pyramidal sys-
tem [13]. As health care has continued to evolve, successful collaboration within 
service lines and amongst different specialties throughout the hospital is paramount 
to providing quality health services. While there may be a place for friendly compe-
tition amongst teams with regards to non-patient care issues, such as quality 
improvement projects, research, or even in-training examination scores, the cultiva-
tion of a cooperative workplace within a health care system is vital in creating a 
holistic patient care environment centered around provider wellbeing.

12.4  �Curriculum

As physician burnout has been appropriately recognized as an important issue in 
healthcare that affects not only clinicians but also influences the quality of care 
provided to patients, the call for the adoption of a wellness curriculum to combat 
burnout and promote wellbeing and resilience has surfaced. While traits conferring 
resilience are intrinsic to some clinicians’ personalities, research suggests that 
learned behaviors, such as mindfulness and reflective practice, along with social 
support and healthy sleep, can also contribute to clinician wellbeing [14]. Based on 
this, numerous conceptual models for resilience have been developed for medical 
students and trainees, with the goal that early incorporation of wellness strategies 
will convey physical and emotional hardiness throughout an individual’s career [14, 
15]. Likewise, numerous interventions thought to contribute to clinician wellbeing, 
including mindfulness training, cognitive behavioral therapy, and even yoga and 
nutrition courses, have been offered to medical students, residents, and faculty alike, 
with positive results on measures of clinician wellbeing [14]. The variability of 
these unique but successful interventions demonstrates that there is no single 

12  Learning and Practice Environment



134

cookie-cutter curriculum to combat the ongoing burnout suffered by clinicians of all 
ages. However, incorporating programs that support and instill wellness into curri-
cula can help clinicians gain skills to foster resilience throughout their careers.

12.5  �Health It Operability and Usability/Electronic Medical 
Record (EMR)

As a part of the American Recovery and Reinvestment Act, all public and private 
healthcare providers were required to adopt and incentivized to demonstrate “mean-
ingful use” of electronic medical records (EMR) by January 1, 2014 [16]. The resul-
tant clerical burden expected of physicians has quickly become a top contributor to 
clinician burnout. Research suggests that every one hour spent with patients trans-
lates to 1–2 hours of additional after visit documentation and other care coordina-
tion, with much of this unreimbursed “work after work” being completed in between 
other activities at night, on weekends, and during time off [17]. Furthermore, the 
elimination of transcription services and replacement with physician self-entry, 
either by typing or voice recognition software, has further increased the amount of 
time clinicians spend on documentation [18]. In addition to increasing the docu-
mentation requirements for clinicians, the use of EMRs has also altered the patient-
physician interaction and many say detracts from more meaningful aspects of 
medical practice [18]. Of note, these studies do not take into account the continuous 
need to update logins and passwords, navigate complex and difficult to troubleshoot 
networking and printing systems within the hospital, learn how new software 
updates impact daily work flow patterns, and manage other software and hardware 
malfunctions that can add further frustration and time to a clinician’s daily workload.

While many studies have confirmed the association of EMR use and burnout, 
interventions to employ the EMR more effectively and help decrease the charting 
demands placed on clinicians are only now beginning to surface. Improving usabil-
ity of the EMR and matching functionality with clinician needs are long-term goals, 
which require not only revamping of the EMR platform, but also involve workflow 
reassessment and evolution of medical practice to match progress made possible 
with continual technological advances. The use of artificial intelligence for task 
automation in the future is also promising, but has yet to be incorporated into cur-
rent EMR systems. While these long term solutions should remain high on the prior-
ity list as EMRs evolve, a few more immediate solutions to “tame the EMR” have 
been suggested [19].

Redistribution of data entry tasks to patients and non-physician team members 
can help offload a large portion of data entry from the physician [19]. Populating the 
EMR with data from templated questionnaires completed by patients or employing 
assistants for order entry and documentation support are promising approaches. The 
latter can be accomplished through the use of scribes, who document physician-
patient encounters in real time under clinician supervision, or through an advanced 
care team model, in which clinically trained individuals assist with all facets of the 
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patient visit—clinical documentation, order entry, healthcare maintenance, health 
coaching, and care coordination [18]. The ambulatory process excellence, or APEX 
model, developed at the University of Colorado, employs medical assistants, under 
the supervision of a provider, to gather data, reconcile medications, set an agenda 
for patient visits and subsequently document the visit. The medical assistant can 
also assist with patient education as well as health coaching [17]. While this pro-
gram requires additional workforce in clinics as well as rigorous training and proto-
col development, after its introduction, APEX remained cost neutral due to increased 
productivity and efficiency in clinics, while also demonstrating improved compli-
ance with healthcare maintenance and, most importantly, a 40% decrease in physi-
cian burnout scores [17]. Another immediate solution suggested in other studies 
recommends scheduling longer office visits to match the additional time for docu-
mentation or designating “EMR catch-up time” during patient care sessions [20]. 
Lastly, ongoing evaluation of a clinician’s EMR use and observation of workflow 
patterns can identify additional areas for targeted training to improve an individual’s 
efficiency in use of the EMR [19].

Recognizing EMR use as a major contributor to physician burnout is an impor-
tant first step, and ongoing improvements in the usability of the EMR, workflow 
processes, and clinician efficiency as well as redistribution of tasks have been sug-
gested as both long term and immediate solutions to help alleviate clerical burden 
on physicians and, ultimately, combat clinician burnout.

12.6  �Learning and Practice Setting

The learning and practice setting refers to the environment in which staff physicians 
as well as trainees work. This milieu is influenced by factors including institutional 
culture, physical environment, setting (private versus academic practice), employ-
ment model (hospital employee versus practice owner versus locum tenens), patient 
mix (private insurance versus Medicare/Medicaid), and geographic location. 
National surveys have demonstrated that surgeons employed in private practices 
report lower job satisfaction and higher rates of burnout than surgeons working in 
an academic setting [21, 22]. The underlying etiology that contributes to these find-
ings is not well defined, but may be related to differential support systems, reim-
bursement strategies, level of intellectual curiosity and stimulation, or collegiality 
within practices. However, with the changing tide of the private practice environ-
ment, as many independent practices are now being purchased by large healthcare 
organizations, the effects on burnout amongst private practitioners remains to be 
determined. Additional research to evaluate how wellness changes based on prac-
tice setting, as well as to further delineate reasons for this discrepancy amongst 
settings are still needed.

With respect to resident doctors, the learning environment resembles the practice 
setting, but also includes elements from three broad domains: the content of the pro-
gram, the interpersonal aspects of and atmosphere of the program, and the structure 
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and organization of the program [23]. Improving the climate of learning can be 
achieved by healthcare systems paying particular attention to elements within these 
three domains with a focus on the appropriate integration of work and training, and 
tailoring education to the learning needs of the individual trainee. A better learning 
environment has been associated with fewer symptoms of burnout and a better qual-
ity of life for trainees [24, 25].

12.7  �Mentorship

The history of surgical training is rooted in mentorship. Just as Mentor helped to 
guide Telemachus on his journey in search of his father, Odysseus, in Homer’s epic 
poem The Odyssey, surgical trainees receive instruction and navigation from learned 
mentors who assist in counseling them during their surgical journeys. Dating back 
to the mid sixteenth century, when teenagers sought guidance and education under 
the direct tutelage of a master surgeon for 5–7 years before entering practice, the 
apprenticeship model had been the principle method of training and remained the 
standard for over three centuries [26]. While our training methods have evolved 
over time, the importance of mentorship in medicine remains a vital part of clinician 
growth. Mentors in medicine not only provide clinical education and training, but 
also help mentees navigate difficult situations throughout their professional devel-
opment and play a vital role in successful training programs, while also contributing 
to resident retention, and continued career advancement [27]. Not surprisingly, 
these relationships have also been shown to be a source of resilience for clinicians 
at all stages in their career [14, 28, 29].

As the field of surgery has matured, our discipline has become much more delib-
erate in the identification and practice of good mentorship. Numerous studies have 
systematically identified qualities of exceptional mentors, which include acting as a 
professional role model, remaining involved and available to trainees, and being a 
compassionate critic. Coupling these qualities with investment from the mentee has 
been shown to help garner successful, long-term mentor-mentee relationships. 
While informal mentorship, that which has historically occurred in the operating 
room, on surgical wards, and during planned and unplanned interactions with edu-
cators, is a mainstay in surgery, the incorporation of formal mentorship programs 
into residency training and early attending-hood to create a renewable environment 
in which trainees can thrive has been shown to decrease resident burnout [29, 30]. 
Integral to the success of such programs are designation of protected time for 
mentoring, deliberate mentor-mentee pairing, identification and ongoing training of 
successful mentors, continued investment from the mentee, and tracking and evalu-
ation of mentorship activities [29]. While day-to-day teaching and informal mentor-
ship should continue, formalization of mentorship programs can help programs 
deliberately foster the mentor-mentee relationships that not only influence career 
progression, but can also contribute to clinician resilience.
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12.8  �Physical Learning and Practice Conditions

In his book, Frames of Mind: The Theory of Multiple Intelligences, Gardner intro-
duces the concept of kinesthetic intelligence, or using the body to create or do some-
thing [31]. As technical acumen in surgery is predicated on physical learning and 
practice, it is imperative that trainees as well as practicing surgeons are engaged in 
this process continuously. While time spent in residency and fellowship often 
involves ongoing coaching and assessment of achievement for both intellectual and 
technical milestones, deliberate practice, which is defined by Ericsson as applying 
effort to skills that one cannot do well or at all, is not distinctly required in post-
graduate training [32]. The concept of deliberate practice over an extended period 
of time (10,000 hours), which he noted is required to achieve expert performance, 
often supersedes formal training when surgeons begin their journeys as independent 
practitioners. Regrettably, the continuation of oversight or coaching during early 
and ongoing faculty development is often informal at best. However, research sug-
gests that focusing on these imperfect skills under the continued tutelage of a coach 
can allow a learner to increase the overall reach and range of skills—a factor very 
important in a surgical career [32]. One major challenge that arises during surgical 
training lies in the fact that many of the elusive skills are often related to relatively 
uncommon presentations or emergent situations, where the opportunity for an 
unskilled learner to practice would present too great of a risk to the patient. 
Simulation and virtual reality have emerged as high-fidelity alternatives in the per-
formance of rare procedures necessary during dire situations. These can allow for 
deliberate practice to occur without causing undo patient harm [32]. Ongoing 
coaching and deliberate practice that leads to increasing expertise also encourages 
clinicians to gain independent skills and set future development goals. Ultimately, 
this mastery allows for autonomy of practice, which has a major positive impact on 
surgeon wellbeing.

12.9  �Professional Relationships

As our healthcare system continually shifts toward an environment rich in collabora-
tion, the professional and dynamic relationships between physicians and other 
healthcare workers have begun to shift as well. Gone are the days that throwing 
instruments in the operating room occurs without retribution. While this was never 
truly acceptable behavior, the focus on emotional intelligence as a vital competency 
for effective leadership amongst physicians has emerged. Emotional intelligence, as 
introduced by Salovey and Mayer in the 1990s, is commonly described as “the ability 
to monitor one’s own and others’ emotions, to discriminate among them, and to use 
this action to guide one’s thinking and actions” and is considered an intrinsic charac-
teristic that is distinct from one’s personality in that it can be learned and altered [33]. 
Studies have demonstrated that higher emotional intelligence in physicians is linked 
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to increased job satisfaction, and, not surprisingly, has also been shown to be protec-
tive against physician burnout [33–35]. While healthcare-specific emotional intelli-
gence differs slightly from the initial model described, the overarching theme of the 
need to provide physicians with insight on their personal emotional intelligence 
scores remains strong. Early incorporation of emotional intelligence curricula in a 
clinician’s medical training, as well as ongoing and deliberate evaluation of emo-
tional intelligence, has been shown to not only improve clinician leadership and 
interactive skills, but also portends a protective benefit in burnout, likely related to 
increased coping mechanisms for stress management and improved emotional regu-
lation [33, 35].

12.10  �Student Affairs Policies

A quick Google search querying the availability of medical student affairs poli-
cies as they relate to wellness returned a staggering 21.6 million results, indicat-
ing that wellness has also risen as a priority in undergraduate medical education. 
Linked medical school websites offer support and a commitment to medical stu-
dent wellness, and list various local healthcare, mental health, and healthy living 
resources available to physicians in training. In addition to these resources, poli-
cies have been created outlining appropriate treatment of medical students and 
mandating an environment conducive to learning with freedom from discrimina-
tion and harassment. Integral to the existence of this safe work and learning envi-
ronment is the availability of an anonymous reporting mechanism with a 
commitment to investigation of reports with inherent protection from retribution. 
The ready availability and easy accessibility of student affairs policies related to 
wellness and appropriate treatment of medical students exhibits the commitment 
of undergraduate medical education to clinician resilience from the onset of medi-
cal training.

12.11  �Student-Centered and Patient-Centered Focus

While the hospital is a hallowed teaching ground where surgeons and other physi-
cians learn, hone, and perfect their craft, the obligation to maintain patient safety 
throughout their treatment and hospital course is also of the utmost importance. The 
ability of the teacher, regardless of level of training, to balance student-centered 
education with patient-centered care presents a difficult challenge and requires 
awareness of the instructor to create a welcoming environment that allows learners 
to participate to the extent of their ability while monitoring and ensuring the patient 
continues to receive appropriate care. Ensuring that all members of the health care 
team participating in the care of the patient, including nurses, aides, students, resi-
dents, etc. have been introduced and understand and respect each other’s roles is an 
important first step in creating such an environment.
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12.12  �Team Structures and Functionality

With the ongoing evolution of our healthcare system, the formation and develop-
ment of healthcare teams, which are defined as two or more healthcare providers 
working together with patients and caregivers to accomplish shared goals, has 
become a central component of high quality patient care [36]. Successful execution 
of a team-based approach has been shown to improve patient outcomes in various 
healthcare settings and increase compliance with performance measures. 
Additionally, a positive team culture and climate has been correlated with clinician 
job satisfaction, wellness, and resilience [17, 18, 36, 37]. Clinicians remain central 
to the patient care team, sharing expert medical knowledge and often acting as the 
natural leader of clinical, management, and quality improvement teams throughout 
their healthcare system. However, many physicians lack familiarity and training in 
team-based approaches and leadership [38, 39]. In a two-part manuscript series on 
high performance teams for physician leaders, Schwartz et al. describe a model of 
team performance specific to healthcare that defines a framework for a team model 
and provides an introduction to the common language critical to team function [38, 
39]. The model is divided into four major conceptual domains: (1) structure, (2) 
context, (3) process, and (4) productivity (see Table 12.1 below). Central to this 
model is the role of the physician leader.

12.13  �Major Domains of Teamwork

Additional research on high performance teams that have been successful in health-
care have elucidated a number of similar principles that have also been shown to 
impact clinician wellbeing. These include establishing shared goals, identifying 
clear expectations for team members’ functions to optimize efficiency, developing 
mutual trust amongst team members to enhance idea development, encouraging 
effective bidirectional communication within the team, and continuously assessing 
team structure and function through measurable processes and outcomes [36]. 
Clinician awareness of the major domains of teamwork (Table 12.1) as well as the 
principles of a successful high performance team can help inform leadership abilities 
of clinicians, which, in turn, leads to a positive team culture and climate, that ulti-
mately garners clinician wellness and mitigates burnout.

12.14  �Workplace Safety and Violence

Numerous high profile and disturbing cases of workplace violence have occurred 
within health care systems and have received substantial media attention in the 
recent past; sadly, workplace violence perpetrated against medical providers is, 
unfortunately, a daily occurrence [40]. The different types of workplace violence 
are outlined in Table 12.2 below.
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Table 12.1  Major domains of teamwork with descriptive highlights from text [38, 39]

Domain Highlights

Structure—team 
composition

Team—Members, role, 
and hierarchy

Stages of team development include forming 
(initial team introduction), storming (early, 
short term power struggles within team), 
norming (each team member develops own 
identity within group), and performing 
(clearly defined culture necessary for goal 
accomplishment)

Organization—
Compatibility and 
support for teams

Allocation of support and resources for 
team(s) in specific disciplines to provide 
patient-centered care, organizational structures 
like service lines, or the development of 
multidisciplinary clinics and centers of 
excellence

Context—
environment in which 
the team performs

Team—Emotional or 
operational climate for 
members

Socioemotional atmosphere of the team. 
Leadership can help foster team cohesiveness

Organization—
Operational climate for 
teams

Climate created by organization to support 
teamwork and individual team members. 
Organizational policies and structures that 
lead to employee satisfaction foster more 
engagement and dedication to team structure 
and function

Process—manner in 
which the team 
functions

Interdependence—
Defining member roles 
and team strategy

Allows for effective use of team resources by 
allocating tasks to the highest performer of the 
task. In the medical arena, experienced 
guidance must be available constantly to 
balance education and efficiency

Growth and 
development—Aligning 
personal and team goals

Individuals in the team learn and prosper, 
which in turn benefits the individual, team and 
organization

Productivity—
strategies used by 
teams to produce 
desired outcomes

Measures and 
metrics—Assessing 
team performance

Objective measurement of results. Platform 
for development of healthcare team

Plan of action—A 
blueprint for team 
success

Integrated combination of the team’s primary 
purpose (short- and long-term goals) and 
extension to institution’s mission that includes 
strategies and timelines for execution

Table 12.2  Types of workplace violence

Type Description Example

I Violence by outside 
criminals

A health care worker is robbed at gun point on the way to 
their car at the end of their workday

II Violence by service 
recipients

An intoxicated patient punches a member of the health care 
team

III Violence by current or 
former coworkers

A heated argument arises between two residents about the 
care of a patient

IV Violence by close personal 
contacts

The spouse of an employee assaults the employee at their 
place of work
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While healthcare workers are subject to all types of workplace violence, data 
suggest that assaults directed at healthcare workers by patients make up the majority 
of type II assaults that occur in U.S. workplaces annually [40]. Healthcare workers 
are nearly four times as likely to require time away from work as result of workplace 
violence, and it has been cited as a major contributor to burnout for all healthcare 
workers [40, 41]. In the realm of physicians, residents have been identified as par-
ticularly at-risk for experiencing workplace violence, with 20–40% of residents 
reporting assaults and 67–79% describing verbal abuse or threats from patients or 
family members in recent surveys [42].

Ensuring safety in the workplace is a vital component of clinician wellbeing. 
While it is impossible for healthcare facilities to control the individual behavior of 
all patrons and employees, it is imperative that “universal precautions for violence” 
be used across systems to not only control an acute crisis, but also to manage long 
term effects on employees while working to prevent future workplace violence. 
Recognition of the benefit of a violence-free workplace and a commitment to sup-
porting this goal with both financial and administrative resources is vital in reducing 
workplace violence in healthcare systems [42]. Enacting a zero-tolerance policy for 
all violence, including verbal assault, is an important first step, and should be sup-
ported by the introduction of a reliable, complainant-protective reporting system 
that requires investigation of all reported incidents as well as tracking and identifi-
cation of patients with known history of violence. Having an acute incident response 
team comprised of trained security personnel to de-escalate and control acute vio-
lent outbursts that is readily available and easily accessible is also mandatory to 
ensuring a safe workplace environment. Clinicians should receive training on mea-
sures that can be used to prevent violence, as well as to de-escalate aggression and 
minimize resultant injury when violence does occur. Workplaces should regularly 
be checked for the presence of potential hazards or weapons, and corrective mea-
sures employed and audited to ensure effectiveness in workplace violence reduc-
tion. Lastly, ensuring counseling services are available to clinicians who are victims 
of workplace violence can help manage long-term effects. While these suggestions 
will have to be tailored at each institution, adopting the attitude that workplace vio-
lence is not “part of the job” for clinicians, and optimizing reporting systems and 
work environment while training physicians in violence prevention and de-escalation 
are pivotal to the creation of a safe workplace and clinician resilience.

12.15  �Conclusion

Burnout amongst physicians is a state of mental and physical exhaustion that affects 
not only clinician job satisfaction and career longevity, but also can negatively 
impact the quality of care physicians provide to patients. While burnout is a com-
plex entity with numerous internal and external influences, the environment in 
which clinicians learn, train, and work is a major contributor. Each aspect of the 
learning and practice environment, as discussed above, is integrally related to each 

12  Learning and Practice Environment



142

other and as such has the propensity to influence clinician wellness individually and 
collectively. Addressing each domain of the learning and practice environment in a 
proactive fashion while keeping resilience at the forefront of the strategic armamen-
tarium to enhance provider wellbeing is paramount. Although there is no “magic 
pill” for the epidemic of burnout that clinicians, and especially surgeons, are cur-
rently facing, drawing from wellbeing practices of other high-risk occupations com-
bined with systematically addressing each domain within the learning and practice 
environment in healthcare, will assist clinicians to achieve career satisfaction, work-
life balance, and individual wellbeing. The translation of this effort will most defi-
nitely lead to sustained improvements in patient care while also having a positive 
impact on healthcare organizations and more importantly, society at large.
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Chapter 13
Addressing Individual Factors

Robyn Richmond and Sharmila Dissanaike

In this chapter, we present a few practical suggestions for improving personal well-
being, which can be included within a busy career in a less-than-perfect healthcare 
system. Rather than create yet another checklist of things to-do, we encourage the 
reader to identify one or two areas where attention may currently be lacking in their 
lives, and consider making only one change at a time. While these are individual 
factors, humans remain innately social animals; pairing with one or more friends to 
undertake a new wellness initiative has been shown to increase long-term success 
and is encouraged where feasible.

13.1  �Healthcare Role

As a surgeon, her profession often defines her. She has trained for years to gain the 
knowledge, skills and expertise to get to where she is. When she is faced with a poor 
patient outcome or her days are filled with tasks unrelated to the care of her patients, 
it is easy to understand how burnout can set in.

A medical error is a commission or omission that a knowledgeable peer would 
have deemed wrong, with potential negative consequences for the patient [1]. 
Medical errors include medication errors, patient misidentification and errors or 
delays in diagnosis [2]. Medical errors by surgeons can be substantial and lead to 
significant consequences [2]. This is to be distinguished from a surgical complication, 
defined as any deviation from the normal postoperative course [3]. Although medi-
cal errors do not always lead to a complication, they still weigh heavily in the mind 
of the surgeon. Similarly, surgical complications can adversely affect a surgeon’s 
mental wellbeing, even if they are not a result of a medical error.
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A survey sent out on behalf of the American College of Surgeons found that 
reporting an error within the previous 3 months had a large, statistically significant 
association with symptoms of burnout and depression [2]. While causality cannot 
be determined from a survey, other studies have confirmed the impact of medical 
errors on the emotional wellbeing of physicians, showing that the detrimental effects 
may even last for years [4, 5]. Physicians have been referred to as the “second vic-
tim” of medical errors, a term first coined in the British Medical Journal by Wu [6]. 
A study evaluating the psychological repercussions in health care professionals in 
an intensive care setting, found that many reported feelings of shame, guilt, anxiety, 
loss of confidence and anger [7]. The relationship between medical errors and poor 
psychological states is likely bidirectional, as previous studies have shown that 
burnout and depression may undermine the quality of care physicians provide [8, 9] 
developing into a vicious cycle.

As vigilant as individual surgeons and systems are, medical errors and complica-
tions will still occur. When a surgeon causes a medical error or has a complication, 
verbalization is an important tool to help him cope [7]. Discussing the event with 
colleagues and mentors who are familiar with this territory allows the surgeon to 
share his experience, recognize that he is not unique in his predicament, and rein-
forces the motivation to learn and develop [10]. Morbidity and mortality reviews 
and root cause analysis discussions are a part of this approach, and allow the sur-
geon to discuss the case in a protected environment with peers and develop strate-
gies for prevention in the future [7]. Within a supportive environment this process 
can be both cathartic and educational; without it, it may feel punitive and further 
worsen the situation for the individual. Having a culture of safety, which is an orga-
nizational factor, with supportive leadership, good communication and strong coop-
eration is therefore key to these forums being successful [11].

While these forums may help the surgeon discuss the medical aspects of the case 
in question, venues that allow her to process the inevitable emotional response are 
also important. Discussing the emotional impact of a complication with friends and 
family is both appropriate and helpful, and serves as an important means to prevent 
compartmentalization of our lives, however, discussion with colleagues is invalu-
able [12–14]. The natural history of recovery after an adverse patient event, as 
described by S. D. Scott and colleagues, includes restoring personal integrity as the 
third stage, which includes seeking support from colleagues [12]. A colleague can 
relate more closely with the experience and understand the personal impact such an 
event has on the surgeon [12]. Disclosure to a colleague and acceptance of criticism 
has been shown to reduce the negative effects of adverse events [14]. More formal-
ized organizational meetings designed for this purpose, such as Schwartz Center 
Rounds or Balint groups, can be helpful tools to discuss the emotional impact of a 
case [15]. During these longitudinal programs the emotional aspect of patient care 
is discussed, instead of clinical particulars [15]. Literature suggests that participants 
receive multiple benefits including improved self-awareness, resilience, job satis-
faction and empowerment [15].

Critical incident stress debriefing is an incident-specific session or sessions with 
the medical team directly involved in an event [16]. Following a critical incident, 
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such as a cardiac arrest or other high-acuity patient scenario, the team members 
directly involved meet shortly after the conclusion of the event. The medical particu-
lars of the scenario are discussed and opportunities for improvement are considered. 
These sessions involve peer support, feedback, mentoring and problem solving [16]. 
Debriefings provide an opportunity for the surgeon to share his emotional responses 
with the medical team involved, and help with the emergence of coping strategies 
[17, 18]. In a study of recent medical student graduates, debriefing sessions did not 
decrease rates of burnout, but were perceived as beneficial by participants [16]. Over 
60% of physicians stated that they would recommend them to other physicians and 
89% reported emotional and social support from the sessions [16].

After an error or complication, disclosure to a patient or their family, although 
difficult, has been shown to reduce physician distress [5]. Retaining good patient 
relationships following an error increases the likelihood of a good emotional out-
come for the physician [19, 20]. Better coping is observed if a bad outcome is 
accepted and disclosed [21]. Training that assists surgeons in disclosure is beneficial 
to help us perform this difficult yet necessary step [7]. Whether formal or informal, 
verbalization following an error or complication with attention given to the emo-
tional toil with colleagues, friends, family and patients is key to the wellbeing of the 
surgeon.

Less dramatic than medical complications and errors, yet vitally important due 
to the daily impact on our lives, is the structure of a surgeon’s daily workload. A 
surgeon who is unhappy with the degree of administrative responsibilities, the 
amount of teaching (too little or too much) or research demands will ultimately have 
difficulty finding satisfaction in his job. While not every one of these aspects may be 
open to change, they are all open to negotiation—a fact that may not always be 
apparent, especially to a surgeon early in his career. While negotiation skills are not 
routinely taught in medical school or surgical training, there are plenty of resources 
available to help develop this important life skill. If the factors resulting in daily job 
dissatisfaction are not able to be changed, then a decision to change jobs should be 
considered. A job that causes more distress than joy on a daily basis will not be 
sustainable over the long term; therefore, it is important that the surgeon clearly 
assesses which components are the most impactful and important part of his overall 
job satisfaction and proceeds accordingly.

13.2  �Personal Factors

There are many personal factors that contribute to a surgeon’s wellbeing. A surgeon 
must pay attention to his own self-care, including his own medical health, nutritious 
eating, regular exercise and good sleep hygiene to help avoid symptoms of burnout.

While maintaining good medical health seems to be obvious for healthcare 
workers, studies have shown that physicians often neglect their own medical needs 
[22, 23]. In a study evaluating family medicine trainees, 92% self-prescribed their 
own medications and 49% felt that they neglected their own health [22]. This is may 
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be due to the fact that 30% of them had not seen a physician within 5 years and 65% 
of them felt unable to take time off if ill [22].

Unfortunately, the chances of having poor health increase with age. A large 
cohort study suggests that 50% of US surgeons will experience a major health issue 
by age 50 years, and that their career may be influenced by personal health issues 
[24]. While there is no clear evidence that routine physicals reduce morbidity or 
mortality [25], in a survey of members of the American College of Surgeons, sur-
geons who reported seeing their primary care provider within the previous 12 months 
were more likely to be up to date with all age- and sex-appropriate health care 
screening guidelines [23]. Furthermore, surgeons who followed national screening 
guidelines for their own health reported higher quality of life scores and decreased 
rates of burnout [23].

Healthy eating sounds easy, but is often difficult for a busy surgeon to fit into her 
life. While nutrition is not a cure for burnout, fueling the body with balanced foods 
boosts energy levels, and prevents medical problems that develop as a complication 
of obesity. A study of residents found that post-graduate year 3 residents were more 
likely to be overweight than post-graduate year 1 residents, suggesting an adverse 
impact of lifestyle and workload on their ability to maintain a healthy weight [26]. 
Additionally, another study involving residents showed a statistically significant 
increase in weight gain throughout training [27]. There are no shortage of meal 
plans and advice, dieticians, meal delivery services, healthy snack options and other 
resources available to help prevent a busy surgeon’s lifestyle from compromising 
healthy eating habits, and we recommend this expenditure of time and resources as 
a long-term investment in ourselves.

Regular exercise can easily become another chore or item on a crowded “To Do” 
list for an already over-scheduled surgeon. The Centers for Disease Control (CDC) 
recommend that adults participate in a minimum of 150 min of aerobic activity per 
week and muscle strengthening exercises twice per week [28]. In addition to pro-
moting cardiovascular health, boosting energy levels and helping with maintenance 
of a healthy weight, regular exercise is associated with lower rates of burnout [23]. 
An American College of Surgeons survey found that surgeons who adhered to the 
recommended exercise guideline outlined by the CDC had higher quality of life 
scores and lower rates of burnout [23].

Inadequate sleep is also associated with higher rates of burnout and depression in 
physicians [29–31]. A study of medical students reported higher rates of burnout 
and depression in those who did not get adequate sleep or exercise [30]. Another 
study of interns showed after logistic regression analysis that chronic sleep depriva-
tion had the highest association with becoming depressed [31]. While individuals 
may have slightly different sleep requirements, evidence shows that the majority of 
healthy adults require an average of 7–9 h of sleep each night [32]. Getting enough 
sleep can be especially difficult for a surgeon, given the unique clinical demands of 
covering night call. When her clinical duties allow, practicing good sleep hygiene is 
important to get quality sleep. This includes reducing or eliminating afternoon caf-
feine intake, noise and visual adjustments in her sleeping environment, limiting 
screen-time just before bed, regular exercise and avoidance of excessive alcohol 
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consumption. When emergencies or on-call duties disrupt a night or several nights 
of sleep, it is important to recognize the sleep debt that accumulates. Sleep debt 
must be “repaid” in order to avoid chronic fatigue, so adjusting a post-call schedule 
to accommodate a nap or relaxation is important [33].

13.3  �Skills and Abilities

There is some evidence that a high level of emotional intelligence (EI) is inversely 
correlated with burnout among healthcare professionals [34]. Unfortunately, it is 
near-impossible to discern if this is a cause and effect relationship, and if so, in 
which direction. Nonetheless, it seems likely that the traits of EI—the capacity to be 
aware of, control, and express one’s emotions, and to handle interpersonal relation-
ships judiciously and empathetically—may help surgeons cope better with the many 
stressors that accumulate over time, and result in burnout. To this end, developing 
the skills associated with EI, which are related to resiliency and the capacity to 
maintain wellbeing in the face of adversity, may serve as a component of developing 
individual wellness. As mentioned previously, these should never be considered as 
a panacea in isolation, but rather developed in conjunction with systemic and orga-
nizational changes aimed at improving the work environment.

There is debate as to how much of EI is innate or fixed after early childhood 
development, versus how much potential we have to consciously develop these 
skills as an adult; regardless, the importance of EI to success in many fields of 
human endeavor, has led to the teaching of these skills becoming a major industry 
in and of itself. A detailed discussion of how to develop EI is outside the scope of 
this chapter. However, in brief, EI is commonly described using five components: 
self-awareness, self-regulation, motivation, empathy and social skills [35].

Many high achievers, surgeons included, spent their formative years acquiring 
the intellectual and technical skills necessary to succeed in their highly demanding 
profession. They are already highly motivated, since it is impossible to get to this 
stage of our career without intrinsic motivation. However, they may not have taken 
the time and invested in the very different type of effort necessary to develop self-
awareness, emotional self-regulation and social skills such as active listening and 
effective communication. Therefore, these aspects of EI are often the focus of adult 
education in professionals such as surgeons.

While there are many books and online resources available to those seeking to 
develop these skills by themselves, it is likely more effective to pursue this training 
in a formal setting, with a coach who can provide an external perspective. Usually 
this involves personal interviews and an initial 360 evaluation to establish a base-
line, identification of the most critical areas for improvement, a structured program 
to develop skills in these areas and a final evaluation of the success of these mea-
sures. Unfortunately, this type of intervention is usually very labor intensive and 
thus costly, so may not be feasible for everyone. However, for those being recruited 
to a new position, especially one with any leadership or administrative responsibili-
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ties, or who have identified a particular area that is hindering their success at an 
existing workplace, it is reasonable to negotiate employer support for the time and 
resources necessary to participate in this type of program. Surgeons are a valuable 
and relatively scarce human resource; therefore, an investment that retains a sur-
geon in the workforce or helps ensure their success in a new job will be cost-
effective for the employer in the long run. Given the widespread use of coaching, 
360 evaluations and EI training in the business world, it should not be considered a 
sign of failure or weakness to request this type of support, even in the healthcare 
professions.

For those seeking to increase their self-awareness and emotional regulation at 
their own pace, incorporating a mindfulness-based meditation practice into daily 
life can be beneficial. Even short durations of low-intensity meditation practice have 
been shown to improve concentration, blood pressure, sleep and multiple other fac-
ets of wellbeing [36]. The methodology can be as simple as learning to focus on the 
sensation of one’s breath, which is a foundational mindfulness technique taught in 
nearly all traditions. Over time, the practitioner learns to use this skill not just in 
formal meditation practice but as an anchor in daily life, especially useful in stress-
ful situations. Progressively, awareness of the breath is expanded to a heightened 
awareness of thoughts, emotions and feelings—aspects of our lives that often have 
great impact but lurk unnoticed in the subconscious, often only being given serious 
consideration after unwise actions have been committed. Heightened awareness 
leads naturally to an increased capacity for self-regulation—the first two compo-
nents of emotional intelligence. Together, self-awareness and self-regulation help us 
lead easier lives regardless of the external circumstance, by reducing the unneces-
sary anxiety and distress that we often unconsciously add to the inevitable stresses 
and conflicts of modern life. Over time, this can develop into a heightened and 
durable sense of wellbeing.

As with EI, there are now many published resources that provide instructions to 
the beginner; a brief list of suggested reading is at the end of this chapter. However, 
for those who wish to develop these skills at a higher level, it is usually necessary to 
have access to a teacher in person, who can provide guidance as the practice 
develops.

13.4  �Conclusion

As surgeons, we all trained for many years to focus on our patient’s wellbeing, with 
implicit or explicit instruction that it should be placed above our own. It may there-
fore seem indulgent, even frivolous, to discuss personal wellbeing among surgeons, 
who are a highly privileged group in our society. However, the skills required for a 
surgeon to function at peak performance require a baseline level of health and 
personal wellbeing; furthermore, the ethos of valuing all lives equally requires that 
we take care of ourselves as we would our patients. We have presented several strat-

R. Richmond and S. Dissanaike



153

egies for improving surgeon wellbeing; it is our hope that the reader will choose to 
adopt at least one or two of these, as an important investment in yourself that will 
pay dividends for many years.
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Chapter 14
Addressing External Factors

Hilary Sanfey

14.1  �Introduction

Burnout is characterized by emotional exhaustion (EE), depersonalization (DP), 
and a diminished sense of personal accomplishment (PA) [1]. It is the emotional 
manifestation of a profound mismatch between high expectations for one’s future 
and the reality of daily life. At its most extreme it can lead to substance use, depres-
sion, and suicide [2–7]. Furthermore, burnout can lead to a deterioration in profes-
sionalism, patient care, a higher incidence of medical errors, reduced patient 
satisfaction and an increase in staff turnover [8]. Compassion fatigue is a reduced 
capacity for empathy occurring in individuals whose work requires an intense 
involvement with people and is one symptom of burnout. While other domains of 
burnout may improve in more supportive environments, compassion fatigue will 
persist if one continues to work with the same demanding, emotionally draining 
patient population.

The percentage of surgeons with one or more manifestations of burnout has been 
increasing along with an equivalent decrease in the proportion who report high job 
satisfaction [6, 9, 10]. Risk factors include having young children, purely incentive-
based pay, having a spouse who works as a healthcare professional, increasing 
nights on call, years in practice, and number of hours worked per week [11, 12]. In 
addition, the rapidly changing health care environment has profoundly affected cli-
nician wellbeing [13–16]. The situation is further exacerbated by a surgeon’s reluc-
tance to seek assistance for themselves or others even in the presence of impairment 
[17–19].
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14.2  �Conceptual Model

Wellbeing is a function of the relationship between demands and resources [20]. 
While there are rewards associated with clinical demands, clinicians can become 
demoralized if an organizational environment is insufficiently resourced to sustain 
their efforts to provide good care. Brigham et al. [20] developed a conceptual model 
for wellbeing that can be applied to a range of disciplines, settings, and career stages 
and takes into account socio-cultural, regulatory and organizational factors as well 
as the learning environment [20] (Fig. 14.1). This model illustrates the relationship 
between the clinician and patient and the individual and external factors that con-
tribute to burnout or wellbeing [20]. This chapter will address the external factors 
that impact physician wellbeing using this model as a conceptual framework. While 
individual characteristics certainly contribute to burnout, the evidence suggests that 
system attributes such as workload, autonomy, control over practice, and quality of 
the work environment play a more significant role [15, 21].

14.3  �Socio-cultural Factors

This category includes societal and patient expectations as well as discrimination or 
bias based on characteristics of personal identity (Table 14.1, Fig. 14.1). Surgery is 
a challenging profession due to the length of training, the physical demands of com-
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This conceptual model depicts the factors associated with clinician well-being and resilience; applies these factors across all health care professions, specialties, settings, 
and career stages; and emphasizes the link between clinician well-being and outcomes for clinicians, patients, and the health system. The model should be used to 
understand well-being, rather than as a diagnostic or assessment tool. In electronic form, the external and individual factors of the conceptual model are hyperlinked to 
corresponding landing pages on the Clinician Well-Being Knowledge Hub. The Clinician Well-Being Knowledge Hub provides additional information and resources. The 
conceptual model will be revised as the field develops and more information becomes available.
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FACTORS AFFECTING CLINICIAN WELL-BEING AND RESILIENCE

Fig. 14.1  Factors affecting clinician well-being and resilience. (Reprinted from [20])
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EXTERNAL FACTORS

• Accreditation, high-stakes assessments, 
and publicized quality ratings 

• Documentation and reporting 
requirements

• HR policies and compensation issues
• Initial licensure and certification
• Insurance company policies
• Litigation risk
• Maintenance of licensure and 

certification 
• National and state policies and practices
• Reimbursement structure
• Shifting systems of care and 

administrative requirements 

RULES & REGULATIONS ORGANIZATIONAL FACTORS
• Bureaucracy 
• Congruent organizational mission and 

values 
• Culture, leadership, and staff 

engagement
• Data collection requirements 
• Diversity and Inclusion
• Harassment and discrimination
• Level of support for all healthcare team 

members 
• Power dynamics
• Professional development opportunities
• Scope of practice
• Workload, performance, compensation, 

and value attributed to work elements

LEARNING/PRACTICE ENVIRONMENT 
• Autonomy
• Collaborative vs. competitive 

environment
• Curriculum
• Health IT interoperability and 

usability/Electronic health records 
• Learning and practice setting 
• Mentorship program
• Physical learning and practice 

conditions
• Professional relationships 
• Student affairs policies
• Student-centered and patient-centered 

focus
• Team structures and functionality
• Workplace safety and violence

• Administrative responsibilities
• Alignment of responsibility and 

authority 
• Clinical responsibilities
• Learning/career stage
• Patient population
• Specialty related issues
• Student/trainee responsibilities 
• Teaching and research 

responsibilities

INDIVIDUAL FACTORS
PERSONAL FACTORS
• Access to a personal mentor 
• Inclusion and connectivity
• Family dynamics
• Financial stressors/economic 

vitality
• Flexibility and ability to respond 

to change
• Level of engagement/connection 

to meaning and purpose in work
• Personality traits 
• Personal values, ethics and 

morals
• Physical, mental, and spiritual 

well-being  
• Relationships and social support 
• Sense of meaning
• Work-life integration

SKILLS & ABILITIES
• Clinical Competency 

level/experience
• Communication skills 
• Coping skills 
• Delegation 
• Empathy
• Management and leadership
• Mastering new technologies or 

proficient use of technology 
• Optimizing work flow 
• Organizational skills
• Resilience skills/practices
• Teamwork skills

HEALTH CARE RESPONSIBILITIES

• Alignment of societal expectations and
clinician’s role 

• Culture of safety and transparency 
• Discrimination and overt and

unconscious bias
• Media portrayal 
• Patient behaviors and expectations
• Political and economic climates 
• Social determinants of health 
• Stigmatization of mental illness 

SOCIETY & CULTURE

Fig. 14.1  continued

plex operative procedures and the emotional toll associated with unexpected, often 
highly visible, complications. Despite believing we are more resilient than our non-
surgical colleagues, surgeons are more at risk for depression, broken relationships, 
substance dependence, and possibly suicide, all of which impact women differently 
[2, 3, 12]. Furthermore, there is a cultural expectation that suffering should take 
place in silence. The most common coping strategies are keeping stress to oneself, 
concentrating on what to do next, and going on as if nothing happened [22]. These 
responses positively correlate with feeling emotionally exhausted.

In most studies, women have been found to have a slightly increased risk of 
burnout compared with men possibly due to greater work-home conflict [6, 9, 10, 
12]. In addition, patients expect a longer and more empathetic interaction with 
female physicians compared with male physicians. Female doctors have more 
female patients than male doctors, and more patients with psychosocial complexity. 
Patients also tolerate uncertainty less well from a female compared with a male 
physician. Mechanisms to address this include brief increments in visit time, train-
ing in patient expectations during medical school, and adjusting for patient gender 
in compensation plans [23–26].

Physicians frequently neglect their own health and tend not to seek help even 
when they know it is needed [27, 28]. Furthermore, surgeons’ subjective assessment 
of their wellbeing relative to colleagues is unreliable [29]. In one report, a majority 
of surgeons (89.2%) believed that their wellbeing was at or above average, includ-
ing 70.5% with scores in the bottom 30% relative to national norms. After receiving 
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objective, individualized feedback, 46.6% of surgeons indicated that they intended 
to make specific changes as a result. Furthermore, suicidal ideation among surgeons 
over 45 years old is one and a half to three times higher than among the general 
population [5] and only 26% of surgeons describing suicidal ideation sought help. 
This trend of sacrificing self-care begins during medical school and residency and 
continues throughout a career. Fifty percent of residents report putting their life on 
hold until completion of residency and 37% oncologists report “Looking forward to 
retirement” as a “wellness promotion strategy” [19, 30]. Heavy workload, per se, is 
not a predictor of burnout, as surgeons are accustomed to difficult work and long 
hours. Studies on the impact of duty hours on burnout have been conflicting [31–33] 
and the intensity of the workday and its interference with the resident’s home life 
appear to play a more influential role than the amount of sleep the resident has had. 
However, chronic sleep deprivation is a common risk factor for burnout [34].

Individuals with burnout can be less attentive to patient care resulting in a higher 
rate of adverse events and errors. Furthermore, burnout may result from the after-
math of an adverse event particularly if litigation is involved, thus perpetuating the 
vicious cycle of burnout [35, 36]. In the immediate aftermath of error, clinicians 

Table 14.1  External factors contributing to burnout based on the conceptual model developed by 
Brigham et al.

Socio-cultural factors Regulatory business and payer environment

• � Alignment of societal expectations and 
clinicians role

•  Culture of Safety and Transparency
• � Discrimination and overt and unconscious 

bias
•  Media portrayal
•  Patient behaviors and expectations
•  Political and economic climates
•  Social determinants of health
•  Stigmatization of mental illness

• � Accreditation, high stakes assessments, 
and publicized quality ratings

• � Documentation and reporting 
requirements

•  HR policies and compensation issues
•  Initial Licensure and compensation issues
•  Litigation risk
•  Maintenance of licensure and certification
•  National and state policies and practices
•  Reimbursement structure
• � Shifting systems of care and 

administrative requirements
Organizational factors Learning practice environment

•  Bureaucracy
•  Congruent organizational mission and values
•  Culture, leadership and staff engagement
•  Data collection requirements
•  Diversity and inclusion
• � Level of support for all healthcare team 

members
•  Professional development opportunities
•  Scope of practice
• � Workload, performance, compensation and 

value attributed to work elements

•  Autonomy
•  Collaborative vs. competitive environment
•  Curriculum
• � Health IT interoperability, and usability/

Electronic Health Records
•  Learning and practice setting
•  Mentorship
•  Physical practice and learning conditions
•  Professional relationships
•  Student Affairs policies
• � Student-centered and patient-centered 

focus
•  Team structure and functionality
•  Workplace safety and violence

H. Sanfey



161

frequently feel isolated and receive unsupportive, judgmental reactions from peers 
and superiors [37, 38]. Environments that promote a culture of infallibility create 
high standards and expectations that one may fail to meet, resulting in clinicians 
blaming one another, avoiding disclosure, and failing to learn from negative experi-
ences [37, 38]. Commonly cited concerns about seeking help after an adverse event 
include lack of confidentiality and a fear that seeking help would affect their medi-
cal license or professional privileges. Concerns about one’s personal reputation can 
result in a range of negative emotions that last for weeks or even years following an 
adverse event [39]. Even though the culture of surgery is slowly changing, Mortality 
and Morbidity conferences may still unintentionally shame those involved in a med-
ical error [40]. A culture shift is necessary to create space for more open discussion 
amongst colleagues to process negative events [41]. Including surgeon career satis-
faction and measures of personal wellbeing in institutional metrics for success 
would help to ensure that warning signs of burnout are recognized early and treat-
ment is initiated. Studies have demonstrated that in the case of physicians with 
substance abuse, the results of treatment are generally better than that of the general 
public and the majority of physicians who undergo treatment recover and return to 
practice [42].

Traditional views of diligent, hardworking, “self-sacrificing” physicians must 
change to allow work-life integration [43]. However, individual physicians have a 
professional responsibility to take care of themselves, to proactively identify per-
sonal and professional priorities, and take deliberate steps to integrate their personal 
and professional lives. Building community at work and connections with col-
leagues has been shown to reduce burnout and should be pursued [44, 45]. The 
recently announced National Academy of Medicine Action Collaborative on 
Clinician Well-Being and Resilience is one example of the unified approach neces-
sary to address this issue that will require cooperation at every level of the health 
care system [45].

14.4  �Regulatory Business and Payer Environment

This category includes matters pertaining to accreditation, documentation, certifi-
cation and risk of litigation (Table  14.1, Fig.  14.1). The top causes of burnout 
include too many bureaucratic tasks, increasing computerization of practice, 
maintenance of certification requirements and the Affordable Care Act, indicating 
that the main causes are related to regulation rather than direct patient care [46]. 
Additional factors include a loss of control over work and erosion of meaning in 
work [15, 27, 44]. The “devaluing” of physician expertise is further perpetuated 
by the prevalent use of the term “providers” to collectively describe physicians 
and all other care providers [47]. This link between burnout and a reduction in the 
amount of time physicians devote to providing clinical care to patients is both a 
marker of dysfunction in the health care delivery system and a factor contributing 
to dysfunction [27].

14  Addressing External Factors



162

The acronyms that physicians need to understand have exploded and failure to 
correctly meet care standards results in significant payment penalties. These finan-
cial pressures and the increased complexity of reimbursement pathways add to phy-
sician job dissatisfaction and are the principal reasons physicians are leaving their 
medical practices, equating to an annual loss of over 1000 physicians [8, 48]. The 
direct costs of turnover do not take into account the disruptive impact on patients, 
other team members, and the organization’s culture and reputation. The loss of any 
team member increases the risk of burnout among all other members over the next 
12 months [49]. In addition to turnover, hospitals face increased financial risk asso-
ciated with medical errors and malpractice, as well as the short- and long-term dis-
ability of physicians suffering from mental health problems [48]. It is not surprising, 
therefore, that wellness of physicians is increasingly proposed as a quality indicator 
in health care delivery [27].

The burden of documentation required to meet billing requirements for each 
clinic visit, quality reporting, and justification for each test ordered is unsustainable 
[50]. Recommendations to address this are outlined in Table 14.2. Other strategies 
include covering predictable life events with clinician float pools or adding a time in 
the bank model [51]. Such coverage may be cost effective by raising morale and 
reducing burnout-related turnover. The high work hours for physicians relative to 
other professions should be acknowledged with efforts made to improve flexibility 
and enhance work-life integration. One health care system revamped their score-
cards to provide enlightening patient and physician stories while overhauling and 
reducing the number of metrics reported to streamline the data, presenting it in a 
more user-friendly, easy-to-read format [52].

One model that attempts to address the impact of adverse events on the patient 
and the clinician is The Michigan Model [53]. Realizing that deny-and-defend was 
costly, taxing on resources, and a barrier to patient safety, the University of 

Table 14.2  Recommendations for improving the clerical load

•  Reduce and streamline required documentation
• � Clarify tasks, forms, and documentation elements that may be completed by appropriately 

trained non-physicians
• � Eliminate requirements by insurers that physicians perform and document unnecessary 

elements of care to justify billing codes that do not contribute to good medical care
•  Develop a more efficient preapproval process for tests, medications, and procedures
• � Integrate maintenance of certification requirements with standard continuing medical 

education requirements
• � Replace questions by State licensing boards regarding diagnosis or treatment for mental 

health conditions with questions regarding current impairment
•  Build in “desktop” time to the clinic schedule
•  Hire scribes to ease the burden of data entry, the use of templates
• � Require harmonization and standardization between EMR systems to ensure compatibility, 

facilitate smooth transfer of information and reduce duplication of work
• � Educate payors, administrators, and those who have the legislative and regulatory authority 

to provide the necessary perspective and insight to help guide lawmakers involved with 
these decisions

Adapted from Shanafelt et al. The Way Forward
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Michigan Health System transitioned to an open disclosure and offer model built 
on three principles: (I) Patients should be compensated quickly and equitably if 
they received unreasonable medical care; (II) If the care delivered was reasonable 
or did not negatively affect the clinical outcome, caregivers and the institution 
should be given full support; (III) The institution should learn from adverse patient 
safety events to reduce patient injuries, and thereby legal claims. Boothman et al. 
[53] stress the importance of honesty in determining whether or not a patient 
received unreasonable care and emphasize that defending true errors is a waste of 
resources, inhibits health care improvement initiatives, and undermines the devel-
opment of an institution’s culture of safety [53]. With this program, the rate of 
claims resulting in a lawsuit decreased per year and there was a shorter time to reso-
lution and a decrease in costs [54]. This model has been modified by others [55, 
56]. A program at the Brigham and Women’s Hospital operates on the principles 
that humans are fallible and will inevitably make mistakes, therefore the individual 
and institutional responsibility is to learn from these and to work towards prevent-
ing a recurrence in the future [56]. Learning from a medical error and working 
toward future safety improvements correlates positively with growth and resilience 
[41]. This learning cannot occur in a shame and blame environment. In order for an 
institution to support physicians and other healthcare team members to deliver high 
quality care, the organization needs to be a learning organization and promote a 
culture of psychological safety where individuals are not afraid to ask questions or 
raise concerns.

14.5  �Organizational Factors

This category includes organizational culture, diversity and inclusion and support 
for healthcare workers (Table 14.1, Fig. 14.1). It is now evident that organizational 
leadership can have a profound impact on physician satisfaction and wellbeing [44]. 
Recent meta-analyses regarding the overall effectiveness of burnout interventions 
support the argument that burnout is rooted in the organizational coherence of the 
health care system [16, 57, 58]. Organization-directed interventions were associated 
with higher treatment effects compared with physician-directed interventions [56]. 
Interventions targeting experienced physicians and delivered in primary care 
showed evidence of greater effectiveness compared with interventions targeting less 
experienced physicians and delivered in secondary care, but these group differences 
were nonsignificant. Interventions that combined several elements such as structural 
changes, fostering communication between members of the health care team, and 
cultivating a sense of teamwork and job control tended to be the most effective in 
reducing burnout [43, 57, 59, 60].

Shanafelt et al. identified a number of organizational and individual strategies to 
address the drivers of burnout [44, 50]. These are summarized in Table  14.3. 
Implementation of many of these strategies resulted in the burnout rate of their phy-
sicians decreasing by 7%, despite an 11% rise in the rate of burnout in physicians 
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nationally [44]. This reduction was achieved despite having to implement a variety 
of other changes to improve efficiency, decrease costs, and increase productivity 
during the same interval. The Action Collaborative on Clinician Well-Being and 
Resilience was launched in January 2017 [45]. This is a network of more than 60 
organizations with the goals of raising the visibility of clinician anxiety, burnout, 
depression, stress, and suicide, improving baseline understanding of challenges to 
clinician wellbeing and advancing evidence-based, multidisciplinary solutions to 
improve patient care by caring for the caregiver [45]. An Accreditation Committee 
on Graduate Medical Education (ACGME) initiated physician wellbeing sympo-
sium was held in 2015 with more than 100 invited members from multiple stake-
holders [61]. The participants made a number of recommendations including the 
need for education and building awareness on burnout, promoting research and col-
laboration across the continuum to promote cultural change. A task force has been 
charged with continuing to oversee ACGME efforts to address what many now per-
ceive to be a crisis of burnout within the health care work-force.

The Center for Professional Health, at Vanderbilt University is an example of an 
institutional program that aims to support and mentor individuals by identifying 
their unique goals and motivations and developing plans to achieve these [62]. This 
program is based on creating professional health and wellness portfolios which 
combine information on stress, burnout, impairment, resiliency, etc. with self-
reflection and workbook activities. Completing these portfolios allow participants 
to develop self-awareness and build personal goals toward a successful future. 
Another example is a Stanford program developed to promote resident wellbeing 
across several domains including physical, psychological and professional wellbe-
ing [63]. The authors found that while resident satisfaction improved there was no 
demonstrated impact in psychological wellbeing or burnout scores after imple-
mentation. The most valued component of the program was the well-stocked 
refrigerator. Another Stanford program initiative is the “Time in the Bank” pro-
gram [51]. This allows doctors to “bank” the time they spend doing the often-
unappreciated work of mentoring, serving on committees, covering colleagues’ 
shifts on short notice or deploying in emergencies, and earn credits to use as pay-
ment for various work or home-related services including meals, housecleaning, 

Table 14.3  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

Adapted from [44]
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babysitting, elder care, handyman services, dry cleaning pickup, and more all 
aimed to ease work-life conflicts. This pilot program led to big increases in job 
satisfaction, work-life balance and collegiality, in addition to a greater number of 
research grants applied for and a higher approval rate compared with the Stanford 
faculty not in the pilot [51]. Furthermore, banking credits reduced the guilt associ-
ated with asking others for help and encouraged faculty to share responsibility to 
reduce workload when needed.

West et al. conducted a randomized controlled trial to evaluate whether a facilitated 
small-group curriculum was an effective way to use employer-provided protected 
time [64]. Volunteers in both arms of the study received 1 h of protected time every 
other week. Those in the control arm could use this hour in any manner they chose. 
Participants in the facilitated small-group intervention who attended sessions aimed at 
achieving balance and wellbeing experienced significant improvements in empower-
ment, and engagement in work beyond that seen in the physicians receiving only 
protected time. In addition, rates of depersonalization decreased markedly in the inter-
vention arm of the study compared with the control arm; both results were sustained 
for 12 months following the study. These findings suggest that although receiving 
unstructured protected time offered some benefits by itself, the advantages of the 
small-group curriculum were greater. West et al. concluded that it is cost effective to 
provide time each week for clinicians to do what they are most passionate about [64]. 
Introducing flexible work schedules will reduce stress around work-life conflicts. The 
gender differences in burnout identified among US physicians are not seen in the 
Netherlands, where 75% of women physicians work part-time. Part-time options 
allow institutions to use a more flexible career life cycle approach to meet the needs 
of an increasingly diverse workforce and prevent burnout [65].

In summary, institutional changes to promote wellbeing include ensuring ade-
quate staffing, accommodating part-time work, developing stress-reduction pro-
grams, enhancing support for health professionals, and ensuring a reasonable 
workload throughout the day. In addition, dimensions of wellbeing should be rou-
tinely assessed as institutional performance metrics along with more standard insti-
tutional measures.

14.6  �Learning Practice Environment

This category includes professional relationships and educational and training fac-
tors (Table 14.1, Fig. 14.1). Burnout exists across the spectrum of medical education 
and is a significant predictor of poor performance among residents [66], attending 
surgeons [10] and of impaired academic performance in medical students [4]. 
Stressors may change during each year of medical school and suicidal ideation 
increases as medical trainees progress through the system [4, 5, 67, 68]. Over 50% 
of medical students experience burnout, with as many as 10% reporting suicidal 
ideation [4]. Stressors include academic pressure, financial concerns, sleep depriva-
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tion, life events, and student abuse [4]. Dyrbye et  al. recommend that medical 
schools should consider offering a variety of intervention options so that students 
can select activities in which they want to engage [69]. Many medical schools have 
implemented successful stress reduction programs to decrease burnout [70–73].

It is now known that many interns enter training already manifesting signs and 
symptoms of depression that developed during medical school [74]. Overall, 50% 
of residents suffer from burnout with a range that varies from 27 to 75% across 
specialties [75, 76] and increases from the beginning to the end of the intern year 
[34]. The type of burnout may vary by specialty with surgical fields experiencing 
more EE, primary care fields experiencing more DP, and non-primary care/non-
surgical fields experiencing feelings of less PA [76]. A national survey found that 
69% of General Surgery residents met the criterion for burnout on at least one sub-
scale. Among residents with moderate to severe depression, suicidal ideation can be 
as high as 53% [7]. Time demands, lack of control over time management, work 
organization, clerical workload, and interpersonal relationships contribute to burn-
out in residency. Of added concern is that almost one third of residents who self-
identified as being depressed received prescription medications from another 
provider without a formal evaluation (half of these, from fellow residents) and some 
self-prescribed prescription antidepressants [77]. Interventions focused on enhanc-
ing teamwork, mentoring, and leadership skills might be particularly suitable for 
young physicians and for physicians dealing with intense work and patients with 
complex care needs [49, 78], and a structured mentoring program was associated 
with lower burnout on each subscale [79].

Barriers to seeking help among students and residents include concerns of losing 
respect from faculty and peers, lack of recognition of symptoms, time constraints, 
and concerns over negative licensing action [80]. Residents fear being perceived as 
not having the “right stuff” for surgery [19]. Furthermore, 10% of surgeons in prac-
tice and 50% of residents would ignore behaviors that visibly impact clinical perfor-
mance and 32% of surgeons in practice would ignore behaviors that adversely 
impact a surgeon’s personal life or wellbeing and potentially their clinical judgment 
[18, 19]. It is important to learn to recognize the signs and symptoms of burnout, 
depression, and substance abuse and take appropriate steps. Private practice setting 
is associated with increased rate of burnout and depression, and lower career satis-
faction than academic practice [9]. Having a dedicated non-patient care time allot-
ment in an academic, administrative, educational or research capacity was associated 
with lower risk of burnout [10]. Furthermore faculty who spent more time on an 
activity that was most meaningful to them (clinical, academic, research) were found 
to have a lower incidence of burnout [81].

Emotional reactions to adverse events can be devastating, potentially leading 
to depression, anxiety, burnout, and even suicide. At such times, physicians pre-
fer to receive support from physician colleagues [41, 82]. Based on this, Shapiro 
et al. developed a peer support program that was one of the first of its kind to 
rely on clinician colleagues rather than mental health professionals to provide 
support to clinicians involved in medical errors [83]. This program is designed 
to reach out directly to clinicians through a number of channels including risk 
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management, clinician colleagues and offer peer support. Outreach is offered to 
all clinicians involved in a stressful event, so that the clinician in question is not 
singled out as having trouble coping. The support involves respectful listening, 
and helps the peer draw on sources of resilience. In these situations, peer advi-
sors also need to recognize the limits of confidentiality as a listener. For exam-
ple, if a colleague is a danger to himself or others then the information must be 
shared with the appropriate authority. Finally, respectful treatment of colleagues 
is correlated with workplace satisfaction and a decreased likelihood of burnout. 
Therefore, several institutions have instituted mandatory professionalism train-
ing sessions and/or remediation programs [55, 84].

14.7  �Summary

Physicians today have to manage a rapidly expanding medical knowledge base, 
more onerous maintenance of certification requirements, increased clerical 
work and patient portals, new regulatory requirements, and face an unprece-
dented level of scrutiny. Both individual-focused and organizational-level solu-
tions are required to address physician burnout. Individual-directed interventions 
typically involve mindfulness techniques to enhance job competence and 
improve communication skills and personal coping strategies. However, physi-
cians expected to deal with burnout individually might blame themselves for 
being less resilient. Thus, individual-directed interventions are more effective 
when supported by organizational approaches [44]. Organization-directed inter-
ventions can involve simple changes in scheduling and reductions in the inten-
sity of workload or more ambitious changes to the operation of practices and 
health care organizations. These usually involve improved teamwork, changes 
in work evaluation, and in supervision to reduce job demands and enhance job 
control, and increasing the level of participation in decision-making [57]. Health 
care institutions should recognize the potential effect of physician wellbeing on 
the long-term viability of their organization, and dimensions of wellbeing 
should be routinely assessed as institutional performance metrics. Physicians 
based in different health care settings or at different stages of their career might 
face unique challenges and have different needs [57]. In addition, young physi-
cians are at higher risk for burnout compared with experienced physicians. 
Therefore, it is particularly important to focus efforts on junior faculty and sur-
geons less than 10  years out of training. Future research into organizational 
interventions to reduce physician burnout should address the optimal approaches 
to development and implementation of burnout reduction strategies, along with 
assessment of the feasibility and costs associated with these interventions [58]. 
Meaningful progress will require collaborative efforts by national bodies, health 
care organizations, leaders, and individual physicians, as each is responsible for 
factors that contribute to the problem and must own their part of the solu-
tion [50].
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Chapter 15
Wellbeing Considerations for Medical 
Students

Brittany N. Hasty and James N. Lau

15.1  �Introduction

Medical school matriculation signifies the start of medical students’ formal training 
towards becoming a doctor and the realization of their dream of caring for patients. 
This exciting transition also brings a multitude of challenges. The first day denotes 
the beginning of an arduous journey without an instruction booklet. This transition 
into higher education has previously been identified as one of the most stressful 
periods for learners [1]. Each year of medical school brings considerable challenges 
in the students’ environmental, social, cognitive, and psychological realms that are 
all simultaneously ubiquitous and unique to each student.

As medical students embark on their journey, typically 1–2 years are spent in 
classroom-based education. This student-centered phase of medical education is 
similar to college or graduate school, but the curriculum is far more intense, and the 
bell curve is tighter. Concurrently, students are often thrust into early clinical expo-
sure all while the pressure to study for the USMLE Step 1 is moving earlier into the 
first year. Furthermore, students are encouraged to adopt extracurricular profes-
sional activities in order to increase their competitiveness for residency. All of this 
adds unanticipated stress and anxiety in medical students. The knowledge and 
understanding of this by those who teach and mentor medical students must lead to 
a support system, curricular structure, and learning environment that make student 
wellbeing a top priority.

B. N. Hasty 
Loyola University Chicago School of Medicine, Maywood, IL, USA
e-mail: brittany.hasty@lumc.edu 

J. N. Lau (*) 
Stanford School of Medicine, Stanford, CA, USA
e-mail: jnlau@stanford.edu

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-29470-0_15&domain=pdf
mailto:brittany.hasty@lumc.edu
mailto:jnlau@stanford.edu


174

15.2  �The Impact of Student Demographics on Wellbeing

In 2004, the AAMC defined underrepresented populations in medicine as those 
“racial and ethnic populations that are underrepresented in the medical profession 
relative to their numbers in the general population” [2]. Despite an ongoing commit-
ment to increasing underrepresented students in medical school, enrollment remains 
disproportionately low. As of 2018, students who self-identify as White still make 
up nearly 65% of graduating students while the percentages of Black (5.8%), 
American Indian and Alaska Native (0.7%), and Native Hawaiian and other Pacific 
Islanders (0.2%) populations has essentially remained the same or slightly decreased 
[3]. In the same year, 3.3% of students reported being denied opportunities based on 
race or ethnicity and another 8.7% reported being subjected to racially or ethnically 
offensive comments [3]. These behaviors lend themselves to creating a hostile 
learning environment for underrepresented students, which has been related to a 
lower performance and a higher likelihood to fail the USMLE Step 1 [4].

There is another subgroup of medical students that are at high risk of suffering 
psychological distress and if left unaddressed may also result in professional and 
academic hardship. According to the AAMC GQ, for the past 3 years, the number 
of students who identify as gay, lesbian, bisexual, and gender nonconforming are 
increasing [3]. For example, in one survey among first-year sexual minority stu-
dents, those who identified as non-heterosexual, as compared to heterosexual, were 
1.5 times as likely to suffer from depressive symptoms, 1.6 times as likely to suffer 
from anxiety, and 1.8 times more likely to report low self-rated health. Additionally, 
they were significantly more likely to report harassment and isolation. In another 
study, students who self-identified as LGBT were 8.2 times as likely to experience 
heterosexism and 6.6 times as likely to experience anti-LGBT discrimination [5].

We must be diligent to ensure our efforts to improve the learning environment 
take into account all medical students, and these subgroups of students in particular. 
If we fail to target our wellbeing interventions to improve overall mental health for 
our medical students, especially for minority students, we risk undermining our 
goals of workplace diversity and inclusion. By growing the ranks of underrepre-
sented physicians we will drastically improve our capability as a profession to pro-
vide culturally competent care to our patients.

15.3  �The Impact of Step 1 on Wellbeing

The National Board of Medical Examiners (NBME) originally developed the United 
States Medical Licensing Exam (USMLE) Step 1 exam in the 1960s as a pass/fail 
pre-clinical licensing exam, however, its current structure as we know it came to be 
in the 1990s. Typically taken by students between their preclinical and clinical 
years, the exam is a broad assessment of whether medical students can apply impor-
tant concepts of the basic sciences to the practice of medicine with special emphasis 
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on principles and mechanisms underlying health, disease, and modes of therapy. For 
state licensure, the exam is pass/fail, however, residency programs often utilize the 
scaled score as a surrogate for clinical aptitude, and thus resident selection, despite 
no direct correlation to clinical competence [6]. As a result, the USMLE Step 1 
exam has become a high-stakes exam for all medical students, but especially for 
those wishing to pursue competitive specialties.

Students push themselves to their limit in studying for this exam, often sacrific-
ing their psychological and physical wellbeing and, as such, many unintended con-
sequences can be found in the residency application and selection processes, 
workforce disparities, and overall student wellbeing. For one, the cost of the exam 
is $630 and in addition, many students rely on expensive commercial resources to 
prepare for this examination thus placing an additional financial burden on students 
[7, 8]. With over 50% of medical students who graduated in 2018 having more than 
$150,000 dollars in educational debt, this all adds up [3]. Second, due to the added 
pressure of Step 1 preparation, many students opt to disengage with their institu-
tion’s curricula in favor of intensive test preparation [8]. As a result, students work 
to memorize high-yield facts and associations, often at the expense of learning how 
to develop a differential diagnosis and hone their clinical decision making. On top 
of this, underrepresented minorities and those with less parental income on average 
have lower Step 1 scores, which can limit their number of residency interview offers 
[9]. At one institution, students were provided with 18-months of access to a com-
mercial question bank for Step 1 preparation at no cost to the students. They found 
that students’ utilization of the question bank was significantly associated with their 
performance on Step 1, and this was even more profound for students with lower 
Medical College Admission Test (MCAT) scores [10]. At another institution, in the 
months leading up to their Step 1 exam, students were provided with more intensive 
emotional and educational support [11].

Despite calls by students, advisors, and medical school leaders to deemphasize 
Step 1 by removing the numeric score, this will likely not take place due to increas-
ing number of residency applicants for a finite number of positions and increasing 
pressures on programs to systematically select applicants to interview [8]. This 
costly endeavor requires a screening mechanism and with many medical schools 
having migrated their course grading systems to pass/fail, the surrogate assessment 
of medical knowledge remains Step 1. Mindful of the stresses and anxieties sur-
rounding this exam, most medical schools have made changes to the preclinical 
years to accommodate. Resilience training in various forms have been created and 
integrated into medical school curricula, however little change in measurable qual-
ity of life has resulted [12]. Others have implemented additional avenues to address 
this ‘Step 1 climate’ with concrete changes in the pre-clerkship years [11]. These 
include: (1) all courses to be pass/fail, (2) shortening the pre-clerkship course con-
tent and time to allow more time to study for Step 1, and (3) shorten the course 
hours per day and days per week. While unique to each individual medical school, 
the preclinical learning environment and “Step 1 climate,” are significant stressors 
to students. As a result, the pre-clerkship curriculum should be diligently assessed 
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via a thorough program evaluation and with all key stakeholders, including stu-
dents, taking part in creating solutions to be implemented.

15.4  �The Impact of Clinical Rotations on Wellbeing

As medical students transition from the classroom to the bedside, from a student-
centered to a patient-centered learning environment, their roles rapidly evolve. 
Additionally, as students embark on their clerkship journey, the protective effect of 
belonging to a medical student cohort diminishes [13–16]. By immersing them-
selves in patient care, clinical rotations are the cornerstone of a medical student’s 
education. The knowledge they spend countless hours acquiring in their preclinical 
years is brought to the bedside in order to integrate their basic science knowledge, 
clinical knowledge, professionalism, communication and teamwork skills. While 
this transition is essential to becoming a physician, the clinical learning environ-
ment will inevitably contain many unexpected and urgent patient situations, long 
shifts, working weekends and holidays, and taking call, all setting the stage for 
stress, anxiety, and sometimes mistreatment. The increasingly complex patients, 
systems in which we practice, and teams in medicine have made becoming a physi-
cian in the 1.5 to 2 years of the clerkship program daunting. Advanced practice 
providers, students from other schools at the same clerkship sites, and observers 
make the clinical learning environment crowded and often unnecessarily competi-
tive. Life for students is still happening and how family and friends fit into the lives 
of highly intellectual and hardworking focused students learning the ropes of being 
a caring competent physician often goes neglected. Unfortunately, students come 
face-to-face with a culture of medicine in which mistreatment is a common occur-
rence and even culturally acceptable facet of clinical training.

15.4.1  �Mistreatment and Wellbeing

Medical student mistreatment has been shown to have deleterious effects such as 
increased rates of burnout, symptoms of post-traumatic stress, depressive symp-
toms, drinking for escape, and decreased confidence in clinical skills. As of 2018, 
98% of medical students were aware of the mistreatment policies at their relative 
institutions; however, mistreatment remains underreported [3]. The most common 
reason for non-reporting was student perception that the incident was not important 
enough to report (57.4%), they did not think anything would be done about it 
(38.3%), or they fear reprisal (27.2%) [3]. As a result of the increasing prevalence 
of mistreatment, there have been a number of programs implemented aimed to both 
increase reporting and reduce mistreatment [17]. Unfortunately, many programs 
limit their definition of mistreatment to explicit actions (i.e. verbal and physical 
abuse, sexual harassment, etc.) like those put forth by the AAMC and the Liaison 
Committee on Medical Education (LCME); and as such these definitions fail to 
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capture behaviors that fall outside these official definitions (i.e. neglect, failure to 
teach, etc.). Also, it has been found that the definition of mistreatment utilized by 
students varies by student role and student career choice, suggesting that the percep-
tion of mistreatment is far more nuanced and unlikely to be fully captured by insti-
tutional or organizational definitions [18–20].

15.4.2  �Defining Mistreatment

The first step to ensuring medical student well-being on clerkships is to under-
stand how students define mistreatment within the clinical learning environment. 
A study looking to define what mistreatment meant to students collected individ-
ual student definitions from over 200 students [18]. They describe a conceptual 
framework for understanding medical student mistreatment based on the student’s 
role within the clinical learning environment. Students’ definitions of mistreat-
ment centered around their three main roles on the medical team: individual, stu-
dent-learner, and team member. The overarching themes regarding student 
definitions include: (1) Obstruction of Learning (student-learner role), (2) 
Exploitation of Vulnerability (individual role) and (3) Exclusion from Medical 
Team (team member role) (Fig.  15.1) [18]. Furthermore, a fourth theme, (4) 
Contextual Amplifiers of Mistreatment, emerged from student definitions, suggest-
ing that there are factors that amplify or dampen the mistreatment behavior 
(Fig. 15.2) [18]. Faculty and institutions that wish to mitigate the effects of mis-
treatment on medical student well-being should ensure that these student-identi-
fied roles are acknowledged and validated.
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Fig. 15.1  A conceptual framework describing the relationship between the three primary roles of 
the medical student within the clinical learning environment [18]
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15.4.3  �Student-Centered Solutions

Not only should we focus on faculty and institutional interventions to improve med-
ical student wellbeing, but we should encourage and empower medical students 
within the clinical learning environment. For certain clinical rotations, such as 
obstetrics and gynecology and surgery, the reported rates of student mistreatment 
are particularly high. In order to address this problem, a longitudinal mistreatment 
program was implemented on the surgery clerkship at a single institution [21]. This 
student-centric program had three core objectives: (1) To discuss preconceived 
expectations and concerns regarding the surgical culture; (2) To generate a student-
driven definition of mistreatment; and (3) To inform students of available resources 
(informal and formal) to report and address mistreatment [21]. This program was 
well received by students as it provided them with an opportunity to define what 
mistreatment meant to them, a safe environment for them to discuss the learning 
environment, and staff to support and advocate for them [22]. As a result of this 
intervention, the surgery clerkship continues to see a decrease in the number of 
formal mistreatment reports 5 years after its implementation [21, 23].

A mistreatment program such as this has the potential to create long-term 
improvement in the clinical learning environment from the bottom up. Importantly, 
this student-centric program is facilitated by the Clerkship Director and Surgical 
Education Fellows––people who have the authority to make changes in the stu-
dent’s learning environment. As with any discussion regarding the clinical learning 
environment, it should stress the importance of setting bidirectional expectations 
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Fig. 15.2  A schematic to highlight the contextual modifiers of mistreatment based on student-
generated definitions of mistreatment within the clinical learning environment [18]
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between the student and faculty, address real-time conflict resolution, and create an 
environment of psychological safety. While this program reduced the number of 
mistreatment reports, it does not address the harm caused by mistreatment [23]. As 
a means to address this harm, restorative justice has been proposed as a possible 
solution. Restorative justice brings together the individuals involved in a mistreat-
ment event in order to have a collaborative discussion [24]. The purpose is for the 
offender to accept responsibility, potentially find a way to repair the harm that was 
caused, and work to prevent future offenses [24].

Medical students learn and work in a wider context of our medical systems and 
clerkship leaders play a critical role in combating mistreatment. In order to address 
mistreatment, clerkship directors should: (1) Recognize that medical student mis-
treatment is pervasive and prevalent; (2) Accept a broader definition of mistreatment 
as defined by medical students; (3) Identify medical student advocates among fac-
ulty, residents, and fellows and; (4) Provide safe reporting methods for students 
without fear of reprisal. There must be action to address this increasingly ubiquitous 
and stressful environment that if unchecked can lead to broad and dangerous conse-
quences for the students. We see this most seriously in the very high suicide and 
alcoholism rate for medical students [25].

Overall, a formal program in schools of medicine must be strengthened by initia-
tives in all the core clerkship departments. A culture change towards mindful teach-
ing and reflection with mentorship espoused by the faculty, residents, and advanced 
practice providers must be fostered. Each core clerkship, sub-internship, and clini-
cal elective must be formed around attention to the clinical learning environment. 
Utilizing all of these strategies, in whole or in part, may be meaningfully incorpo-
rated into the clinical learning environment as a means to address this important 
issue, and its implications for future generations of physicians. Ultimately, it is rec-
ognizing the student within the context of a constantly changing social, profes-
sional, and clinical environment that will allow us to design, implement, and 
evaluate a system that cares comprehensively for our future physicians and there-
fore ultimately our patients.

15.5  �The Impact of Residency Applications on Wellbeing

Entry into the fourth year of medical school denotes the beginning of a powerful 
transition in the medical education journey. As students wind down their third year 
of medical school, they are simultaneously gearing up for applying to residency. 
The fourth year of medical school usually proceeds in three distinct phases. The first 
phase involves the student utilizing the Electronic Residency Application Service 
(ERAS) in order to generate a residency application and apply to programs. The 
second phase involves interview invites and interview acceptances. In this phase, 
students are obligated to travel to graduate medical education (GME) programs in 
order to interview. Finally, the third phase involves students and programs creating 
rank-ordered preference lists which then, through a computer algorithm, “matches” 
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a student with a program. Since the 1950s, “the Match,” or the National Resident 
Matching Program (NRMP) has dictated where medical students will spend their 
years in residency.

Today’s match looks very different than the 1950s, as applicants far outnumber 
residency positions, the cost of applications and residency interviews have skyrock-
eted, we face an ongoing physician shortage, and for some specialties, the competi-
tion has grown fierce. For U.S. allopathic medical school graduates, those who 
successfully match into residency on average have higher Step 1 and Step 2 scores, 
higher mean number of research experiences, higher number of works of scholar-
ship, and a higher number of contiguous ranks [26]. Since 2002 the average length 
of rank order lists have been increasing, yet the percentage of matched students is 
unchanged [26]. This means that students are applying, interviewing, and ranking 
more programs, but in 2018, 63.5% of U.S. seniors matched to their first or second 
ranked program [26].

The financial stresses of applying to residency are not to be taken lightly. 
Residency applicants are spending anywhere from $5000–10,000  in application 
fees and travel alone [27–29]. On top of the stress of residency applications, stu-
dents must take and pass USMLE Step 2 prior to graduation. The Step 2 exam is 
made up of two parts, a Clinical Knowledge (CK) portion and the Clinical Skills 
(CS) portion. For both CK and CS, students spend nearly $2000 just for registration 
fees [7]. Additionally, the CS portion is held in select U.S. cities and thus many 
students have to incur additional travel and lodging fees in order to take the exam. 
Historically, Step 2 has not been as high-stakes of an exam as Step 1; however, pro-
grams are increasingly using the CK score not only as an application requirement 
but to rank applicants as well [30].

This combination of financial stress, another USMLE exam, and residency selec-
tion can make the final year of medical school one of the most stressful for students.

15.6  �Student Support Instead of Remediation

Competency-based medical education (CBME) is currently being rolled out in under-
graduate medical education. As a result, in 2014, the AAMC released 13 Core 
Entrustable Professional Activities (EPAs) for Entering Residency. The EPAs have 
been developed to guide medical schools to a fundamental set of observable skills 
thought to be necessary for entering interns and residents. Despite this move towards 
competencies, medical schools largely still have in place course exams and intermittent 
skills checks that fall far behind the intent of this paradigm [31]. Failure of these tests 
require remediation. Among the highly accomplished and select group that make up 
medical school students, this can cause anxiety in the ‘failure to fail’ environment [32].

Overall, the goal of medical schools is to train competent students who are pre-
pared to enter residency, and this includes teaching students the clinical skills to care 
for patients. Most schools have a method in which to assess the clinical skills of 
students typically in their preclinical years prior to transitioning to clerkships and 
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again prior to transitioning into residency. A summative assessment utilizing stan-
dardized patients and clinical case vignettes culminates the practice of medicine por-
tion of the preclinical curriculum. The aim of this assessment is to discern those 
students who are ready for clerkship education from those who may need remedia-
tion prior to beginning clerkships. Many propose a thoughtful, individual, and com-
prehensive approach to student support instead of short bursts of remediation [31, 33].

Interestingly, frequent assessments have been suggested as a way to create well-
ness. Many participants cited individual faculty attention as a major strength of their 
remediation programmes. This observation is consistent with literature showing that 
remedial education has the greatest impact on the learner when it is individualized, 
highly interactive, and delivered in a meaningful context [34].

Coordinated student support contributes to medical student wellness since the 
intake is not through an acute remediation lens. The intake must take into account 
the student in the context of them as an individual, a member of a team, and as a 
student [18]. Counseling resources and cognitive testing may be considered in 
addressing wellbeing, clinical skills, professionalism, or a medical knowledge gap. 
In this way, the student can best be helped by tailoring their support program to their 
individual needs. Ideally, this would serve to improve their current state of wellness, 
but more importantly, reinvigorate enthusiasm and engagement in our profession 
that would contribute to their overarching success as a compassionate physician. 
Lastly, if engagement and fulfillment are lacking, then any intervention may first 
need to address if being a physician is the right career pathway for the struggling 
student. Allowing off-ramps at times of support may be able to redirect students to 
other fields, medical or unrelated, that would both contribute to humankind but also 
engage and fulfill the student [32].

15.7  �Concluding Remarks

Positive psychological wellbeing is a critical aspect in becoming a physician and is 
an important predictor of medical student success, resilience, and personal fulfill-
ment. A negative educational learning environment is a key source of anxiety, burn-
out, attrition, and frustration for medical students and directly threatens their 
wellbeing. Whether it be the challenges in the pre-clerkship realm with the looming 
USMLE Step 1 or the clerkship years with the communication mismatches that 
manifest in student mistreatment, changes in the educational environment are also 
where we can make the most impact. Structural changes likely best address the 
pre-clerkship simultaneous curricula of foundational science, clinical performance, 
and Step 1. Expectation setting, reflection, communication, and reframing may alle-
viate the transition to clinical clerkship training. Individualized, interactive, and 
evolving support throughout medical school is more effective at sustaining engage-
ment than standard remediation of failed courses and high stakes competency 
assessments. This support could also assist in allowing off-ramps for mindful stu-
dent life goal reassessment and possible realignment within the context of individ-
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ual wellbeing [32]. Together we must all take into account and understand the 
experiences of our medical students within the context of them as an individual and 
as one who is deeply and intimately woven into our clinical learning environments. 
We must hesitate to make assumptions about what is best for them, and instead 
incorporate them as a key stakeholder in their wellbeing. Ultimately, throughout 
their tenure we must remain committed to treating medical students with respect 
and compassion in order to ensure our next generation of physicians can continu-
ously find meaning in their work and thus deliver excellent care to our patients.
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Chapter 16
Wellbeing Consideration for Residents

Christina Cellini and Lauren Decaporale-Ryan

16.1  �Introduction

Burnout in graduate medical education is a topic of recent and increasing interest. 
Several calls to action of late regarding resident wellbeing have been published 
highlighting the timeliness of this topic [1–3]. Percentages of burnout in medical 
students and residents are higher when compared to age-matched populations. A 
systematic review found a 29% rate of depression and/or depressive symptoms 
among resident physicians across studies, ranging from 21 to 43%, with similar or 
higher rates reported in other studies [4–7]. Attending surgeons appear to report 
similar rates of depression and burnout. In a study by the fellows of the American 
College of Surgeons (ACS), 40% of surgeons experienced burnout, 30% screened 
positive for depression and mental quality of life scores were below those reported 
for the population norm [8].

Burnout may change over the course of a training period/career and vary among 
specialties [7, 9, 10]. The implications of surgeon burnout include association with 
self-reported medical errors and patient safety concerns [11, 12]. As important as 
patient safety is, the impact of burnout to one’s self deserves attention. A survey of 
ACGME residents conducted between 2000 and 2014 reported that after neoplastic 
malignancies, suicide was the second cause of death with suicide rates higher in 
early training [13]. Particularly in females, the risk of suicide is higher for doctors 
than in the general population [14]. The highlighting of resident suicides in the news 
and blogosphere as well as institutional experiences with resident suicide in pro-
grams around the country has led to increased scrutiny of resident training in terms 
of understanding burnout and preparation for a healthy life as a practicing surgeon.
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16.2  �Life of a Surgery Resident

The transition from medical school to residency is intense. No matter how difficult 
medical school is perceived to be by the student, it does not compare to the intense 
experience of residency. Medical school, to a great degree, offers a level of protec-
tion and control with built-in weeks for vacation, studying and choice in terms of 
clinical rotations and electives. Surgery residents now must transition from 4 years 
of anticipated schedules to 5 years of occupational stressors that include excessive 
workload, lack of control and poor balance between reward and effort [15]. Spouses 
and significant others of surgical residents may also be affected with similar rates of 
burnout and psychological distress [16].

The hidden curriculum of medicine refers to the set of influences that function at 
the level of organizational structure and culture. These may include understandings, 
cultures and rituals, taken-for-granted aspects, fundamental values, and “rules of the 
road” [17]. The notions of altruism, being the consummate workaholic, perfection-
ism, and obedience to authority are some of these cultural elements that discourage 
physicians from seeking self-care. While these broad areas of the hidden curriculum 
can be found across all medical specialties, the specific culture of surgery may har-
bor different or more intense feelings.

Some would say surgery has a distinct culture compared to other specialties. 
Surgery can be a polarizing rotation for medical students, eliciting a “love it or hate 
it” reaction [18]. In one study students rotating on a surgery clerkship perceived a 
clear surgery-specific hidden curriculum which, if unable to navigate, was found to 
exclude many from pursuing a surgical career [19]. Stereotypes of surgeons persist 
which include competitiveness, masculinity, requiring sacrifice, self-confidence, 
intimidation and having a poor work-life balance [20, 21]. Implications for surgical 
resident eduation may be a result of generational differences between the current 
medical student body and surgical faculty. The goals and expectations of today’s 
graduating students differ from previous generations in many aspects of training. 
Absence of hierarchy, being less willing to sacrifice lifestyle and family time, and 
expectations of leisure time are such aspects to which younger generations of sur-
geons relate [22]. These generational differences may cause conflict when trainees 
need to seek help but feel like more senior faculty will not approve. The hidden 
curriculum of surgery puts this at odds with these expections and may lead to or 
exacerabate the current issues with resident burnout.

16.3  �Burnout and Wellness in Residency

It has been shown that compared to medical school, burnout rates rise once in resi-
dency. A 2014 large national study by Dyrbe et al. states that the peak time for dis-
tress in physicians in all specialty fields appears to be in residency/fellowship [7]. A 
systematic review by Pulcrano et al. found that across surgical specialties, surgery 
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residents are at increased risk for burnout and tend to report a lower quality of life 
compared to attending surgeons [9]. Lebares et al. found that high levels of burnout, 
severe stress, and distress symptoms are experienced throughout general surgery 
training, with some improvement during lab years [23]. In this cross-sectional study, 
trainees with burnout and high stress were at increased risk for depression and sui-
cidal ideation. Higher dispositional mindfulness was associated with lower risk of 
burnout, severe stress, and distress symptoms, supporting the potential of mindful-
ness training to promote resilience during surgery residency.

Other studies looking at surgery residents report similar concerns. In a survey 
study of PGY 2 residents, training in general surgery (in addition to urology, neurol-
ogy and emergency medicine) was significantly associated with a higher relative 
risk (compared with internal medicine) of reporting symptoms of burnout [10]. Also 
in this study, career choice and specialty choice regret were reported by 19% and 
17.1% of surgery residents respectively (RR 1.6 compared with internal medicine). 
In a similar study of surgery residents from two programs, burnout was found to 
have a direct relationship with both emotional intelligence and positive work experi-
ences such as autonomy, social support, meaningful feedback, and opportunities for 
professional development, suggesting multiple potential areas for intervention [24]. 
In a study looking at six North Carolina surgery programs, prevalence of burnout in 
residents was 75% [25]. Forty percent were at risk for moderate-severe depression 
while 12% of residents reported suicidal ideation just prior to taking the survey. A 
concerning aspect was the finding that prevalence of burnout and depression was 
underestimated by both residents and attendings.

A cross-sectional national survey of surgery residents by Jackson et al. reported 
that bullying and overwhelming work responsibilities were reported as the most 
frequently existing stressors which accounted for high subsequent rates of post-
traumatic stress disorder (PTSD) in surgical residents [26]. In this survey 22% of 
surgical residents responded screening positive for PTSD; 35% of residents were 
identified as at-risk for PTSD. Residents who screened positive for PTSD and at-
risk for PTSD also were found to have an increased likelihood of screening high 
across all burnout components (emotional exhaustion, depersonalization, reduced 
personal accomplishment). This study’s findings suggest a high degree of overlap 
between the risk of burnout and PTSD.

In a survey looking at utilization of duty hours, female surgery residents were 
found to work more hours and have less time off between shifts [27]. Unhappiness, 
depression and feelings of worthlessness were reported more often by female resi-
dents. On qualitative analysis, themes such as lack of female mentorship/leadership, 
challenges from hospital staff, patients and program culture emerged as contributors 
to these findings. As such, there may be value in approaching wellness interventions 
with gender in mind.

The ACGME has recognized trainee wellbeing as an important issue. In 2015, 
the ACGME Council of Review Committee Residents (CRCR), a 29-member mul-
tispecialty group of residents and fellows, conducted an appreciative inquiry 
exercise to define resident wellbeing. From these discussions, consensus themes in 
regards to improving the learning environment, addressing stress in residents, and 
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providing systems to support wellbeing were identified [28]. More recently, the 
ACMGE released updated common program requirements that require every resi-
dency program to address physician wellbeing, burnout, self-care, and mental health 
issues [29]. Changes recommended by the ACGME and the CRCR include increas-
ing awareness of the risk of depression during residency, creating confidential 
mechanisms through which to treat depression in trainees, developing formal peer/
faculty mentoring programs, promoting a more supportive team-centered culture, 
and encouraging additional study of resident wellbeing with the aim of promoting 
better understanding and identifying best practices. The ACGME has established 
the Clinical Learning Environment Review Program (CLER) as a means to promote 
discussions and actions that will optimize the clinical learning environment [30]. 
The program provides feedback to ACGME-accredited institutions bi-annually in 
six areas—one of which is the wellbeing. Originally called “Duty Hours, Fatigue 
Management, and Mitigation”, the focus of Wellbeing has evolved to address “work/
life balance, fatigue, burnout, and support of those at risk of or demonstrating self-
harm”. This new area “recognizes the important role of clinical learning environ-
ments in designing and implementing systems that monitor and support the 
wellbeing of residents, fellows, faculty members, and other members of the clinical 
care team” [31]. A challenge to these expectations is that individual institutions 
have limited/varying resources and time within already packed educational sched-
ules, leaving each program to develop and institute its own interpretation of these 
recommendations. Some institutions, including the University of Alabama at 
Birmingham and Johns Hopkins, have identified a need for institutional oversight of 
these issues by creating an Associate Designated Institutional Official focused on 
maintaining and enhancing the clinical learning environment.

16.4  �What to Do from Here?

Burned out residents become burned out attendings which has implications for ongo-
ing healthcare quality, access and cost, patient satisfaction, reduced productivity, 
increased job turnover, and earlier retirement [12, 32]. The business case for address-
ing burnout, therefore, should start in training. Numerous published studies have 
examined addressing burnout and improving physician wellness. Studies vary from 
personal interventions to organizational approaches, but many agree both are neces-
sary for effective change [15, 33–35]. A study by Balch et al. identifies specific mea-
sures surgeons can take to decrease burnout and improve their personal and professional 
quality of life, such as placing greater emphasis on finding meaning in work, focusing 
on what is important in life, maintaining a positive outlook and embracing a philoso-
phy of work/life balance [36]. Surgeons who reported taking these measures were 
significantly less likely to be burned out (all p < 0.0001). Goldman et al. propose a 
framework to combine organizational and individual factors to address the ACGME 
common program requirements [37]. However, they also acknowledge that competing 
financial strains and institutional and educational regulatory requirements challenge 
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even the most dedicated of wellness champions in terms of the best way to implement 
the specific measures they suggest.

When thinking about addressing the issue of burnout in surgical trainees, many 
first tend to direct their attention to regulations regarding work hours. Work hour regu-
lations were put into place to address patient safety issues, not resident burnout. Even 
so, conflicting results are found in studies looking at work hours and association with 
medical errors [38]. In a 2015 review the authors found that focusing on duty hours 
alone has not resulted in improvements in patient care or resident wellbeing [39]. In 
the Flexibility in Duty Hour Requirements for Surgical Trainees (FIRST) Trial which 
compared standard duty-hour policies with flexible, less-restrictive duty-hour policies 
for surgical residents, there was a trend favoring standard policies with respect to 
outcomes related to perceptions of personal time and resident satisfaction; however 
overall wellbeing did not differ significantly between study groups [40]. More recently 
in a study by Mendelsohn et al., activity trackers were used to measure sleep and 
activity in residents [41]. Of those studied, surgical residents worked the most hours 
per week and obtained fewer hours of sleep per day, however, there was no correlation 
between work hours and average daily sleep with burnout or wellbeing.

Perspectives of residents and program directors may differ when it comes to the 
topic of burnout and the priority of a wellness component to the educational curricu-
lum within a training program. A survey in obstetrics and gynecology programs 
revealed discrepancies between the perspectives that residents and program direc-
tors (PDs) have on resident wellbeing and its priority within the training program 
[42]. While most PDs felt wellbeing programming was a priority, 10% of residents 
felt it should not be a priority. In a subsequent survey of obstetrics and gynecology 
residents, residents who responded that wellbeing was not a priority in their pro-
gram were more likely to report wellbeing issues and burnout (p < 0.001) [43]. In 
internal medicine, residents reported that they would be more likely to seek help if 
their PDs inquired, recommended and/or facilitated help needed [44]. In ophthal-
mology a quarter of PDs reported resident issues with burnout and depression with 
45% reporting the presence of a department wellness program [45]. Respondents 
without wellness programs reported a shortage of time (19/30; 63%) and lack of 
training and resources (19/30; 63%) as barriers to instituting these programs. From 
an ophthalmology resident perspective, 68% of residents reported that their pro-
gram faced issues with resident burnout/depression, 45.6% reported that their resi-
dency programs placed moderate or major emphasis on resident wellbeing, and 
26.7% reported that their department had a formal resident wellness program [46]. 
Finally, in a multispecialty survey of residents and PDs at a tertiary academic center, 
69% of residents met criteria for burnout; however, 92% of PDs estimated burnout 
to be 49% or less [47]. Specifically, in general surgery and surgical subspecialties 
burnout was 89% and 82% respectively.

It is clear that there are high levels of resident burnout in surgery and that the 
majority of PDs and residents think addressing burnout is important. The impor-
tance of addressing burnout in residency also has more direct implications in terms 
of resident performance. Interestingly, in a study of general surgery chief residents 
and PDs reporting what should be included in a non-clinical curriculum, most topics 
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were concordant except for management of burnout [48]. Almost 70% of PDs would 
include a lesson plan addressing the management of burnout compared with 30% of 
chief residents (p < 0.0001). While it is possible that many residents would find 
education on preventing burnout less important than other educational topics, there 
are many reasons why they should reconsider. For example, lower burnout scores 
are associated with better performance on the ABSITE, which for better or worse 
has implications for the fellowship match and board pass rates [49]. In addition, as 
with faculty, rates of burnout in general surgery residents are concerning in terms of 
the potential impact on quality of patient care. Major medical errors reported by 
surgeons are strongly related to a surgeon’s degree of burnout and their mental QOL 
[11]. Higher degrees of burnout have been associated with negative patient care 
attitudes and behaviors, medication errors, and self-reported sub-optimal patient 
care by resident physicians [50, 51].

The burning question on everyone’s mind is how resident burnout can best be 
addressed. Formal implementation of resident wellness curricula in the literature 
are few; however, many approaches to a structured program have been described in 
a variety of specialties [52–57]. The most comprehensive approaches to wellness 
curricula encompass both organizational and individual strategies to improving 
wellbeing. Few studies in the surgical literature describe structured wellness pro-
grams in general surgery training. At the University of Arizona, Riall et al. report 
their results with implementation of wellness program called The Energy Leadership 
Wellbeing and Resiliency Program [58]. This consisted of a year-long curriculum 
based on an executive coaching model called Energy Leadership [59]. This frame-
work is based around self-awareness, mindfulness and emotional intelligence. 
Sessions throughout the year consisted of topics related to team building, commu-
nication, goal-setting, diet, ergonomics, mindfulness, among others. Healthy behav-
ior was encouraged through challenges constructed to improve health and increase 
activity. Perceived stress scale, Maslach burnout inventory, Energy Leadership 
Index, Beck Depression inventory and the ACGME resident survey were used to 
assess residents on all these domains. Overall scores were improved compared from 
prior to implementation of the curriculum. Residents’ reported level of satisfaction 
in leadership skills/communication skills, time management skills as well as other 
domains increased during the intervention, although was this not statistically sig-
nificant. Positive perceptions of the program also increased from 80% to 96% on the 
annual ACGME resident survey.

At Stanford University, a resident wellness program called Balance in Life was 
initiated in 2011 [60]. The goal of the program was to improve resident wellness and 
work-life balance in the context of the stressful surgical training environment. This 
program addressed 4 components of resident wellbeing: physical, psychological, 
professional, and social. Program elements included a fully stocked refrigerator in 
the surgical workroom with a variety of healthy snacks to encourage healthy eating, 
regularly scheduled confidential group meetings with an experienced psychologist, 
mentorship and leadership training and organized social events. Residents were 
surveyed regarding utilization, barriers to use, and perceived value of the program 
components. Overall while there was no change in wellbeing or burnout after pro-
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gram implementation, residents’ perception of the program was that it was feasible, 
highly valued, and positively viewed.

At the University of Rochester, a comprehensive resident wellness program was 
started in 2014. Like others, our program incorporates both organizational and indi-
vidual components. Organizational aspects of the program include the explicit dedi-
cation of leadership to a culture of wellbeing in the department of surgery, 
appointment of a clinical psychologist as the associate program director for wellness, 
a structured resident wellness monthly curriculum, a yearly resident wellness retreat, 
and an annual 2-day leadership retreat and leadership training for rising chiefs. The 
yearly resident wellness retreat has been held since 2015 and residents are given the 
day free of clinical responsibilities and activities are held off-site. The day includes 
nationally recognized speakers on the topics of wellness and burnout, followed by 
several breakout sessions focused on topics of interest identified by residents (e.g., 
subjects connected to personal and/or professional development), a wellness fair 
with community resources (dental practices, behavioral health clinicians, meal deliv-
ery services) and free massages and pet therapy followed by an afternoon of resident-
selected facilitated group activities (e.g., cooking class, art class, softball). One 
hundred percent of survey respondents indicated that the wellness day, especially the 
fair, should be hosted again, with 50% reporting direct moderate benefit to their 
wellbeing and 10% reporting extreme benefit. Departmental dedication to resident 
wellness includes protected time off for health maintenance appointments, including 
primary care, dental, ophthalmology, and behavioral health care. Residents are pro-
vided with contact information for on-site primary care physicians taking new 
patients and are given time off from clinical duties to attend these appointments. 
Allocation of funds was made for healthy snacks in the resident call room as well as 
social functions for residents and their families. Families are also “on-boarded” by 
participating in an orientation to residency life that includes information regarding 
the signs and symptoms of burnout and depression so that they have some of the 
tools to help support their loved ones during this highly stressful time, even from 
afar. Finally, the department identified space in proximity to the operating rooms to 
designate as lactation quarters. The associate program director for wellness is a clini-
cal psychologist who is embedded in the department of surgery. Responsibilities of 
this person include: one-to-one communication, coaching, and leadership training; 
program development and strategic planning for annual wellness events; negotiation 
of contracts with local services for reduced fees (e.g., healthy meal delivery to resi-
dents); consultation for residents and faculty regarding improved team-based com-
munication; support following a critical incident; consultation and referral for 
residents and faculty to community and University-based programming for behav-
ioral health concerns; and consultation to the Clinical Competency Committee 
regarding the relationship between wellbeing/burnout and professionalism, commu-
nication, and technical skills. The one-to-one communication program is offered to 
support physicians in their delivery of care to patients in inpatient and outpatient 
settings, and the operating room. It is intended to improve patient and family satis-
faction, as well as clinician satisfaction through emphasis on communication skills, 
professionalism, capacity to work on a team, time management and efficiency, and 
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leadership skills. To address the individual components of wellness, a year-long 
wellness curriculum was developed, introduced and implemented by the author 
(Cellini) https://www.sciencedirect.com/science/article/pii/S1072751518318659?vi
a%3Dihub. One hour sessions were held monthly during residents’ protected educa-
tion time to cover a variety of wellbeing-related topics including electronic medical 
record optimization, nutrition, ergonomics, sleep hygiene, mindfulness, finances, 
dealing with difficult people as well as processing sessions that included discussions 
centered around difficult clinical and personal scenarios. Residents were surveyed 
after each session and the Physician Well-being Index (PWBI) was administered on 
a quarterly basis [61]. Overall, our findings suggest that residents derived usefulness 
from the explored topics. Though preliminary, PWBI scores and qualitative feedback 
suggest that this curriculum is helping to change departmental culture and shows a 
trend towards improving resident wellbeing. We expect to publish our results in the 
upcoming year with the hope to create a sustainable curriculum that can be studied 
over time and expanded across other surgical specialties.

16.5  �Conclusion

Residency training is a difficult and intense period in the lives of residents. The time is 
ripe to change the culture of the clinical learning environment to improving the health 
and wellbeing of our future physicians during their formative training years. The 
knowledge they gain and experiences they have during these years will shape their 
ability to handle the challenges to come. In doing so we hope they experience the prac-
tice of medicine as one where they can thrive and flourish, rather than merely survive.
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Chapter 17
Approaches to Study Wellbeing

Michael Kochis and Roy Phitayakorn

Because the concept of wellbeing encompasses so many different domains and dis-
ciplines, virtually any research method can be applied to its study. As such, this 
chapter is essentially an overview of the research methods relevant to the biomedi-
cal and social science fields in the broadest sense. There is no single best scheme to 
categorize research designs, but the classification presented here will consist of 
observational studies, correlational studies, and interventional studies (Fig. 17.1). 
The chapter concludes with a discussion how research can be used not just to study, 
but to also actively solve problems.

17.1  �Observational Studies

17.1.1  �A Note on Epistemology

Observational studies seek to describe the current state of affairs of the world. As 
simple as this objective may sound, it actually has significant philosophical under-
pinnings related to our very understanding of knowledge itself. While epistemologi-
cal assumptions actually underpin all research questions, a discussion of them is 
particularly important here because the specific designs used to answer observa-
tional questions can arise from either of two different, but complimentary, schools 
of thought: a quantitative one, which incorporates numbers and statistics, and a 

M. Kochis 
Harvard Medical School, Boston, MA, USA
e-mail: michael_kochis@hms.harvard.edu; mkochis@mgh.harvard.edu 

R. Phitayakorn (*) 
The Massachusetts General Hospital, Boston, MA, USA
e-mail: rphitayakorn@mgh.harvard.edu

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-29470-0_17&domain=pdf
mailto:michael_kochis@hms.harvard.edu
mailto:mkochis@mgh.harvard.edu
mailto:rphitayakorn@mgh.harvard.edu


198

qualitative one, which involves stories about personal experiences. Each 
methodology has its own respective advantages and disadvantages (Table  17.1). 
Correlational and interventional studies, as we will discuss later, are necessarily 
quantitative investigations.

Quantitative research has its origins in positivist thought, which maintains that 
truth is what can be determined by observations and measurements. While pure 
positivism’s views about the world being governed by universal laws were funda-
mental in the development of the scientific method, a more tempered view called 
post-positivism arose in the mid-twentieth century and has since become the pre-
dominant mindset of the scientific community today. Post-positivism maintains that 
there is such a concept as objective “truth,” and while it cannot always be defini-

Observational Correlational Interventional

Qualitative
Methods

Open-ended
Survey
Interview
Focus Group
Field Observation

•

•
•
•

Cross-Sectional
(Descriptive)

Cross-Sectional
(Analytic)

Case-Control

Cohort

Experimental

Pseudo-
Experimental

Randomized
Clinical Trial

Pretest-Posttest
Design

•

•

Fig. 17.1  Major research study categories with example methods. Observational studies seek to 
describe the world. Correlational studies assess for relationships between variables. Interventional 
studies involve the manipulation of an independent variable, and if they involve randomization, are 
the closest researchers can come to proving causation

Table 17.1  Comparison of quantitative and qualitative research

Quantitative research Qualitative research

•  Numerical statistics and relationships •  Personal experiences and opinions
•  One objective and measurable reality •  Reality is socially constructed
•  Deductively test hypotheses •  Inductively generate hypotheses
•  Researcher is impartial •  Data gathering and analysis are subjective
•  Predetermined design, often with controls •  Design is flexible and iterative
•  Large sample sizes •  Perspectives of a few individuals
•  Standardized across situations •  Highlights richness and nuance of context
•  Generalizable on broad scale •  Limited generalizability
•  Efficient data analysis •  Labor- and time-intensive
•  Concise results are easily communicable •  Stories and quotations are compelling

Given the methodologies’ advantages and disadvantages, they can be very complimentary when 
used together
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tively proven, it is still knowable to a reasonable extent. Objectivity manifests as a 
researcher acting in a detached manner and striving to let the data speak for 
themselves.

Under a post-positivist framework, truth can be approached via a hypothetico-
deductive method that rules out alternative hypotheses using statistical tests [1]. Such 
quantitative approaches are fundamental to correlational and interventional studies, 
which seek to make claims about the existence of relationships between variables.

In all, quantitative research is suited to answer questions that can be answered with 
measurements and mathematical relationships. One major benefit of quantitative 
research is that it allows for great breadth of inquiry across a large number of cases. 
Furthermore, distilling the complexity of reality to a few key numbers—effect sizes 
and significance levels, for example—is useful for policy and decision-making.

In contrast to the objectivity of quantitative research, qualitative research emerges 
from a very different worldview. Qualitative research typically is framed from the 
theory of social constructivism, which argues that there is no single reality or truth, 
as “reality” is socially constructed. As such, reality needs to be interpreted and can 
only arise via an interaction between the researcher and the participant. The ques-
tions of qualitative research are open-ended and seek to understand what meaning 
people ascribe to certain experiences.

Unlike the hypothetico-deductive approach, in which data are used to test exist-
ing hypotheses, qualitative research uses an inductive approach in which the data 
are used to formulate theories about the world de novo. This approach is often called 
“grounded theory.” Because these explorations are not constrained by pre-existing 
questions (e.g., response options on a multiple-choice survey), participants and the 
responses they give can help shape what the research questions become. These stud-
ies are often an iterative process, in which research questions are refined as new data 
are acquired.

Because qualitative data are usually situation-specific, investigators must be 
especially cautious in making generalizations beyond the population under study. 
However, such research can paint a more comprehensive and nuanced picture than 
quantitative investigations. Although qualitative results cannot be summarized in 
simple numbers, stories are powerful forces in highlighting issues and motivating 
others to change.

17.1.2  �Cross-Sectional Studies

A quantitative observational approach has accounted for the majority of wellbeing 
research in recent years. This most commonly takes the form of surveys, which give 
a cross-sectional “snapshot” of the world at a given moment. Surveys are quick, 
inexpensive, simple to administer, and can acquire standardized responses from a 
wide range of respondents. One example of a cross-sectional observational study 
was conducted by Shanafelt et al. (2009), who emailed a survey to members of the 
American College of Surgeons [2]. Respondents answered questions derived from 
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validated questionnaires on burnout and quality of life (see Chap. 19) and questions 
that offered five response options ranging from “definitely not” to “definitely yes” 
to describe how much they agreed with associated statements about their career 
satisfaction. Such numerical responses allowed descriptive summary statistics for 
the prevalence of certain outcomes: 40% of respondents met the researchers’ crite-
ria for burnout. Because that result does not involve a statistical test of correlation 
with another variable, it is considered a descriptive finding.

A benefit of surveys is that they allow for responses to be standardized across 
administrations, and results to be directly compared across different samples. Such 
investigations can thus be aggregated in a type of study called a meta-analysis. In 
fact, the previous study was one of 182 included in a meta-analysis conducted by 
Rotenstein and colleagues (2018) to determine the overall prevalence of burnout 
assessed by questionnaires [3]. Rather than finding a clear number, however, the 
authors’ main conclusion was that there was substantial variability in individual 
studies’ estimates of burnout amongst physicians, ranging from 0 to 87.1%, due to 
inconsistency in the definitions employed. This finding speaks to the limitations of 
quantitative research—it can only answer the specific question being asked, perhaps 
at the expense of meaningful interpretation. This, in turn, illustrates the major ben-
efit of qualitative research.

17.1.3  �Qualitative Methods

Common qualitative methods include open-ended surveys, interviews, or focus 
groups. Interviews can be conducted with varying levels of structure and need not 
strictly adhere to a script or set of questions—because such investigation is not con-
strained by a single hypothesis-driven research question, it can, and should, explore 
what the participant finds most important. Another type of qualitative research 
involves direct observations of people. Such “field research” is intended to docu-
ment subjects’ behaviors and interactions in the context of their natural environ-
ments and may or may not involve the researcher engaging and interacting with the 
subjects. In ethnographies, researchers incorporate themselves into different groups 
to better understand their dynamics through personally experiencing them. In natu-
ralistic observation, the goal is to document things as they naturally occur, and the 
researcher remains inconspicuous so as to not alter the subjects’ behaviors. The 
methods of interviews and observations may be packaged together into a case study, 
which is an in-depth exploration of a topic of interest (such as a project, policy, or 
program) and the parties involved [4].

Qualitative data analysis involves labeling the specific content of interview tran-
scripts or field notes with codes that may represent bigger-picture ideas or trends. 
These codes used can be previously established (etic approach) or newly created from 
the data itself (emic approach). These codes then help organize the data into overarch-
ing themes. Given the amount of work required to gather and analyze qualitative data, 
the scope of qualitative studies is much narrower than that of quantitative work.
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An important consideration about qualitative research is that data acquisition and 
analysis are subjective. Researchers must be aware of reflexivity, which involves 
reflecting on how their own presence or attitudes can impact their work. For inter-
views, this may manifest in how they phrase certain questions or how their own 
traits influence how subjects respond to them. In observations, their background 
experiences may impact how they notice and interpret certain actions.

A qualitative study on wellbeing conducted by Winkel et al. (2018) sought to 
“examine the experiences of obstetrics and gynecology residents to generate a 
theory of how residents learn to thrive” in their stressful work environment [5]. It 
took on a constructivist approach with grounded theory methodology, referring to 
the understanding that knowledge was created by the residents themselves and the 
study’s conclusions would arise from the residents’ responses, not some external 
standards initially conceptualized by the investigators. A purposive sampling 
approach targeted specific residents of interest: those suspected to “have an 
intense but not extreme experience of the phenomenon of resilience.” Semi-
structured interviews guided but did not dictate the discussions. Responses were 
transcribed, key content was coded with inductive labels, and a codebook was 
created. This codebook included 54 codes that the investigators then arranged into 
categories and revealed relationships between categories. The researchers reached 
thematic saturation, in which additional interviews did not produce substantively 
new data, after 18 interviews. In terms of the results, the manuscript presents the 
key categories, such as “Support System” and “Attention to Self,” with illustrative 
quotations from participants. The findings often involve connections and tensions 
the residents perceive—experiences that could only surface through personal 
communication. The researchers demonstrate reflexivity in acknowledging how 
their background in narrative medicine might have influenced their findings: 
“ideas related to professional identity, empathy, and humanism might have 
emerged more prominently.”

17.1.4  �Mixed Methods Research

The fact that quantitative and qualitative research methods operate with different 
epistemological frameworks does not mean they are incompatible. In fact, each 
method’s unique ability to answer specific types of questions means that the two can 
be especially potent when used together. Research projects that incorporate and 
integrate both quantitative and qualitative components are referred to as mixed-
methods studies.

Mixed-methods studies can be described by the sequence of the two components 
in the research design. Convergent parallel design involves the simultaneous occur-
rence of quantitative data collection and analysis and qualitative data collection and 
analysis. The results are compared and related to yield the final interpretations. This 
is well suited to obtain multiple different perspectives about an issue and can help 
build comprehensive understanding.

17  Approaches to Study Wellbeing



202

Explanatory sequential design begins with quantitative data collection and analy-
sis. It then seeks to explain those initial statistical findings in more depth with quali-
tative inquiry. Exploratory sequential design, on the other hand, begins with a 
qualitative study followed by a quantitative study. It is most appropriate for situa-
tions in which little is known about a topic, and it needs exploration before being 
explained. Performing a qualitative analysis first also helps researchers choose the 
most appropriate quantitative measurements to use later.

Clough et al. (2019) employed the explanatory sequential design in examining the 
barriers to treatment for stress and burnout-related difficulties experienced by doctors 
[6]. The investigation began with a survey in which Australian physicians completed 
the Perceived Barriers to Psychological Treatment (PBPT) scale, an instrument vali-
dated to examine the barriers preventing patients from seeking counseling for depres-
sion, rating how difficult each of 27 items would make it for them to seek care [7]. The 
27 questions cluster around eight domains, including “negative evaluation of services” 
or “time constraints.” The investigators ranked the domains’ mean scores, and statisti-
cal tests assessed for differences in mean ratings between providers from rural and 
metropolitan environments. After that, the investigators conducted a total of 20 semi-
structured interviews of doctors from both settings to identify their perceptions regard-
ing the issue, as well as to develop strategies to promote help-seeking among doctors.

17.2  �Correlational Studies

Correlational research involves quantitative studies that look for relationships 
between and among two or more variables. Although “correlation” also refers to a 
specific statistical analysis that can be used in correlational research, correlational 
research does not require any specific analysis. The main feature of correlational 
research is the design, in which multiple variables are measured. Variables of inter-
est do not need to be continuous; correlations can exist between categories, as well.

In correlational studies, positive correlations mean that the variables increase or 
decrease in tandem, whereas negative correlations mean that one variable increases as 
the other decreases, or vice versa. No correlation implies that the variables are unre-
lated: knowing the change in one variable would not help predict a change in the other.

Like observational studies, correlational studies do not involve the manipulation 
of variables—only the documentation of what naturally occurs. As such, correla-
tional research can be useful to study variables for which experimental testing is 
impractical or unethical. However, a correlation between two variables does not 
mean that the one variable was the cause for the other. Whereas it can be used to 
predict outcomes, it cannot explain them mechanistically.

17.2.1  �Cross-Sectional Studies

These concepts are well illustrated by a study conducted by Shanafelt and col-
leagues (2010) assessing the relationship between surgeon burnout and medical 
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errors [8]. A correlational design is appropriate because it is impossible to assign 
clinicians to different levels of burnout. Using additional data from the same survey 
of American College of Surgeons members mentioned before, this study looked at 
respondents’ self-reported burnout scores and medical errors in the past 3 months. 
Higher levels of emotional exhaustion and depersonalization were each associated 
with higher likelihoods of reporting errors, in a dose-response manner. To be clear 
(and the authors note this), one cannot interpret from these data that burnout is what 
led to more error-making, or that error-making adversely affects physician mental 
health. The only thing that we can assert, with the support of statistical tests, is that 
there is a significant association between the two variables. This research can be 
described as cross-sectional correlational in that it takes a one-time snapshot of a 
population and shows the relationship between two variables.

There are two further correlational research designs common in epidemiology 
that can also be applied to the study of wellbeing: case-control, and cohort. Case-
control studies differ from cross-sectional studies in that they provide information 
not about an entire population but rather only individuals with a specific character-
istic. Cohort studies can shed light on an entire population but are often most useful 
in showing longitudinal effects.

17.2.2  �Case-Control Studies

In a case-control study, the investigator finds “cases” that have some characteristic 
(or outcome) and then “controls” who do not. The controls are matched to the cases 
with regards to as many variables as possible in order to eliminate any confounding 
effects that may also influence the outcome. The investigator then retrospectively 
assesses exposures that each of the two groups experienced to see if there are differ-
ences in exposure rates between the two. The main outcome calculation for these 
studies is the odds ratio, which compares the odds of a case having some exposure 
to the odds of a control having the exposure. While these studies are helpful in 
revealing the relationship between risk factors and outcomes, can be performed 
quickly, and allow for the assessment of multiple factors at once, they are subject to 
recall bias and dependent on the quality of controls.

17.2.3  �Cohort Studies

A cohort study follows a group of individuals prospectively, noting down exposures 
either initially or along the way. Eventually some members of the cohort develop the 
outcome of interest. The main outcome measure is “relative risk” (or rate ratio), 
which is calculated by comparing the risk of developing the outcome in an indi-
vidual who did have an exposure to the risk of developing the outcome in an indi-
vidual who did not have such an exposure. A major advantage of such a prospective 
study is that the criteria for exposure and outcome can be standardized. Cohort 

17  Approaches to Study Wellbeing



204

studies can also be retrospective, in which exposure and outcome have already been 
established and recorded at the time of the study.

Fahrenkopf and colleagues (2008) studied a cohort of pediatrics residents to 
assess the relationships between the depression and burnout, and medication errors 
[9]. The research team used validated instruments to assess residents for the expo-
sures of depression and burnout and trained a team of nurses and physicians to col-
lect outcome data on medical order errors in a standardized way prospectively over 
a month-long data collection period. The analysis found that depressed residents 
made more than six times as many errors as their non-depressed peers. Although the 
prospective results are compelling, this study is not suited to prove the claim that the 
errors occurred because the residents were depressed because both may be the result 
of some other confounding factor.

17.3  �Interventional Studies

17.3.1  �Experimental Studies

The last category of research designs, and the one best suited to answer questions 
about causality, examine the effect of an intervention. Interventional studies assess 
the impact of one or more experimental manipulations of an independent variable 
(“interventions”) on a dependent variable. Because the manipulation of the indepen-
dent variable occurs prior to the measurement of the dependent one, these experi-
ments avoid the directionality issues that can appear in correlational studies (as 
illustrated in Shanafelt et al. [8]). A major distinguishing feature of experimental 
studies is random assignment of participants to the intervention or control groups. 
This promotes validity by reducing the effects of confounding factors besides the 
intervention between the two groups (as illustrated in Fahrenkopf et al. [9]).

These principles are well illustrated in the randomized controlled trial conducted 
by West et al. (2014), which set out to determine if a facilitated small-group curricu-
lum would result in improvement in physician wellbeing [10]. Seventy-four practic-
ing physicians in the Department of Medicine at the Mayo Clinic were randomized 
by a computer algorithm into two groups: 37 would receive 1 h of protected time 
every other week to participate in a curriculum involving facilitated small-group 
discussions, and 37 were allocated to a control group that received an equivalent 
amount of protected time but no formal curriculum. The manuscript presents a table 
common in trial manuscripts demonstrating that baseline demographic data between 
the intervention and control groups were equivalent. Surveys sent out at multiple 
time points during and after the intervention assessed such outcomes as job satisfac-
tion, quality of life, and burnout, allowing statistical comparisons between the two 
groups. This study is unique in comparing data from the intervention and control 
arms with a non-trial cohort consisting of physicians who were eligible to partici-
pate but chose not to. The authors report that burnout rates decreased substantially 
in the trial intervention arm, decreased slightly in the trial control arm, and increased 
in the non-trial cohort.
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17.3.2  �Pseudo-Experimental Studies

Another type of interventional study is a pseudo-experimental study, which also 
involves the manipulation of an independent variable, but not the random assign-
ment of groups. Potential differences between the groups in qualities besides their 
treatment status may threaten internal validity in such “non-equivalent group” 
designs. In the pretest-posttest design, a dependent variable is measured once before 
an intervention and then again after the intervention. Each participant serves as his 
or her own control. However, because there is no concurrent control group as the 
participants are undergoing the intervention, any change from before to after cannot 
be attributed to the intervention itself; there might have been some other effect 
besides the intervention that caused everyone to change. In the domain of wellbe-
ing, it is worth considering the possibility of spontaneous remission, the phenome-
non in which problems naturally improve over time regardless of an intervention. To 
be sure, an individual serving as his or her own control is not necessarily problem-
atic: Randomized controlled trials can involve a crossover design in which subjects 
participate in both the intervention and control exposures at different times through-
out the study. The problem with pretest-posttest studies is not having a control group 
during the same period of the study when others are receiving the intervention.

17.4  �Research as Intervention

Whereas the primary objective of observational, correlational, and interventional 
studies is to generate knowledge about the world, research is not limited to simply 
understanding the status quo; it can also be a vehicle of impacting it. Within the 
context of wellbeing, research projects can be a way of addressing problems such as 
burnout and promoting improvements in the healthcare setting. Design-based 
research and (participatory) action research arose in the educational and social sci-
ence fields, respectively, and have significant applications to the issues at hand. 
Although these approaches take on a stance that is less neutral or detached than 
traditional methods and are less focused on generalizability or reproducibility, the 
knowledge generated through them can be beneficial to other communities strug-
gling with similar issues.

Design-based research is an iterative process involving testing interventions in 
the field, gathering information about their performance, updating them, and then 
trying again. Theory generation happens concurrently with refinement of the inter-
vention. The actual work can involve a range of methods, and since it occurs in 
social environments, researchers are less interested in controlling variables than in 
understanding how complex interactions play out in real life. Action research is 
similarly focused on addressing issues that directly affect the studied population. 
Participatory action research blurs the line between “researcher” and “subject,” 
including the participants in the design of the study so that they have a voice in 
expressing their lived experiences and particular needs. Since its constructivist epis-
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temology emphasizes how knowledge is rooted in individuals’ experiences, action 
research often involves qualitative approaches [11].

The ACGME used a form of action research called appreciative inquiry to “iden-
tify best current resources for promotion of wellness during training, what resources 
ideally should exist, and how the gap between the current reality and the ideal may 
be bridged” [12]. The investigators walked resident representatives on their Council 
of Review Committee Residents through a series of reflective steps discussing the 
“best of what is,” then “what might be,” “what can be,” and finally “what should be.” 
Using a qualitative approach, the residents’ responses were analyzed for themes, 
which were then consensus-scored by two individuals outside the writing team. 
Example themes included “building systems to confidentially identify and treat 
depression in trainees” and “establishing a more formal system of peer and faculty 
mentoring”.

17.5  �Conclusion

Because the concept of wellbeing is so broad, almost any research method can be 
relevant to its study. There is no single optimal way to classify research, but a sound 
understanding of the benefits and limitations of different methods is critical in eval-
uating the potential merits of a study. Observational research simply seeks to 
describe the world as it is, not to measure relationships or assess the impact of an 
intervention or manipulation. Observational research can be accomplished via 
either quantitative or qualitative methods, depending on the type of question being 
asked. Quantitative observational approaches, like cross-sectional surveys, are 
quick, consistent, and therefore quite common, but are limited in what truths they 
can convey. Qualitative research like interviews, on the other hand, allows for 
deeper explorations of people’s experiences and attitudes. Mixed methods studies 
integrate both quantitative and qualitative approaches.

The real benefit of quantitative research lies in its ability to perform statistical 
tests that can demonstrate mathematical relationships between variables. 
Correlational studies are those that reveal relationships between variables as they 
naturally occur. A variety of statistical methods can be applied to correlational stud-
ies, and the specific designs can be cross-sectional, case-control, and cohort. 
However, as compelling as such studies’ statistical relationships may appear, they 
do not imply causation. The gold standard for that is experimental studies, which 
involve an independent variable being manipulated between two groups, with ran-
domization, which eliminates the effect of confounding variables. Lastly, design-
based and action research methodologies show how research can be a means of 
addressing problems. Involving those affected in the research process can be an 
effective way of determining practices most likely to succeed in the complexity of 
the real world.
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Chapter 18
Tools of the Trade

Lindsey Gade and Heather L. Yeo

18.1  �Introduction

Wellness is defined as “diverse and interconnected dimensions of physical, mental, 
and social wellbeing that… includes choices and activities aimed at achieving phys-
ical vitality, mental alacrity, social satisfaction, a sense of accomplishment, and 
personal fulfillment” [1]. The National Academy of Medicine’s (NAM) model of 
wellbeing broadly categorizes the factors contributing to wellbeing into several fac-
tors that can be assessed and targeted for improvement [2]. These are categorized 
broadly as individual factors, including health care role, personal factors, and skills 
and abilities, and external factors, including sociocultural factors, regulatory/busi-
ness/payer environment, organizational factors, and learning/practice environment. 
Figure 18.1 illustrates a simplified version of the NAM model of wellbeing adapted 
by our group.

Burnout is defined as a syndrome characterized by emotional exhaustion (EE), 
depersonalization (DP), and low sense of personal accomplishment (PA) produced 
by chronic occupational stress [3, 4]. An estimated 50% of surgeons suffer from 
burnout which has been associated with negative individual and external wellbeing 
factors [5]. Consequently, the American College of Surgeons (ACS) and the National 
Academy of Medicine (NAM) have issued a call to arms to help identify and remedy 
this epidemic. Despite two decades of research, there remains no consensual 
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diagnostic criteria, and evidence-driven interventions at the individual, organizational, 
and societal level are scarce. It is important for assessment and intervention purposes 
to understand the distinction between burnout and depression. Both are chronic pro-
cesses that result in similar symptoms, but burnout distinctly refers to work related 
distress as opposed to the more global anhedonia described by depression [6–8]. 
Depression has been found to correlate with increased EE, but not with DP or PA 
[6–8]. Suicidal ideation, depression, job dissatisfaction, fatigue, and low mental qual-
ity of health have all been correlated with burnout, but they can be absent in the pres-
ence of burnout or present in the absence of burnout [9–11]. Accurate evaluation and 
diagnosis are necessary to direct intervention. Similarly, wellbeing is not just the 
absence of burnout or depression, but rather physical, mental, and social fulfillment.

Non-cognitive personality traits such as grit and resilience have been associated 
with improved wellbeing and performance [12–17]. Resilience is the ability to 
respond and adapt to stressful conditions in a positive way. Genetic, developmental, 
psychological, biological, and social factors contribute to the development and 
enhancement of resilience [18, 19]. Cognitive-behavioral, emotional regulation, and 
educational interventions have been effective in the development and enhancement 
of resilience which correlated with improved mental health and function [18, 20–
23]. These interventions may be effective for surgeons and warrant further research. 
Grit is defined as perseverance and passion for long-term goals maintained over a 
prolonged period of time (years) regardless of failure, lack of progress, or adversity 

Fig. 18.1  Adaptation of the National Academy of Medicine’s model of wellbeing depicting the 
external and individual factors contributing to wellbeing
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and can be thought of as a combination of perseverance and consistency [24, 25]. 
Psychologists initially characterizing grit argued that it could predict achievement 
almost as well as intelligence and believed it to be responsible for high levels of 
achievement, both academically and physically [25]. Unfortunately, grit is less well 
understood than resilience and more recent re-evaluation of these initial studies 
challenge the fundamental construct of grit. One such study suggests that grit is 
merely a repackaging of conscientiousness and demonstrates that conscientiousness 
is actually predictive of performance and achievement while grit has little to no 
predictive validity [26]. Another describes grit as the singular construct of “effortful 
persistence” that combines with the distinct entities of conscientiousness and intel-
ligence to improve performance and produce achievement [27].

Below we will discuss screening tools for burnout and wellbeing in addition to 
grit and resilience valuations. They are meant to be used as initial assessments rather 
than comprehensive measurements.

18.2  �Burnout Assessment Tools

18.2.1  �Maslach Burnout Inventory (MBI)

Created by social psychologists in 1981, the MBI is the most widely used burnout 
assessment tool in the United States. After rigorous psychometric testing and vali-
dation in mental healthcare workers, Drs. Maslach and Jackson developed a 
22-question survey divided into three core components with strong construct valid-
ity: emotional exhaustion (9 questions), depersonalization (5 questions), and low 
sense of personal accomplishment (8 questions) [4]. Responses for each compo-
nent, or subscale, are measured via a 7 point Likert scale (never to daily) that cor-
respond to the frequency of the attitude assessed. The sum total for each component 
corresponds to established low, average, or high burnout scores within that category 
[28]. Because these are continuous variables, there remains no accepted “yes/no” 
dichotomous definition of burnout which accounts for variability in the prevalence 
of burnout among health professionals [29]. While the MBI was originally created 
for individuals in health services, three versions have been developed including the 
MBI-HSS (Health Services Survey), MBI-GS (General Survey), and MBI-ES 
(Educator’s Survey). The MBI-HSS most closely resembles the original survey 
developed by Maslach and Jackson and will be referred to as “MBI” in this chapter. 
The MBI has validity evidence among a wide variety of health professionals around 
the world and has adapted widespread use in the surgical community despite the 
lack of dedicated validation in United States attending surgeons [3, 28, 30–35]. The 
22-item instrument is proprietary, requiring licensing agreements for use. Because 
of the practical limitations of a 22-item survey, items with the highest factor loading 
from the EE component, “I feel burned out for my work”, and the DP component, “ 
I have become more callous toward people since I took this job” were found not 
only to be appropriate surrogates for burnout when compared to the full MBI, but 
were also found to predict negative outcomes accurately and consistently [36, 37]. 
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These studies were validated in surgeons and support the use of this abbreviated 
assessment in the future. Data from several studies using the MBI have demon-
strated several risk factors that are associated with burnout (Table 18.1) and demon-
strate negative outcomes associated with burnout (Table 18.2).

Table 18.1  Risk factors and protective factors associated with burnout/diminished wellbeing and 
the affected wellbeing domains

Risk factor Wellness category Citation Population

Younger age Individual—personal factors Balch 2011 [38]
Shanafelt 2009 [11]
Campbell 2001 [39]

ACS members
ACS members
US surgical Attendings

Female gender Individual—personal factors Dyrbye 2011 [40]
West 2011 [41]

ACS members
ACS members

Children/number of 
children

Individual—personal factors Campbell 2001 [39]
Shanafelt 2009 [11]
Balch 2011 [42]

US surgical Attendings
ACS members
ACS members

Spouse works in 
healthcare

Individual—personal factors Balch 2011 [42] ACS members

Subspecialty 
trauma 
cardiothoracic 
transplant urology

Individual—health care role Balch 2010 [43]
Shanafelt 2010 [44]

ACS members
ACS members

Work home conflict Individua—personal factors Dyrbye 2011 [45]
Dyrbye 2011 [40]

Internal medicine 
residents
ACS members

Work hours Individual—health care role
External—organizational 
factors

Balch 2010 [43]
Dyrbye 2011 [45]
Balch 2011 [46]
Dyrbye 2011 [40]
Balch 2011 [42]
Dewa 2014 [131]

ACS members
ACS members
ACS members
ACS members
ACS members
Canadian physicians 
(multi-specialty 
including surgeons)

Nights on call Individual—health care role
External—organizational 
factors

Balch 2011 [42]
Balch 2010 [43]
Shanafelt 2009 [11]

ACS members
ACS members

Practice setting—
private practice

Individual—health care role
External—organizational 
factors, learning/practice 
environment

Balch 2011 [47] ACS members

>50% time 
dedicated to 
non-patient care

Individual—health care role
External—organizational 
factors, learning/practice 
environment

Balch 2011 [46] ACS members

Clerical burden Individual—skills and 
abilities
External—organizational 
factors, learning/practice 
environment

Shanafelt 2016 [48]
West 2018 [49]

US physicians 
(multi-specialty 
including surgeons)
US physicians 
(multi-specialty 
including surgeons)
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Table 18.1  (continued)

Protective factor Wellness category Citation Population

Time performing 
meaningful work

Individual—health care role, 
personal factors
External—organizational 
factors, learning/practice 
environment

Shanafelt 
2009 [11]

ACS members

Career fit Individual—health care role, 
personal factors
External—organizational 
factors, learning/practice 
environment

Shanafelt 
2009 [11]

ACS members

Positive leadership 
qualities of immediate 
supervisor

External—organizational 
factors, learning/practice 
environment

Shanafelt 
2015 [5]

US physicians 
(multi-specialty 
including surgeons)

Table 18.2  Negative outcomes associated with burnout/diminished wellbeing and the affected 
wellbeing domains

Outcome Wellness category Citation Population

Medical error Individual—skills and 
abilities, health care role

Shanafelt 2010 
[44]
West 2006 [50]
West 2009 [51]

ACS members
Internal medicine residents
Internal medicine residents

Malpractice Individual—skills and 
abilities, health care role
External—regulatory, 
business, and payer 
environment

Balch 2011 [38] ACS members

Suboptimal patient 
practices

Individual—skills and 
abilities, health care role

Williams 2007 
[132]
Klein 2010 [65]
Shanafelt 2002 
[133]

Primary care physicians
German surgical 
Attendings
Internal medicine residents

Physician turnover External—organizational 
factors, learning/practice 
environment

Shanfelt 2011 
[134]

ACS members

Early retirement Individual—personal factors
External—learning/practice 
environment

Campbell 2001 
[39]
Dewa 2014 
[131]

Surgical residents/
attendings
Canadian physicians 
(multi-specialty including 
surgeons)

Suboptimal 
professionalism

Individual—personal 
factors, skills and abilities, 
health care role
External—learning/practice 
environment

Shanafelt 2016 
[135]
Tait 2016 [136]

US physicians
US physicians

Alcohol abuse Individual—personal factors Oreskovich 
2012 [137]

ACS members

Suicidal ideation Individual—personal factors Shanafelt 2011 
[9]

ACS members

Motor vehicle 
accidents

Individual—personal factors West 2009 [51] Internal medicine residents
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Take Home Points
•	 Gold standard of burnout worldwide
•	 Used as criterion variable to establish validity for Oldenburg Burnout Inventory 

(OBI), Copenhagen Burnout Inventory (CBI), and Physician Wellbeing Index 
(PWBI)

•	 Most extensive psychometric research of any burnout tool
•	 Does not address non-psychiatric effects of stress on wellbeing
•	 Long and complicated to use
•	 Is not specifically targeted to the stresses of being a surgeon

18.2.2  �Oldenburg Burnout Inventory (OBI)

The OBI was constructed in Germany in the late 1990s by social psychologist 
Evangelia Demerouti and colleagues largely in response to the following criticisms 
of the MBI: inadequate assessment of burnout in populations not employed in health 
and human services, unidirectional language (EE and DP contain only negative 
statements, PA contains only positive statements), insufficient assessment of emo-
tional exhaustion, and the belief that exhaustion and depersonalization without low 
personal achievement represent the core components of burnout [52, 53]. This 
16-question survey contains only 2 core components, exhaustion (8 questions) and 
disengagement (8 questions), that stem from the Job Demands-Resource model of 
burnout, where high occupational demands and low occupational resources result in 
the above mentioned core components [53]. Each component contains an equal 
number of positive and negative statements (After work, I feel worn out vs after 
work, I feel fit for leisure activity) that are measured via a 4-point Likert scale 
(strongly agree to strongly disagree). Intended for use in all occupations, “exhaus-
tion” encompasses physical and cognitive exhaustion in addition to emotional. 
Disengagement, as opposed to depersonalization, refers to negative attitudes toward 
work and distancing oneself from work [53]. The OBI has been validated in German 
nurses and “blue-collar workers”, Dutch nurses, physicians, and “white-collar 
workers”, and Americans employed in a variety of enterprises including education, 
healthcare, banking or financial services, government, manufacturing, retail, and 
telecommunications [52–55]. The American sample demonstrated acceptable inter-
nal consistency with each component maintaining Cronbach’s α > 0.74, a borderline 
acceptable 4  month test-retest reliability of 0.51 for exhaustion and 0.34 for 
disengagement, and convergent validity between the OBI and MBI-GS with r = 0.6 
[54]. Outcomes associated with burnout as measured by the OBI include increased 
intent to leave, turnover, poor clinical performance, and absenteeism in Swedish 
nurses [56–58].

Take Home Points
•	 The OBI is a more general survey and can be used in any occupation.
•	 It is sensitive to physical and cognitive stress not detected by MBI which may be 

important considering the taxing nature of surgery.
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•	 It lacks US literature linking performance on OBI to internal or external wellbe-
ing outcomes.

•	 Limited generalizability to US surgeons as the literature is composed of small 
samples of non-surgeon healthcare professionals in international studies.

18.2.3  �Copenhagen Burnout Inventory (CBI)

The CBI was constructed between 1997–2005 by Danish psychologists after the 
MBI was found to be insufficient to measure burnout in the Project on Burnout, 
Motivation, and Job Satisfaction (PUMA), a government funded project commis-
sioned in response to increasing sick days and absenteeism in a union of ~2000 
Danish human services workers. Criticisms of the MBI included disagreement with 
the fundamental components of MBI burnout (depersonalization is a coping 
mechanism, low personal accomplishment is a burnout consequence—neither 
should be included as part of the syndrome), inability to measure burnout in unem-
ployed populations and in non-human services occupations, the “American” nature 
of some questions that generated negative reactions among many Dutch subjects, 
and the cost associated with the proprietary nature of the instrument. The authors of 
the CBI define burnout as severe physical and psychological exhaustion that devel-
ops within different spheres of life as personal burnout, or the degree of exhaustion 
experienced by the person, work-related burnout, or the degree to which exhaustion 
is perceived by the person to be related to work, and client-related burnout, or the 
degree of exhaustion that is perceived by the person to be related to work with 
clients [59]. The 19 question survey is divided into 3 components which reflect the 
domains of burnout: personal burnout (6 questions), work-related burnout (7 ques-
tions), and client-related burnout (6 questions). The survey contains negatively 
phrased questions (How often are you physically exhausted?) and responses are 
measured via 5-point Likert responses (always to never). Each component is scored 
individually. This compartmentalized definition of burnout allows the authors to 
measure burnout in unemployed populations as well as non-human service occupa-
tions. However, there are some major inherent flaws. Burnout is a work-specific 
phenomenon, so the utility of an instrument which measures burnout in an unem-
ployed population should be addressed. Furthermore, life is the integration of per-
sonal and work-related responsibilities and it is unrealistic to measure them as 
distinct, compartmentalized entities. Unlike the MBI and OBI, the CBI has not been 
validated with factor analyses. Each domain had high internal reliability (Cronbach’s 
α = 0.85–.87) in the original sample of Dutch service workers (homecare services, 
psychiatric hospital staff, prison ward staff). Psychometric properties of the CBI 
have since been validated in a number of populations including Spanish healthcare 
workers, Iranian nurses, Chinese human service workers, Italian professors, and 
Japanese nurses [59–65]. Outcomes associated with high levels of burnout as mea-
sured by the CBI include decreased quality of care (German surgeons), academic 
motivation (Australian medical students), wellbeing (Canadian residents), work sat-
isfaction (Canadian residents), social support (Taiwanese nurses, physicians, and 
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administrators), and increased turnover (Iranian nurses), workplace incivility (US 
CRNAs), absenteeism (Dutch human service workers, Norwegian midwives), num-
ber of sick days, anti-depressant treatment, intent to quit, sleep problems, use of 
painkillers (Dutch human service workers), and administrative reorganization 
(Norwegian midwives) [65–72].

Take Home Points
•	 CBI is a general burnout survey that can be used in any occupation as well as in 

unemployed populations
•	 Components of CBI synthesized without factor analysis and support implausible 

work-life dichotomy
•	 The CBI lacks US validation
•	 The CBI has not been linked to other negative outcomes
•	 Limited generalizability to US surgeons as the literature is composed of small 

samples of non-surgeon healthcare professionals in international studies

18.3  �Wellbeing Assessment Tools

18.3.1  �Short Form-12 Health Survey (SF-12)

In the 1980s, the Short Form Health Survey-36 was developed by the RAND group 
in the United States during the Medical Outcomes Study, an NIH-funded study 
designed to assess variation in physician practice and patients’ outcomes during the 
rise of HMOs and competing systems of care to produce reliable scales for the rou-
tine monitoring of patients’ health and wellbeing [73–75]. It was intended to mea-
sure the general health of healthy individuals and those with chronic conditions, and 
to monitor clinical outcomes. The original survey consisted of 36 elements divided 
among 8 domains which was distilled using factor analysis into two summary mea-
sures, physical health and mental health [76, 77]. The survey was found to be psy-
chometrically sound as a tool for health and wellbeing among healthy and chronically 
ill populations, and as a free instrument, gained widespread use in outcomes studies 
[73–75, 78]. The SF-12 was developed in 1996, out of limitations of the SF-36 due 
to its length and impractical application in large scale health measures and monitor-
ing. This 12-element survey, derived from the SF-36 and tested in the US general 
population, contains 2 domains, physical health and mental health, which correlate 
well with the 2 summary measures of the SF-36 (R2 = 0.91, R2 = 0.92 respectively) 
[79]. Validity, reliability, and responsiveness were found to approximate that of the 
SF-36 in cross sectional studies assessing both physical and mental components and 
demonstrated the SF-12 to be a tool that was not only sensitive to change in mental 
and physical health status within a single individual, but a tool that was also able to 
discriminate between groups on the basis of age, diagnosis, and severity of mental 
or physical illness [79–82]. The survey has since been validated around the world 
and used as a tool to monitor clinical outcomes at both the individual and population 
level [79, 83–86].
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Take Home Points
•	 The SF-12 is the gold standard for measurement of general health and 

wellbeing.
•	 It is used as a criterion variable to establish validity for PWBI.
•	 It incorporates both mental and physical health.
•	 It is quick and easy to use (<5 min).

18.3.2  �Physician Wellbeing Index (PWBI)

The PWBI was initially conceptualized in 2010 by Dr. Dyrbye and colleagues at the 
Mayo Clinic as the Medical Student Wellbeing Index (MSWBI), a screening instru-
ment intended to identify students in distress and monitor their wellbeing in the 
medical learning environment [87]. Created using literature review, correlational 
analysis with validated health assessments, and nominal group technique from med-
ical students, deans, psychologists, and medical education experts from multiple 
institutions, the MSWBI included 7 items with dichotomous yes/no (1 point/0 
points) responses to evaluate 5 domains of distress: burnout (emotional exhaustion, 
depersonalization), depression, fatigue, mental quality of life, and physical quality 
of life. The survey was validated by over 2000 medical students from numerous 
United States institutions and exhibited excellent content validity >0.90, acceptable 
internal reliability α = 0.68, and ≥74% sensitivity and 63–100% specificity for iden-
tifying distress within each domain [87]. The WBI was then tested in physicians, 
residents, and a second cohort of medical students to assess its efficacy in detecting 
distress and associated negative outcomes [10, 88, 89]. In a sample of over 2500 
medical students and 7500 physicians, a score of ≥4 was both sensitive and specific 
for low mental QOL, suicidal ideation (SI), and intent to quit [88, 90]. In the physi-
cian sample, a score of ≥4 was also associated with decreased career satisfaction, 
fatigue, and increased self-reported medical errors [91]. In a sample of 1700 resi-
dents, a score of ≥5 was sensitive and specific for low mental QOL and increased 
the likelihood of fatigue, suicidal ideation, and self-reported medical error [10]. 
With the support of the American College of Surgeons (ACS), the PWBI was then 
used in a surgery-specific intervention designed to assess surgeon wellbeing relative 
US physician norms, provide individualized feedback and education promoting 
health and self-care, and facilitate behavioral changes favoring wellbeing [90]. 
Findings demonstrated poor self-assessment of wellbeing in surgeons relative to 
other colleagues with ~70% of surgeons identifying themselves as having average 
or above average wellbeing, while their PWBI scores ranked in the bottom 30% of 
the population. This study is discussed in more detail below.

Take Home Points
•	 The PWBI is designed specifically for MDs and has been validated in surgeons.
•	 It is easy to use—accessible on the ACS website, <5  min, simple 

scoring + interpretation.
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•	 It is weighted towards mental/emotional health but does include physical health.
•	 It is free on the ACS website.

18.3.3  �Quality Work Competence (QWC)

Funded by the Swedish government as a quality improvement (QI) project at a 
regional hospital in 1994, the QWC project consisted of simultaneous QI studies 
addressing quality of care, work environment, and “internal service” with the aim of 
developing a series of instruments that would allow the hospital to quantify quality 
in each area and measure changes over time [92, 93]. The QWC instrument was 
initially composed of three surveys with 14 domains and over 90 elements, but was 
refined as an assessment of organizational and staff wellbeing with 10–14 compo-
nents and >40 elements depending on the study [92–96]. The components include 
mental energy, work climate, work tempo, work-related exhaustion, performance 
feedback, participatory management, skills development, goal clarity, efficacy, 
leadership, employeeship, change focus, patient focus, and quality of care, and were 
measured via a 4-point Likert scale (strongly agree-strongly disagree) which is con-
verted to a percentage. A “dynamic focus score” is calculated using different com-
ponent weights based on the particular factor analysis within that study and the 
single number (0–100%) represents organizational and employee wellbeing [92–
100]. The study was validated in Swedish hospital staff (nurses, physicians, mana-
gerial staff, non-managerial staff) and a small group of US primary care physicians 
and nurses. Outcomes associated with poor organizational and employee wellbeing 
include work performance, absenteeism, turnover, work performance, work produc-
tivity, and biological stress markers within hospital staff [92–100].

Take Home Points
•	 It is an assessment tool used to assess external wellbeing factors and is sensitive 

to institutional changes.
•	 It is a long survey with complex scoring.
•	 There are variable components from study to study—requires definitive factor 

analysis.
•	 Has been validated in a Swedish population but requires validation in US 

population.

18.4  �Personality Assessments

18.4.1  �Grit Scale (Grit-O)/Short Grit Scale (Grit-S)

In the early 2000s, social psychologists at the University of Michigan and University 
of Pennsylvania came to appreciate the importance of grit as a personality trait and 
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its ubiquity in highly successful individuals from a variety of professions. This trait 
could not be adequately measured with existing scales, and in 2007, the Grit Scale 
was developed. This 12-item survey centered on 2 domains, consistency of interests 
and perseverance of effort, and contained both positively and negatively worded 
statements [25]. Responses were measured via a 5-point Likert scale (not at all like 
me to very much like me). Items for the survey were generated to “capture the atti-
tudes and behaviors characteristic of high achieving individuals”, were generic with 
regard to setting (i.e. work, school, military), and were applicable for both adoles-
cents and adults [25]. Items were refined and factor analysis confirmed two domains 
with high internal consistency (α = 0.85). The survey was then tested in several 
different populations including online adult volunteers, Ivy League undergraduates, 
West Point cadets, and National Spelling Bee contestants, and used a variety of tests 
including the Big Five Inventory (measure of conscientiousness, extraversion, neu-
roticism, agreeableness, and openness), the Brief Self-Control Scale (measure of 
self-control), and the Wechsler Intelligence Scale for Children-III to compare and 
contrast predictive validities. Increased grit was correlated with a number of posi-
tive outcomes including higher educational attainment and decreased number of 
career changes (adult volunteers), increased GPA (Ivy League undergraduates), 
increased summer training completion (West Point cadets), and improved perfor-
mance and competition advancement (National Spelling Bee contestants). The 
Short Grit Scale, a more efficient version of the Grit Scale, consisted of 8 items from 
the original survey and preserved the 2 factor structure [24]. It was tested in the 
original populations and found not only to be psychometrically sound, but predicted 
outcomes better than the original [24]. Increased grit, as measured by the Short Grit 
Scale, was associated with improved psychological health and decreased burnout in 
a cohort of surgical residents [17].

This original concept of grit has come under attack in more current literature. A 
meta-analytic review analyzing 88 studies including over 66,000 subjects assessed 
the structure of grit, the relation of grit to performance, and the distinction of grit 
from conscientiousness [26]. The perseverance of effort domain strongly corre-
lated with performance, but the consistency of effort domain did not correlate with 
performance and the combination of the two domains resulted in a significant loss 
of ability to predict performance. This suggests that the consistency of effort 
domain should not be a component of grit. Furthermore, the perseverance domain 
of the grit score and the overall grit score highly correlated with conscientiousness 
(r = 0.89 and r = 0.84 respectively). Taken together, this suggests that the value of 
the grit score in predicting performance stems from the perseverance domain and 
that this domain is basically a measure of conscientiousness. Another study evalu-
ating the structure of grit also found a poor fit for the two factor model and instead 
defined grit as the singular construct of “effortful persistence” distinct from con-
scientiousness [27]. Effortful persistence was associated with “higher life course 
attainment” that could not be explained by IQ and conscientiousness. Further 
research is required to more accurately define grit and the components that distin-
guish and account for its unique effects.
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Take Home Points
•	 Grit is a non-academic trait responsible for success.
•	 Initial studies of grit are promising, but subsequent work reveals major 

inconsistencies.
•	 Further research necessary to define grit, distinguish it from other constructs, and 

determine its role in improving performance and wellbeing.

18.4.2  �Connor-Davidson Resilience Scale (CD-RISC)

The study of resilience over the last 30 years has rapidly increased as psychologists 
began to realize the importance of resilience in mental health and wellbeing in adults. 
Dissatisfied with current definitions and measures of resilience, Drs. Connor and 
Davidson set out to, “develop a valid and reliable measure to quantify resilience, to 
establish reference values for resilience in the general population and in clinical 
samples, and to assess the modifiability of resilience in response to pharmacologic 
treatment in a clinical population” [101]. Drawing on published work in resilience, a 
list of factors considered important in resilience were constructed. While it remains 
unclear how the authors selected the survey content from this list, the resultant sur-
vey contained 25 items from the following 5 domains: “notion of personal compe-
tence, high standards, and tenacity” (8 items), “trust in one’s instincts, tolerance of 
negative affect, and strengthening effects of stress” (7 items), “positive acceptance of 
change and secure relationships” (5 items), “control” (3 items), and “spiritual influ-
ences” (2 items). Responses were measured via a 5-point Likert scale (not true at all 
to true nearly all of the time). The survey was evaluated in the general population 
(accessed via random-digit dial), primary care outpatients, psychiatric outpatients, 
subjects with Generalized Anxiety Disorder (GAD), and subjects with Post Traumatic 
Stress Disorder (PTSD). The survey demonstrated high internal consistency 
(α = 0.89), high levels of agreement in test-retest reliability among PTSD patients 
with no clinical change, and appropriate convergence with validated tests among a 
combined sample of subjects from all groups. While the CD-RISC has been adapted 
internationally and rests upon psychometrically sound validation, UCSD psycholo-
gists sought to improve the quality of the survey by establishing a valid factor struc-
ture [102–110]. Using samples of undergraduates, the survey underwent exploratory 
factor analysis followed by confirmatory factor analysis which resulted in a 10-item 
survey (drawn from the original survey) with a single domain, persistence [110]. 
Scores on the 10-item survey correlated well with the initial CD-RISC (r = 0.92). In 
2007, a 2 item CD-RISC (drawn from the original survey) was developed, containing 
the following two items: “I am able to adapt to change” and “I tend to bounce back 
after illness or hardship” [111]. These items correlated well with each of the other 23 
items on the original CD-RISC and demonstrated good test-retest reliability, conver-
gent validity, and divergent validity when tested in 6 different populations including 
subjects from the general population, family medicine outpatients, psychiatric out-
patients, depressed patients, GAD patients, and PTSD patients. The positive effects 
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of resilience in health professionals include decreased likelihood of depression 
[112], anxiety, stress [112–115], fatigue [112], burnout [116] and improved empow-
erment [117], academic performance [118], quality of life [112–114, 119], conflict 
management skills [117, 120], job satisfaction [115, 121], self-efficacy [115], pur-
pose in life [121], patient and interpersonal relations [115], and positive perception 
of learning climate [112, 119]. It must be noted that only the interventional studies 
measured resilience with validated resilience surveys [113, 114, 122].

Take Home Points
•	 This is the current gold standard for measurement of resilience.
•	 It is not widely used despite gold standard status.
•	 Resilience correlates with improved mental health and wellbeing, so important 

to measure.
•	 Resilience is an actionable target for intervention, so important to measure.
•	 CD-RISC can be used individually and/or in research studies to measure and 

track resilience.

18.5  �Burnout + Wellbeing Interventions

Because there are so many components of wellbeing, interventions to reduce burn-
out and promote wellbeing have been heterogenous, using varied assessments and 
targeting a wide array of outcomes. Applying the same conceptual framework of 
wellbeing to interventions, we will classify interventions as individual or external. 
Most interventions have focused on individual factors of wellness, but there are a 
handful of interventions targeting organizational improvement. Table 18.3 details 
interventions designed to improve individual and external wellbeing. Unfortunately, 
the majority of these studies are small, single-center interventions with poor gener-
alizability and problematic methodology.

Shanafelt et  al.’s electronic intervention supported by the ACS represents the 
strongest study to date, and is actively enrolling [90]. In an online three-step inter-
vention, surgeons provided a self-assessment of their perceived wellbeing compared 
to other physicians, completed the PWBI assessment with immediate feedback that 
included their wellbeing relative to national norms, and provided education regard-
ing common risk factors impacting wellbeing. Last, surgeons reported whether the 
information provided was useful and whether they planned to implement behavioral 
change based on the results.

This study is useful for the following reasons:
•	 Accessibility: the electronic format makes the intervention accessible to thou-

sands of surgeons around the country so that its benefits are not limited to a nar-
row population

•	 Individualization: deficits identified are unique to each surgeon which allows 
tailored intervention specific to the needs of the individual rather than cookie-
cutter group interventions
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•	 Self-Awareness: providing an estimate of one’s own wellbeing relative to others 
before seeing the results allows the surgeon to gauge the accuracy of his/her own 
self-assessment which is crucial to understanding oneself and implementing 
change

•	 Feasibility: the entire intervention is designed to take ~5 min making it practical 
for busy surgeons

Rooted in the transtheoretical model of health behavior change, this intervention 
allows one to identify deficits, provides tools to remedy the deficits, and encourages 
behavioral change. It currently resides on the American College of Surgery website 
and can be accessed at https://www.facs.org/member-services/surgeon-well-being.

18.6  �Conclusion

Validated tools to measure and monitor wellbeing have been effective in identifying 
individuals at risk for and with diminished wellbeing. While there are a variety of 
tools to evaluate individual factors contributing to wellbeing, assessment tools eval-
uating external factors are in need. Surgeon-specific measures of burnout and well-
being still do not exist due to the highly individualized nature of wellbeing, and 
group interventions have been limited in efficacy. Further research must be done to 
design adequate measures of external wellbeing, to develop and implement effec-
tive interventions at a population level, and to prospectively follow interventions to 
determine long-term outcomes and sustainability. In the immediate future, raising 
awareness, teaching surgeons to self-assess, providing easily accessible assessment 
tools, and creating a work environment that is supportive and receptive to change 
are all actions that can be implemented to enhance wellbeing now. Please see addi-
tional chapters in this text which provide further instruction and information on 
achieving and sustaining wellbeing.
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Chapter 19
Evaluating Organizational Structures 
and Institutional Policy for Wellbeing

Yue-Yung Hu and Karl Bilimoria

19.1  �Introduction

Physician burnout has been linked to poor physical health, depression, alcoholism, 
and suicide. Because burned out and/or dissatisfied physicians have less satisfied 
and less compliant patients, make more errors, and are more frequently subject to 
litigation, poor physician wellbeing also detracts from patients’ experiences and the 
quality of their care. Finally, as affected physicians reduce their professional efforts, 
turn over more rapidly, and leave medicine, wellbeing impacts the workforce and 
healthcare system [1, 2]. Given these costs, a business case for the organizational 
prioritization of physician wellness has been made [3].

Much of the focus on physician wellbeing has focused on the individual, with 
proposed strategies including training in resilience, coping strategies, emotional 
awareness/regulation, mindfulness, and stress reduction. In a recent meta-analysis 
of 52 physician burnout interventions, 32 were targeted at the individual and only 
20 at the work environment. Yet, in studies that reported overall burnout as the out-
come, structural or organizational interventions were more effective than those 
directed at the individual [4]. In keeping with these findings, the National Academy 
of Medicine has proposed a conceptual model (Fig. 19.1) in which 4 of the 7 factors 
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Fig. 19.1  National Academy of Medicine conceptual model

associated with clinician wellbeing are “external” (sociocultural, regulatory/busi-
ness/payer environment, organizational, learning/practice environment), and only 3 
“individual” (health care role, personal factors, skills & abilities) [5].

Our own ongoing qualitative studies of surgical resident wellbeing have corrobo-
rated this work. Poor wellbeing is multifactorial, and work/learning environments 
that are unsupportive or difficult to navigate heavily contribute. We’ve encountered 
resistance to the idea of individual training as a solution to a problem with environ-
mental drivers. Individual training may increase the workload of already stressed 
physicians (“another checkbox”) and may also further disillusion them by framing 
the problem as an inadequacy or weakness on their part (“if you were more resilient, 
you wouldn’t be burned out”). Moreover, in failing to address structural or organi-
zational factors that contribute to burnout, the opportunity to prevent it is missed. 
Evaluation at the organizational or environmental level is therefore critical to under-
standing individual wellbeing.

19.2  �Content to Evaluate

19.2.1  �Exposures

Of the 20 organizational/structural interventions in the meta-analysis, 11 involved a 
change in duty hours regulations [4]. However, duty hours are relevant only to resi-
dents, a small proportion of active clinicians. Moreover, after randomizing general 
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surgery residency programs to standard versus flexible duty hour restrictions for the 
Flexibility In Duty-hours Requirements for Surgical Trainees (FIRST) Trial, we 
found a substantial rate of burnout in both study arms with no significant difference 
between the two [6], indicating that even surgical resident wellbeing is more com-
plex than the number of hours worked.

For the Surgical Education Culture Optimization using targeted interventions 
based on National Data (SECOND) Trial, we exhaustively reviewed existing con-
ceptual models of wellbeing [7]. Ultimately, we found Shanafelt’s Areas of Work-
Life conceptual model (Fig. 19.2) [2] the most intuitive for gathering and feeding 
back data to institutions on their local drivers of wellbeing. In it, Workload & Job 
Demands is only one of seven domains—and duty hours are only one aspect among 
many (e.g., use of allied health professionals) within it. Other domains include 
Control & Flexibility (e.g., control over calendars), Work-Life Integration (e.g., 
expectations/role models, vacation policies, medical leave policies), Social Support 
& Community at Work (e.g., social gatherings, team structure, collegiality, physical 
configuration of work unit space), Organizational Culture & Values (e.g., equity/
fairness, organizational mission, behavior of senior leaders, communication/mes-
saging), Efficiency & Resources (e.g., efficiency of electronic health record sys-
tem), and Meaning in Work (e.g., opportunities for professional development). 
Based upon our FIRST follow-up work [8], we added Mistreatment (i.e., discrimi-
nation, sexual harassment, and/or abuse) as an eighth domain. As our work in this 
arena progresses, we may find additional determinants of physician wellbeing wor-
thy of evaluation.

19.2.2  �Outcomes

Although it is the most commonly published metric, burnout represents only one 
dimension of wellbeing. Shanafelt’s model conceptualizes wellbeing as a spectrum, 
ranging from burnout to engagement; both likely need to be measured [2]. 
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Institutions may also measure the downstream consequences of poor wellbeing. 
Residency programs, for example, may track their rates of attrition [9]. Hospitals 
may similarly assess their rates of turnover, as well as their productivity/revenue, 
patient satisfaction, and/or quality/safety [3].

19.3  �Methods

19.3.1  �Measuring Exposures

As with other evaluations of organizational performance, wellbeing may be studied 
both quantitatively and qualitatively. For the SECOND Trial, we are using both 
techniques. In this text, we will review methodologies that we have encountered and 
reviewed, as well as those we have implemented. For a more exhaustive review of 
organizational climate and culture theory and research, we direct readers to 
Schneider, Ehrhart, and Macey [10].

Survey is the most common means of gathering quantitative data on organiza-
tional drivers of wellbeing; institutions administer surveys to individual clinicians 
and analyze their results in aggregate to get an overall sense of their work environ-
ments and/or climates. Whenever possible, we select survey instruments that have 
been previously validated. However, because these instruments were not always 
developed specifically with residents, surgeons, or even clinicians in mind, modifi-
cations are sometimes necessary. When adaptations to existing instruments are 
made, we strongly recommend rigorous and iterative field testing prior to survey 
distribution, followed by confirmatory factor analysis of survey responses to ensure 
that the adapted or novel items accurately capture the intended questions [7].

No instrument currently exists that encompasses all domains described by either 
the National Academy of Medicine [5] or Shanafelt’s Areas of Work-Life [2] model. 
Although the Areas of Worklife Survey [11] (AWS) shares a name with Shanafelt’s 
conceptual model, it was developed by a different group for a much broader popula-
tion; indeed, it was intended as a companion piece to the Maslach Burnout Inventory, 
described below under Measuring Outcomes. As with Shanafelt’s conceptual model, 
the AWS seeks to describe the work environment and its contributions to employee 
engagement or burnout. It consists of either 18 (short version) or 28 (full length ver-
sion) items that fall within 6 domains. Many overlap with Shanafelt’s: Workload, 
Control, Community, and Values. The remaining two, Reward and Fairness, fall 
within Shanafelt’s Organizational Culture and Values domain. Because the AWS 
was constructed for an audience that includes all types of employees, we found it 
necessary to modify some items for physician respondents. For example, we 
changed, “I have enough time to do what’s important in my job,” to, “I have enough 
time for direct patient care after completion of administrative tasks (e.g., notes, 
orders),” and, “My program effectively uses support staff (e.g., advance practice 
providers, social workers, patient transporters, etc.) to allow me to spend more time 
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on patient care activities. To address the Shanafelt domains not captured by items in 
the AWS (i.e., Work-Life Integration, Efficiency & Resources, and Meaning in 
Work), we developed and exhaustively tested additional items, including many that 
address education specifically (e.g., “My program emphasizes learning from adverse 
events or complications rather than placing blame on residents,” and, “My program 
protects educational time.”).

We conceptualize mistreatment in several broad classes: bullying, discrimina-
tion, and harassment. To capture bullying, we adapted the Negative Acts 
Questionnaire, which, in its original form, lists 22 types of verbally/emotionally 
and/or physically abusive behaviors and has been used to survey surgeons [12]. 
Based on other work in trainee abuse [13, 14], we added an item for “being cursed 
or sworn at.” The instruments that exist for discrimination or harassment are less 
universal; there are multiple survey studies published in the literature, each of which 
queries its respondents using a different list of behaviors. We therefore compiled 
items from multiple published articles for use [13–22].

Response bias should be considered when interpreting survey data; because 
affected individuals may be more willing to participate, data that derive from incom-
plete samples may overestimate the magnitude of organizational problems. Rigorous 
attempts to increase response rates should therefore be made. Many surveys pub-
lished in the surgical literature are distributed in ways that preclude calculations of 
response rates (e.g., postings on open forum websites); a clear limitation in trying to 
characterize prevalence. We administer the SECOND Trial survey instrument at the 
time of the American Board of Surgery In-Training Examination (ABSITE). 
Because the ABSITE is mandatory for all residents training in Accreditation Council 
of Graduate Medical Education (ACGME)-accredited general surgery programs, 
we are able to reach the entirety of our population over a single brief period of time 
annually. Concerns have been expressed that measurement at the time of a national 
examination may overestimate distress, while our psychometricians have instead 
suspected that post-test elation underestimates it. We accept this uncertain bias as a 
tradeoff in order to obtain a near complete response rate. We further posit that indi-
vidual residents are more likely to be similar to one another in terms of their exter-
nal stressors at the time of the ABSITE than at other randomly selected times in the 
academic year.

When no comparable circumstance exists for a study population, incentives may 
be helpful. We administer another survey to program directors annually in order to 
inventory ongoing wellness initiatives at their institutions. To encourage participa-
tion, we tie survey completion to trial enrollment, and we allow participants to 
download their responses to submit to the ACGME as evidence of their work in 
wellbeing to maintain their own accreditation. We also multiply contact non-
responders to remind them to participate.

Finally, surveys are commonly criticized for capturing perception rather than 
observed “truth.” We note that wellbeing in the workplace is dependent upon the 
perceptions of its suitability for the individuals working within it; psychological 
safety, for example, is by definition a perceived state. Hence, we believe that percep-
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tion is not only the standard and most convenient, but also the most relevant metric 
in assessing organizational environments.

While useful for canvassing large populations, survey research is entirely depen-
dent on preexisting hypotheses; concepts that are not directly addressed by survey 
items cannot be evaluated. Qualitative research fills this gap; it allows novel, previ-
ously unexplored themes to come to the fore. It also provides a nuanced understand-
ing of the environment that may inform future survey development and/or refinement. 
Indeed, FIRST Trial survey data inspired qualitative work that subsequently 
informed the SECOND Trial: because we noticed a gender difference in burnout 
rates on the ABSITE survey, we performed qualitative interviews to explore the 
cause [23]. That data led us to add questions about mistreatment on the 2018 
ABSITE, and we found that after controlling for these experiences, the gender dif-
ference became insignificant [8]. The SECOND Trial now seeks to characterize 
residents’ work and learning environments more broadly than just mistreatment; we 
hope to better understand culture and how it is enacted and/or reinforced. To that 
end, we are currently visiting 20–30 surgical residency programs to collect various 
types of qualitative data.

Semi-structured interviews and focus groups are among the most common tech-
niques for gathering qualitative data. Individual interviews may diminish anxiety 
about non-confidentiality and encourage people to speak more freely, while focus 
groups allow participants to react to one another’s responses. We initiate our inter-
views and focus groups with questions based on pre-existing hypotheses, then 
explore the responses. Thus, each is conducted differently, and without the rigidity 
inherent to survey construction, we are able to follow where the data leads. Multiple 
viewpoints are important for triangulation. On each Program Tour, we perform indi-
vidual interviews with program leadership, faculty, and residents, as well as sepa-
rate focus groups for junior and senior residents. With all of these perspectives, we 
gain a complete understanding of the rationale behind a policy/intervention, the 
details of its implementation, and its impact. We record all interviews and focus 
groups and have them transcribed for later, iterative thematic analysis. Interviews 
and focus groups are continued until thematic saturation is reached, i.e., when no 
new themes emerge.

Interview/focus group participants may not be able to report all that the research 
team desires to understand. With our SECOND Trial Program Tours, we aim to 
compare and contrast different surgical residency programs, but because most of the 
residents with whom we interact have only had one training experience, they lack 
the context to directly answer that question. Ethnographic observations are an 
important complementary means of obtaining qualitative data: environments are 
visited, and in vivo interactions are observed directly by the research team. On our 
Program Tours, we visit resident workspaces (e.g., housestaff lounges/libraries, call 
rooms) and attend departmental and educational conferences. Tools may be devel-
oped and tested to structure the data capture from these observations. For Morbidity 
and Mortality conferences, we have developed an observation tool that captures 
aspects of the physical space (e.g., most attendees are unable to hear), the emphasis 
of the discussion (e.g., blame, learning), as well as the nature of the interactions 
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(e.g., contentious, defensive, collegial) that may reflect each department’s culture 
and values.

Finally, “artifacts,” i.e., the “implements, notes, or materials,” are another rich 
qualitative data source for understanding organizational culture. We request poli-
cies, procedures, and training materials at each Program Tour. Analysis of these 
articles provides information about codified values and existing infrastructure at 
each program.

19.3.2  �Measuring Outcomes

The Maslach Burnout Inventory (MBI) is the standard instrument for measuring 
burnout. It consists of three domains, emotional exhaustion, depersonalization, and 
personal accomplishment. We use a clinician-focused version with three questions 
per domain. The response for each item is a Likert-type scale reflecting the experi-
ence with which that item is experienced. Because the longest frequency provided 
on the response scale is “a few times a year,” the MBI is not intended for more than 
annual use. Since the ABSITE survey occurs annually, the MBI is appropriate for 
us. However, those seeking to track burnout more frequently (for example, those 
seeking to evaluate the impact of a month-long intervention) may find that the MBI 
is not sensitive enough to change. Moreover, despite having the strongest psycho-
metrics of any instrument for measuring clinician wellbeing, interpretation and/or 
contextualization of the MBI is somewhat complex. It was originally intended to be 
used as a continuous scale, but many clinicians and researchers have found dichoto-
mization more intuitive (“burned out” vs “not burned out”). Because no cutoff was 
established by Maslach, various criteria have been developed by different groups; 
currently there are 47 different ways to interpret the MBI published in the litera-
ture [1].

The Professional Fulfillment Index (PFI) is responsive to many criticisms of the 
MBI. It was designed to assess physicians specifically, and it measures professional 
fulfillment as well as burnout. Its items are anchored over the previous 2 weeks, 
allowing for more frequent assessments than the MBI [24]. Preliminary data indi-
cate that its subscales (work exhaustion and interpersonal disengagement specifi-
cally pertaining to patient care) are more amenable to combining into a single 
“burnout” scale and therefore dichotomizing than the MBI [25]. However, because 
it is a relatively new instrument, the research experience with it is limited. Without 
published norms for their relevant subpopulations, organizations may find it diffi-
cult to contextualize their results.

Other instruments also exist. For a more exhaustive review, we refer readers to 
Rotenstein’s JAMA article [1] and the National Academy of Medicine website [26]. 
Regardless of the instrument selected, organizations should note that wellbeing is a 
potentially sensitive topic and take care to preserve respondent confidentiality. To 
this end, we collect limited demographic variables, and we assure participants that, 
as an independent third-party conducting the survey and performing the analysis, 
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we will not share their responses with their programs or the ACGME. Organizations 
should be prepared to act upon the results of these surveys, as physicians may 
become further disengaged if they report dissatisfaction and see that no action is 
taken as a result [27]. We plan to give SECOND Trial intervention arm programs 
personalized reports of their aggregated exposures and outcomes data (e.g., on the 
Areas of Work-Life questions, on the MBI), as well as access to a toolkit of wellbe-
ing interventions built from what we’ve learned on our Program Tours. We intend 
for them to use this data to identify weaknesses in their learning environments then 
select interventions targeting those areas.

19.4  �Future Directions

Although organizational culture/climate assessment [10] and physician wellbeing 
[1, 4] have been independently studied for decades, further research needs to be 
done to link the two concepts. We hope the SECOND Trial will begin to address this 
gap. After data and toolkit dissemination, annual reassessments (i.e., the ABSITE 
and program director surveys) will be conducted to identify the most impactful 
interventions to include in a final toolkit. Through organizational evaluation and 
intervention, we hope to make meaningful improvements in the education and well-
being of our residents.
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Chapter 20
Emerging Areas of Research

Robert Wright, Arghavan Salles, Dana Lin, and Claudia Mueller

Physician wellbeing has garnered widespread attention, from major organizations 
such as the National Academy of Medicine (NAM) and American Medical 
Association (AMA), to the popular press such as USA Today and Forbes. The atten-
tion is warranted; physician suicide rates are twice the national average [1]. As 
detailed in previous chapters of this encyclopedia, poor physician wellbeing has a 
far-reaching impact, extending beyond individual physicians to the patients [2] and 
health care systems [3, 4]. This chapter will focus on the empirical interventions 
aimed at improving physician wellbeing.

Research has shown wellbeing starts to worsen during medical school [5, 6], 
residency and early in careers [7]. The decline in wellbeing has not gone unnoticed 
by training programs. Most medical schools have dedicated programs focusing on 
medical student wellbeing. In addition, resident wellbeing has been addressed at the 
national level with the Accreditation Council for Graduate Medical Education 
(ACGME) duty hour restrictions [8] and the requirement that residency programs 
have a wellness curriculum.

In spite of the changes to residency training programs, wellbeing at every level 
continues to be an issue. The study of wellbeing within medical professionals has 
mainly focused on the reduction of burnout [9]. In research, burnout is mainly 
defined by its components: emotional exhaustion, depersonalization, and lack of per-
sonal accomplishment [10]. It is typically measured using a standardized outcome, 
the Maslach Burnout Inventory, previously described in Chap. 19, and is reliable and 
easy to administer for self-reporting [10].
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Broadly, wellbeing interventions are categorized by the level of their target: the 
organization or the individual [11, 12]. Organizational interventions focus on a sys-
temic change and often involve changes in workflow. Individual interventions take 
a more traditional approach to focusing on the physician and not necessarily 
the system.

20.1  �Organizational Interventions

An organizational intervention will most likely need the cooperation of many levels 
of the care team, including the administration. For example, an alteration in physi-
cian workflow also results in changes to ancillary staff workflow. In large organiza-
tions, changes require working with administration and potentially union heads to 
ensure alterations in workflow or work systems can be accommodated. Organizational 
interventions use workflow changes that are specific for the specialty, organization 
type, and the staff. It is important that the specific changes made in the interventions 
are designed for the individual organization, but the concepts and rationale for the 
changes are typically replicable to other organizations.

Involving physicians in the design of the organizational intervention is critical to 
successful improvements in wellbeing. One early intervention used a 5-year longi-
tudinal multi-site study to reorganize three aspects of the institutional system to 
meet the desires of the physicians [13]. First, physicians were provided with greater 
control over their work environment, most specifically about the scheduling of clini-
cal duties. Routine group meetings were held to help implement scheduling changes 
that were more in order with physician ideals. Second, focus was placed on improv-
ing order in clinic operations (e.g., through optimization of patient flow and medical 
assistant training). Third, the intervention created more meaning for the physicians 
in their work through changes such as highlighting clinical care rather than admin-
istrative tasks. Over the course of the study, physician wellbeing improved, as evi-
denced by a reduction in emotional and work-related exhaustion. This study 
provided an effective model and illustrates how changes to wellbeing can be made 
when physicians have an explicit voice in their planning and execution. Giving 
agency to the physicians allowed the intervention to be tailored to the needs of each 
site in the study, which led to improved outcomes.

Many organizational interventions also contain components of individual inter-
ventions. One randomized clinical trial tested small-group facilitation for physi-
cians in a department of medicine [14]. The institution provided protected time for 
a group of physicians to participate in wellness sessions. The small-group meetings 
occurred for 1 h every other week and were led by a fellow physician who was 
trained in their conduct. At each session, a different wellbeing-related topic was 
highlighted. For instance, participants completed a wellbeing exercise (e.g., journ-
aling), participated in a group discussion, and learned skills and solutions aimed at 
improving wellness. Another group of participants was randomly assigned to a con-
trol condition in which they were given a protected hour every 2 weeks to use at 
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their discretion. The researchers also obtained the self-reported responses of physi-
cians not enrolled in the study who took part in department surveys. The interven-
tion lasted 9 months with self-reported measures assessed at 3, 6, 9, 12, and 
21  months from the start date. Compared to the control group, the intervention 
group showed significant improvements in empowerment and engagement at work 
at 3 and 12 months post-intervention. Additionally, the intervention group had a 
large decrease in burnout, while the control group had a slight decrease in burnout 
compared to the physicians who completed department surveys over the same time 
period but did not participate in either condition.

An additional example of combining organizational and individual interven-
tions, a pilot study tested a time-banking system and an integrated career-life plan-
ning intervention for physicians in clinical and basic sciences at a university 
hospital [15]. The interventions were designed based on qualitative work which 
found physicians often exchanged duties with friends and colleagues in order to 
meet all of the demands of their careers. The researchers aimed to formalize the 
exchange process and asked participants to log the time they spent on activities 
such as short notice coverage, teaching, and service. Participants were able to view 
their logs as well as their colleagues’ logs to encourage accountability and fairness. 
The study set up two types of rewards for the banked time: home (e.g. meal deliv-
ery, errand outsourcing) and work (e.g. grant writing, academic support). The study 
found that the basic science physicians mainly used the work services while the 
clinical physicians mainly used the home services. Interestingly, the researchers 
focused on research productivity as a main outcome in this study. The researchers 
matched participants with other faculty with similar demographic and job standing 
variables. In the study’s 2-year span, participants were awarded 1.3 more grants 
each compared to the controls, about $1.1 million more per person. Beyond the 
promising outcomes of the study, it was also cost effective, as it only cost about 
$3000 per year per participant. Such a time-banking system is very flexible and can 
be adapted to each institution or department. It may be tailored in both the activities 
which count toward the banking as well as the rewards. This allows for financial 
flexibility as well in that the rewards may be scaled down to lower the potential 
annual cost.

A multi-site study found tailored interventions help improve clinician wellbeing 
[16]. The study set up work teams at each of the 34 participating clinics to help 
identify specific issues. Participants were mainly physicians (90% intervention and 
83% control). The intervention sites set up a combination of tasks meant to improve 
communication, alter current workflow, and develop quality improvement projects. 
These changes involved clinic administration staff assisting with coordinating 
changes to how standard procedures occur. This could be as simple as reassigning 
call schedules or hiring new staff to ensure each clinician has a dedicated medical 
assistant. The study showed that the interventions helped reduce clinician burnout 
and improve satisfaction. Further, they identified workflow modification as having 
the strongest effect, followed by communication improvement.

Not all effective interventions have been as complex as these. To investigate 
burnout in the ICU, researchers compared standard staffing, with a single intensivist 
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covering for a week at a time, to shift staffing, with one intensivist during the day 
and another at night [17]. At the end of the study intensivists working shifts reported 
lower burnout than those in the standard staffing condition. Additionally, intensiv-
ists working shifts reported better work-home balance and less overload. Another 
similar intervention involved changing attending coverage of hospitalist services to 
2 weeks at a time rather than four [18]. The researchers found that burnout was 
lower after the 2-week rotation compared to the 4-week. Additionally, there was no 
difference in patient outcomes between the two conditions, as measured by 
unplanned patient return visits in the month following discharge.

20.2  �Physician Interventions

Many have tried to improve physician wellbeing by focusing on individuals. 
Certainly individual-level interventions are easier to design, test, and implement 
than those at the organizational level. For instance, counseling on an individual or 
group level has been identified as a potentially useful intervention at the physician 
level. A Norwegian study enrolled 227 doctors and provided them with individual 
or group counseling [19] for either 1 day or 1 week, respectively. Participants expe-
rienced reductions in burnout, mental distress, and job stress. One year later, these 
same physicians had lower burnout, mental distress, and job stress compared to the 
pre-intervention baseline. Those who had continued to see a therapist had even 
greater reduction in burnout than those who had not. These data suggest there may 
be long-term benefits to short-term interventions [20]. In a similar study, group 
counseling sessions that took place over the course of 6 weeks were associated with 
lowering of psychological distress and emotional exhaustion [21].

Mindfulness, the ability to be present and focus on current thoughts and situa-
tions, also has been targeted as a way to address decreased wellbeing in physicians 
[22]. One intervention consisted of mindfulness meditation for an intensive phase of 
2.5 h/week for 8 weeks followed by a maintenance phase of 10 monthly 2.5-h ses-
sions. Participants reported decreased burnout compared to prior to the course, an 
effect which persisted for 3 months after the last session. Other studies have shown 
similar benefits from mindfulness [22–25]. One study showed the effect on burnout 
persisted 10 months later. While many of the studies of mindfulness have required 
extensive training and effort, shorter training periods have also been assessed and 
been found to be effective [26]. Even a short course of mindfulness over 5 days was 
associated with less burnout, depression, anxiety, and stress after the interven-
tion [27].

Physician coaching has garnered attention as a possible intervention for improv-
ing wellbeing. A recent pilot coaching program was tested which aimed at specifi-
cally improving wellbeing [28]. Physicians met with trained coaches: two 
pediatricians and a clinical psychologist. At the meetings, participants would 
initially discuss their core values for optimal health and wellbeing. The coaches 
would then work with the participants on a plan and motivation to make positive 
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changes within the specific circumstances of each participant. Most participants 
(89%) completed between three and eight visits. A subset of physicians (39%) 
agreed to participate in semi-structured qualitative interviews after completing the 
coaching program. Three main topics emerged from the interviews: boundary set-
ting, self-compassion/self-care, and increasing self-awareness. Overall, participants 
reported the coaching sessions helpful, particularly for being mindful of the main 
topics and developing plans to help improve wellbeing. In addition, the personal-
ized coaching helped find specific coping strategies for the specific stressors facing 
each participant. The coaching programs have typically targeted residents or junior 
physicians, thus may not be as effective with more senior physicians [29].

Similar to many of the organizational interventions, most of the individual inter-
ventions presented have been intensive and required time and resources. There are 
simple interventions which have shown some promise, however. Researchers aim-
ing to help reduce burnout in a group of surgical residents used a simple belonging 
intervention [30]. The researchers had a group of junior residents read anecdotes 
from senior residents about their struggles as early residents. A control condition 
read anecdotes about ethical dilemmas from senior residents. For junior residents, 
the simple act of reading stories about how senior residents struggling during their 
residency led to a reduction in burnout compared to those junior residents who read 
about ethical dilemmas.

20.3  �Limitations

Although the studies reviewed in this chapter represent a potential way to address 
the wellbeing crisis facing physicians, there are some potential limitations to be 
addressed. First, these studies rely on volunteers and many were only successful in 
recruiting a small fraction of their target population. The benefits observed in the 
studies could be representative of the individuals who are actively trying to improve 
their wellbeing and not a reflection of all physicians. This seems to be true in studies 
that have tracked non-participants [22]. It is also difficult to tell what moderating 
variables and confounders might be at play. This is partially due to the small sample 
sizes in the studies. Understandably, it is difficult to conduct large scale studies on 
organizations or with large numbers of physicians.

There may also be a file drawer effect, where the studies being published are 
observing significant changes in burnout partially because the physicians were high 
in burnout to begin with, and the interventions reported in the literature captured a 
regression toward the mean. Additionally, a small study which used an intervention 
to train coping skills to pediatric house staff did not find a statistical improvement 
in burnout, yet qualitative follow-up revealed that many of the participants were 
already using the techniques the intervention aimed to teach [31]. Thus, it can be 
hard to know why interventions may or may not be found to be effective in the 
context of research without taking into account all relevant variables, including par-
ticipants’ ongoing, independent activities.
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One major challenge to understanding physician wellbeing is that published 
studies often report different wellbeing measures, making comparisons difficult. 
However, there is evidence that this is changing. The NAM action collaborative on 
clinician wellbeing and resilience has provided standardized definitions for many of 
these concepts (Chap. 4). Many researchers have begun using standard measures in 
the field, such as the Maslach Burnout Inventory (MBI) (Chap. 19). However, how 
they define burnout—is it just emotional exhaustion? Is it depersonalization? Is it 
both? Does it have to include low personal accomplishment?—is still variable, 
again making comparisons difficult.

20.4  �Implications for the Future

The interventions reviewed in this chapter represent several of the more promising 
empirical investigations available. Many more interventions are ongoing. The AMA 
offers many CME courses designed on improving wellbeing. The AMA also pro-
motes programs like STEPS Forward, which utilizes learning modules designed by 
physicians to help care teams overcome common challenges [32]. Yale has turned to 
technology to help with physician wellbeing by improving systems that were meant 
to help improve patient care, [33] and have begun testing voice recognition software 
to help reduce electronic medical charting.

In spite of the discouraging low levels of wellbeing for physicians, there are 
paths to a promising future. The Mayo Clinic has recently reviewed the past 15 years 
of their Office of Staff Services (OSS) [34]. Much of the knowledge about physician 
wellbeing and the interventions presented in this chapter have derived from this 
program. The OSS is an organizational program aimed at helping individual physi-
cians. It was originally a financial planning service provided to the physicians, but 
it was expanded to assist with other personal and professional needs. Each campus 
elected a medical director, along with a peer counsel. The counsel was designed to 
be diverse in specialty and other demographics in order to foster enhanced peer-to-
peer interactions. While the financial services are accessed at a high rate (75% of 
eligible staff), the peer support services are used less (about 5–7% of eligible staff 
each year use them). Notably, the peer services can be used equally for personal and 
professional topics.

The high access rate for financial services helps provide cover for physicians 
who fear the stigma of seeking help from the peer support services [34]. It was in 
this light that the OSS ran a pilot study to test a check-up protocol. Participants were 
invited to schedule a meeting with a financial counselor. The intake questionnaire 
included financial topics the participant would like to discuss with the counselor 
(e.g. retirement planning, tax planning) as well as some wellbeing topics (e.g. work-
life integration, self-care). The financial counselors in this pilot received specific 
training about the wellbeing resources the OSS offered in order to properly refer the 
individuals to those resources. After the visits, most participants reported that that 
check-ups should occur on an annual basis.
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Changing a system or culture typically takes time and requires new people to 
achieve power to ensure the change endures. There is hope that the culture of burn-
out and poor wellbeing in medicine may change. Many medical schools and resi-
dency programs have incorporated wellness in their curriculum, including Stanford 
Healthcare’s Balance in Life program described in detail in Chap. 17 [35].

Undoubtedly, understanding wellbeing in physicians is a challenging task [36], 
and the problem may not be solved by a single intervention. It will require a col-
laborative effort between organizations, physicians and researchers. The largest 
benefits from interventions seem to occur when the change is focused at the organi-
zational level, [37, 38] yet there may still be benefit to interventions for individual 
physicians as well. Although these effects are generally small, they are still consis-
tently beneficial to wellbeing and are typically low-cost. For their part, researchers 
need to continue to explore a larger number and variety of interventions. In doing 
so, looking to other fields may prove advantageous. For example, in psychology, the 
study of wellbeing looks at those who are thriving and investigates how they thrive 
[39]. In spite of the pressures faced by physicians, not all experience poor wellbe-
ing. Researchers will benefit from understanding what makes some individuals 
thrive then designing interventions to target those factors.

20.5  �Conclusion

Evidence suggests that wellbeing is declining among physicians. Fortunately, many 
recognize that this requires action. The interventions presented in this chapter, on 
the whole, have been shown to be beneficial. There is an obvious need to further 
research in this area to be able to better understand the factors that impact wellbe-
ing. Organizational and individual interventions should continue to be implemented, 
although perhaps the focus should be more on the level of organizations than on 
individuals. As long as the systematic problems of the electronic health record, 
work compression, and insurance challenges persist, it will be difficult for physi-
cians to thrive using mindfulness or other individual techniques. There must be a 
collaborative effort with the physicians and administration at each institution to 
identify the specific issues which impair wellbeing. From there, they can identify 
the interventions which best address those concerns and implement them.
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