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Abstract

Physicians often express frustration with the ‘system’ in which they work. Over time, this
frustration may put them at risk of burnout and disengagement, which may impact patient
care. In this study, we aimed to understand the nature of the system flaws that physicians
identified in their published narratives and to explore their self-representation as agents of
change. We reviewed all reflective narratives published in four medical journals (NEJM,
JAMA, CMAJ, Annals IM) between January 2015 and December 2017 (n=282). By con-
sensus, we identified those that addressed system flaws (n=387). Using content and narra-
tive analysis, we analyzed the types of flaws and the physicians’ orientation to the flawed
system. We identified seven recurring system flaws—five related to medical culture: fail-
ures of communication, erosive impact of the hidden curriculum, inadequate health advo-
cacy, frenzied pace of work, and experience of stigma. Less frequently, physicians’ narra-
tives also exposed limited and disparate healthcare resources and restrictive institutional
practices as impeding patient-centered care. Physicians expressed agency to create change
foremost when writing about flaws related to medical culture. While physicians are chal-
lenged by system flaws, they strive to practice in ways that do not succumb to them. We
saw tension between the elements outside the physician’s control and those within it. This
tension becomes a source of distress when the compromises that emerge from system flaws
move physicians away from the values that define their professional identity.
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Introduction

Physicians frequently write stories about the challenges they experience and the lessons
they learn in practicing medicine (Moniz, Lingard, and Watling 2017). Leading medical
journals regularly publish these stories, offering space for physicians to share their experi-
ences with peers. Physicians’ narratives thus provide a rich source of data for understand-
ing how physicians perceive the predominant concerns of the profession (124-5). In our
earlier work, we analyzed physicians’ written narratives broadly with a view to cataloguing
both what physicians tended to write about and how they narrated those issues (124-5).
Among our most intriguing findings was that system flaws were a frequent subject and that
these stories were often narrated as laments—that is, expressions of frustration, sadness
or regret (124). That physicians frequently wrote stories about their frustrations with the
‘system’ in which they work suggests that they face prominent and ongoing challenges in
practicing medicine with potential implications on physician wellness (124). This finding
demands further exploration because, over time, frustration with the ‘system’ may put phy-
sicians at risk of burnout (Shanafelt 2009, 1338; Shanafelt, Sloan, and Habermann 2003,
513-4).

Maslach and Leiter define burnout as a “psychological syndrome emerging as a pro-
longed response to chronic interpersonal stressors on the job” (2016, 103). They further
identify three dimensions of this response: (1) overwhelming exhaustion (e.g., loss of
energy, depletion, debilitation), (2) feelings of cynicism and detachment from the job (e.g.,
depersonalization, irritability, loss of idealism), and (3) a sense of ineffectiveness and lack
of accomplishment (e.g., reduced capability or productivity, low morale, inability to cope)
(103). Burnout may compromise the physician-patient relationship, such as through alack
of physician empathy and professionalism and a loss of trust and satisfaction on the part
of the patient, as well as the quality of patient care including increased medical errors and
decreased patient adherence to medical recommendations (Shanafelt 2009, 1338; Shanafelt
and Noseworthy 2017, 130-1; Shanafelt, Sloan, and Habermann 2003, 513-4). It may also
compromise physician wellness with consequences including relationship breakdowns,
substance abuse, depression, and suicidal ideation, or suicide (Dyrbye and Shanafelt 2011,
2009; Jennings and Slavin 2015, 1246; Shanafelt 2009, 1338; Shanafelt et al. 2015, 1605;
Shanafelt and Noseworthy 2017, 130-1; Shanafelt, Sloan, and Habermann 2003, 513-4).
Burnout is a widespread problem in the medical profession with global studies across med-
ical and surgical specialties reporting that approximately one in three physicians is experi-
encing burnout (Shanafelt 2009, 1338). As an example, a national physician health survey
by the Canadian Medical Association in 2018 found high levels of resilience (reported by
82% of participants), coupled with high levels of burnout (reported by more than one in
four participants, with one in three screening positive for depression) (2018ab), “suggest-
ing that the issue is broader than individual factors and extends to other systemic factors”
(Canadian Medical Association 2018a).

Many factors contribute to physician burnout. Drawing on literature in this domain,
Shanafelt and colleagues group factors contributing to burnout into seven dimensions:
workload, efficiency and resources, flexibility and control over work, work-life integration,
alignment of individual and organizational values, social support and community at work,
and the degree of meaning derived from work (Shanafelt et al. 2016, 429; Shanafelt and
Noseworthy 2017, 131). They further propose that each of these dimensions is influenced
by individual factors (e.g., ability to prioritize, choice of specialty), work unit factors (e.g.,
call schedule, unit norms), organizational (e.g., collegiality, opportunities for professional
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development), and national factors (e.g., requirements for maintenance of certification, reg-
ulations that increase clerical work) (Shanafelt et al. 2016, 429; Shanafelt and Noseworthy
2017, 131). A better understanding of how individual and system factors interact around
physician well-being is required if we are to make meaningful progress on burnout.
Research on factors contributing to physician burnout, while extensive, has important
methodological limitations. Much literature probing influences on burnout draws on sur-
vey research (Campbell et al. 2001; Dyrbye et al. 2011; Shanafelt et al. 2002, 2015, 2016).
First-person written narrative remains an overlooked source of data in this area, despite its
increasing uptake among physicians and medical learners (Charon 2005; Charon and Her-
mann 2012; Johna, Woodward, and Patel 2014; Mann, Gordon, and Macleod 2009) and its
unique ability to illuminate—for writer and researcher alike—their reflections on experi-
ence (Bruner 1986; Charon and Hermann 2012; Roscoe 2009). Charon defines narratives
as “stories with a teller, a listener, a time course, a plot, and a point” (2006, 3). With respect
to first-person written narrative, in particular, Charon and Hermann conceive of writing as
“discovery”—as “how one reflects on one’s experience” and as “perhaps the most forceful
means by which one can render it visible and, hence, comprehensible” to both oneself and
to others (2012, 6). Similarly, Roscoe notes that “writing enhances the sense-making pro-
cess and may reveal themes and tensions that are not apparent in oral versions” (2009, 68).
In this context of medicine and medical humanities scholarship, written narrative—and
narrative generally—offer a way to gain insight into the meanings and interpretations that
individual storytellers (i.e., patients and physicians) ascribe to their experiences (Charon
2012; Charon et al. 2017; Coulehan 2007; Frank 2013; Hunter 1993; Younie 2009).
Underlying the concept of narrative is the assumption that narrative is a human univer-
sal—"“one if not the fundamental unit that accounts for human experience” (Pinnegar and
Daynes 2007, 4). As Barthes wrote: “... under [its] almost infinite diversity of forms, nar-
rative is present in every age, in every place, in every society; it begins with the very his-
tory of mankind and there nowhere is nor has been a people without narrative.... [N]arra-
tive is international, transhistorical, transcultural: it is simply there, like life itself” (1977,
79). Inherent in this belief of the ubiquity and universality of narrative is the idea that, as
humans, we are predisposed to “make sense of our experiences by placing them in the form
of a story, and we share our stories in the service of collective sense-making” (Roscoe
2009, 67). Abbott contends that “to tell a story is to try to understand it” (2008, 109),
and he similarly describes narrative as “a universal tool for knowing as well as telling, for
absorbing knowledge as well as expressing it. This knowledge, moreover, is not necessarily
static. Narrative can be, and often is, an instrument that provokes active thinking and helps
us work through problems, even as we tell about them or hear them being told” (10-12).
Scholars have debated the limitations of narrative and its role in medicine. Among the
“dangers” in medical humanities’ approach to narrative, Woods questions the “truth-value”
of narrative—that is, to what extent we can trust an illness narrative to be a faithful account
of events—and she critiques the tendency in narrative scholarship and practice to over-
look the cultural and historical dimensions of narrative (2011, 74). Among its limitations,
she also cites the tendency to promote narrative as “the mode of human self expression,”
and, moreover, one that has value and is considered ‘good’ as a response to illness (74).
She argues that belief in a ‘narrative self” promotes a model of the self “as an agentic,
authentic, autonomous storyteller; as someone with unique insight into an essentially pri-
vate and emotionally rich inner world; as someone who possesses a drive for storytelling,
and whose stories reflect and (re)affirm a sense of enduring individual identity” (74). She
challenges this assumption, maintaining that there are non-narrative people—those who
lack “the propensity or orientation toward narrativity”’—as well as non-narrative forms of
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self-expression, specifically photography, metaphor, and phenomenology (75-6). Woods
calls on scholars in medical humanities to “denaturalise narrative, to acknowledge not
only that different cultures (including familial, institutional and professional cultures) will
tell and find meaningful different kinds of stories, but also, more fundamentally, that the
attachment to and valorisation of narrativity is not universally shared” (76). For Woods,
narrative is not, by default, oriented toward good, nor does illness require storytelling. She
notes the potential for narrative to be harmful in contexts where stories become vehicles
of oppression and self-delusion (as opposed to critique and self-empowerment) or where
they (re)produce dominant (i.e., Western, middle-class) ways of being rather than critique
taken-for-granted assumptions about illness (76). In direct response, McKechnie (2014)
recognizes the complexity of narrative as a way of mediating the world—and one that has
as much truth-value as any other form. She further posits that narrative takes many forms,
including nonverbal expression; that narrative has value as a way of expressing or bearing
witness to the illness experience; and that it is “so fundamental to meaning-making that
it is not just required, it is an inherent human response to creative outputs we encounter”
(120). McKechnie foregrounds the role of the receiver and the need for interpretation in
any communicative exchange. Regardless of how individuals express their life stories, be it
as a written story or a photo, McKechnie maintains that it still requires a narrative response
from the recipient. She writes: “Each time we make an effort to produce an expression
of suffering, we demand a cognitive engagement that requires the ordering [of] informa-
tion into narrative. We seek out communication; we desire transmission of an idea. This is
narrativity, and it takes a myriad of forms” (123). Narrative is not without its limitations or
complexities; however, it is pervasive and privileged in the medical humanities, both as a
path to meaning-making and as a lens on understanding lived experience.

We approach our research from the position that narrative is a valuable mode of self-
expression in medicine and that, by engaging with narratives, we can come to grasp the
meanings and interpretations that individual storytellers ascribe to their experiences. We
view narrative as providing a distinct “mode of thinking”—*"“of ordering experience, of
constructing reality” (Bruner 1986, 13) that is rooted in “the particulars of experience
located in time and place” and in specific cultural contexts (Martin 2007, 49). The stories
that physicians and medical learners choose to write and share with the medical commu-
nity have potential to uncover new insights into what physicians perceive as flawed about
the health systems they practice within and, moreover, what they think they can do about
it. In this study, we therefore aimed to understand the nature of the system flaws that physi-
cians most often identified in their narratives and to explore their sense of self as agents of
change.

Method

We read all 282 first-person narratives published in four major international medical jour-
nals—the Journal of the American Medical Association (“A Piece of My Mind”), the New
England Journal of Medicine (“Perspective”), the Annals of Internal Medicine (“On Being
a Doctor”), and the Canadian Medical Association Journal (“Encounters”)—between
January 2015 and December 2017 to capture a broad spectrum of topics and views. By
consensus, we identified those narratives that addressed system flaws (n=_87). We looked
for stories written by physicians and medical learners that addressed a problem needing
change. We included narratives where the flaw was central, not tangential, to the event
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narrated. To be included, the system flaw drove the story and was integral to the plot,
like the main character of a story. We were guided, in our selection of narratives, by the
World Health Organization’s definition of “health system” as “all organizations, people and
actions whose primary intent is to promote, restore or maintain health”—that is, service
delivery; health workforce; health information systems; medical products, vaccines and
technologies; health systems financing; and leadership and governance (2007, vi). How-
ever, in reviewing narratives for inclusion, we recognized that, while the World Health
Organization’s definition was broad enough to include physicians and the culture of their
profession, its six categories or “building blocks of a health system” (vi) failed to capture
the social challenges around shared beliefs, values, and norms that some physicians voiced
as system flaws in their stories. We, therefore, expanded our interpretation to include the
professional culture of medicine as constituting a ‘system’ (Parsons 1951).

Using techniques of content and narrative analysis (Bleakley 2005; Riessman 2008;
Clandinin 2016), we analyzed the types of system flaws and physicians’ orientation to the
flawed system—that is, whether physicians positioned themselves as insiders or outsiders
to the system and whether they expressed agency to evoke change or claimed complicity in
the system flaw they wrote about. Narrative inquiry is “an approach to the study of human
lives conceived as a way of honoring lived experience as a source of important knowledge
and understanding” (Clandinin 2016, 17). Here, each individual story matters: “What dis-
tinguishes narrative inquirers is their understanding that understanding the complexity of
the individual, local, and particular provides a surer basis for our relationships and interac-
tions with other humans” (Pinnegar and Daynes 2007, 30). Narrative ways of knowing-
emphasize interpretation of human experience (Josselson and Lieblich 1995, ix-xii) and
thus represent a departure from a scientific paradigm, which privileges objectivity, quanti-
tative data, and generalizability and validity of results (Pinnegar and Daynes 2007, 7-28).
Our disciplines and experiences influenced our design and analytical choices, which reflect
our backgrounds in qualitative research and narrative analysis. The team comprised three
academic researchers (TM, RP, LL) with backgrounds in communication, sociology, and
rhetoric, respectively, and an academic clinician (CW). Two team members are medical
education leaders (LL, CW). Using narrative inquiry techniques enabled us, in this study,
to consider not only what was happening in the narratives but also how the story was told.
We therefore considered both the content (what the words themselves communicated) and
the form (including storytelling categories such as orientation and agency). Such an inter-
pretive narrative analysis has the potential to tell us more about the research question than
the content alone (Charon 2012; Moniz et al. 2019; Riessman 2008, 77).

As a method, narrative inquiry offers a way of “thinking about stories” (Bleakley 2005,
535)—a method of “inductively producing categories from the raw narrative data,” often
a “framework or typology that can be applied back to narratives for explanation or illumi-
nation” (537). Thus, two authors (TM, RP) developed the initial coding scheme through
an iterative process of independently reading and open-coding and then discussing a sam-
ple of narratives. Another author (CW) reviewed several narratives to compare and dis-
cuss patterns. The two authors (TM, RP) then independently read and coded all narratives,
meeting regularly to discuss coding decisions and refine the coding scheme to reflect new
insights from the data. Narratives coded earlier in the process were revisited and re-coded
at the end, as needed. We held monthly team meetings to resolve discrepancies and to dis-
cuss narratives that challenged our assumptions (e.g., of what constituted ‘agency’). We
then explored the relationships between and across the codes to identify patterns, focusing
on the relationship between the type of flaw and the physicians’ orientation to the flawed
system.
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Results
What physicians identified as flawed about the ‘system’

Given that physicians routinely write laments about flaws with the healthcare system
(Moniz, Lingard, and Watling 2017, 124-5), we anticipated that they would largely point
to factors and forces outside the profession as flawed. Instead, we found that physicians
most often looked inward—at the culture of medicine itself—when writing about the
prevailing challenges compromising their ability to be the kind of professionals they
want to be. We identified seven recurring and, at times, overlapping system flaws. Five
of these flaws related to the culture of medicine: the failures of communication, the ero-
sive impact of the hidden curriculum, inadequate health advocacy, the frenzied pace of
work, and the experience of stigma. Together, flaws related to medical culture accounted
for two-thirds of flaws identified. The two remaining flaws addressed (nearly evenly)
restrictive institutional practices as well as limited and disparate healthcare resources.
Below, we elaborate these themes, beginning with those connected with medicine’s pro-
fessional culture.

Failures of communication

Issues of communication failure dominated, comprising one-third of total narratives about
medical culture. Physicians wrote about how the language entrenched in medicine can
erode the physician—patient relationship; how small acts of empathetic verbal and non-
verbal communication are undervalued and undertaught; how breaking bad news is often
focused on the illness, not the person; and how a lack of communication between peers
impedes collaboration. For example, a physician recalled a moment of communication fail-
ure—peer-to-peer, physician-patient, and physician-family—during her training as a pedi-
atric oncology fellow: “When she relapsed again, I sat quietly in the family meeting and
listened as the bone marrow transplant specialist told her in stark language that she was
going to die. I felt steamrolled by other clinicians, some of whom seemed impatient to fix
K on a predictable end-of-life care trajectory. The statistics were grim, but I believed that
K and her family needed time, first to absorb the news of the relapse and then to reflect on
their hopes, goals, and priorities” (Caruso Brown 2017, 2487). Moreover, this physician-
writer was, as she put it, “their doctor” (2487)—the one the family built a rapport with
and trusted. In this narrative, she therefore grappled not only with her colleagues’ lack of
compassion in communicating but also with her own feelings of being “ashamed of hav-
ing silently allowed the meeting to proceed with such disregard for a patient and a family”
(2487). This collection of narratives foregrounding communication failures emphasized
the central role that communication plays in shaping the doctor-patient relationship and,
in particular, building trust, and called out the impact of poor communication on patient
outcomes, quality of care and physician wellness.

The erosive impact of the hidden curriculum
Physicians and medical learners also wrote about the ways that the hidden curriculum—

“a set of influences that function at the level of organizational structure and culture”
(Hafferty 1998, 404)—erodes patient-centred care and their own wellness.
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They wrote about the disconnect between the teaching and enactment of empathy—
that repeating concepts in the classroom doesn’t guarantee their practice at the bedside,
especially when the culture of medical school encourages detachment in the face of
suffering. One medical learner shared this insight stemming from his experiences as a
patient before starting medical school and his subsequent reflections following his first
year of medical training: “Perhaps the practice of medicine suffers from a tendency to
overanalyze, opting to critically evaluate instead of truly understand. As students, we are
told that empathy and compassion are traits for us to learn, that they are to be practiced
and implemented. The problem is that the patient experience of these concepts is far
more subtle than an academic discussion can relate. Countless emotions of the caregiver
are intertwined with empathy and compassion, and the incongruence in our system is in
how we display those emotions to our patients” (Markwalter 2015, 900). Training for
empathy requires more than “a purely academic understanding of these concepts” (899),
and physician-writers emphasized that the best lessons about the ‘human side of medi-
cine’ cannot be taught in the classroom but, rather, are learned in practice and through
interacting with patients.

In this group of narratives about the erosive impact of the hidden curriculum, physi-
cians also reflected on how the structure and culture of medical school is challenging for
trainees who struggle silently with its pressures. For example, one physician reflected on
the suicide of a fourth-year medical student at his institution: “Every time students achieve
what looks to the rest of us like a successful milestone—getting into a great college, the
medical school of their choice, a residency in a competitive clinical specialty—it is to some
of them the opening of another door to a haunted house, behind which lie demons, suf-
focating uncertainty, and unimaginable challenges. Students bravely meet these challenges
head-on while we continue to blindly ratchet up our expectations.... [W]e never let up on
them—and it’s killing them” (Muller 2017a, 1102). This physician, like others whose nar-
ratives we analyzed, pointed to “a culture of performance and achievement” as among the
“root causes of this national epidemic of burnout, depression, and suicide” among medical
students (1102). This collection of narratives called out the ‘sink or swim’ mentality that
pervades the culture of medical education, with high standards of performance, little room
to make mistakes, and a lack of attention to student wellbeing.

Inadequate health advocacy

Physicians also reflected on how inadequate health advocacy on their part, at both individ-
ual and population levels, perpetuates practices, policies and/or systems that compromise
patient-centred care and that disadvantage the health(care) of vulnerable and marginalized
populations.

Their narratives emphasized how a lack of advocacy for individual patients may lead to
poor diagnostic and prescribing practices—and vice versa—notably with vulnerable popu-
lations, minors and those with mental illness. For instance, physicians wrote about how the
uniform application of treatment guidelines—rather than attention to individual needs and
circumstances—may harm some patients. One narrative focused on the default recommen-
dation or practice of ceasing mental health medications in pregnant women. The physician
wrote: “We need to step back and view medication exposure in pregnancy as only one of
the many potential risks faced by seriously mentally ill women when they are pregnant. We
have a long way to go to provide the care and help these women and their unborn babies
need and deserve” (Dossett, Wusirika, and Burt 2017, 30). Physicians understood the need
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to advocate in the individual patient’s best interests but also recognized the associated chal-
lenges when working within or with systems like hospitals or insurance companies. One
physician noted: “We need a system that rewards the physician who understands the limita-
tions of guidelines” (Sarosi 2015, 563).

Physicians’ narratives also emphasized that a lack of advocacy at the population level
reinforces health disparities. In one narrative, a physician confronted his own political inac-
tion in advocating for underserved patients: “Should my desire for apolitical professional-
ism outweigh the needs of black patients who die as a result of collective inaction? Should
I allow policy leaders to perpetuate racial disparities in access to care, while Black Lives
Matter protesters are shot in the street? And why should I be so reluctant to outwardly pro-
mote an agenda of health care expansion, simply because it may be interpreted as favoring
one political party over another? My typical response to these questions is, unfortunately,
silence” (O’Connor 2016, 2170). When a patient encounter placed racial disparities at the
forefront of this physician’s practice, he was left questioning the limits and responsibilities
of his role. A unique aspect of this physician’s writing is the way he appears to shoulder
blame so personally, directing it inward and calling out his own privileging of apoliticism
over advocacy, rather than pointing to the broader culture of medicine.

The frenzied pace of work

In their narratives, physicians considered how medicine’s frenzied pace constrains their
ability to interact meaningfully with patients (despite their desire to do so), limits their
opportunities for a social or family life, and contributes to burnout. Physicians reflected on
the demands and sacrifices of a career in medicine and, as one physician described it, the
“fine and costly line” that they walk between love of family and dedication to the job: “Will
they one day understand the reason for all those missed moments, or will they resent me for
it?” (Waxman 2017, 752). Furthermore, physicians’ patient load and number of tasks on
any given day are overwhelming, particularly for trainees, and the time available to com-
plete these tasks conflicts with the time needed to ask deeper questions of patients that lead
to better diagnoses and/or treatment and that build rapport and trust. When ‘task’ trumps
‘patient,” as physicians lamented it often does, then patient-centred care dwindles. A physi-
cian described such a moment: “This would have been the time to ask him the questions
that it hadn’t been possible to ask when he first arrived, to ask him what his life was like
before he was in the hospital. Where did he sleep at night? What demons drove him to
drink so much? Were there any demons that drove him to drink? Did he want to quit? But I
didn’t do that. Instead, I rushed in, checked his vital signs, listened quickly to his lungs, and
asked briefly whether he needed anything. I remembered my tasks, checked my boxes, and
kept moving” (Gregg 2017, 1442).

This group of narratives focused on the day-to-day fatigue that physicians experience on
the job, and the ways that the volume of work and the long hours contributed to burnout,
dissatisfaction and general despair among physicians. One physician reflected on a rotation
during his internship when “days were a frantic blur, a whirlwind of activity, endless scut
lists that I never seemed to get to the bottom of”” (Muller 2017b, 907). About the impact
of this period in his training, he wrote: “I survived because the rotation eventually played
itself out. I had held my breath long enough to make it to the end of that long, dark tunnel.
That was rock bottom for me: hopeless and helpless with something that I only later recog-
nized as the desire to die in order to escape from what seemed at the time to be a fate worse
than death” (907).
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The experience of stigma

The final flaw related to the culture of medicine was stigma. Physicians wrote about how
stereotypes and biases about race, addiction, and disability pervade medical culture and
affect both physicians and patients. The stigma—and silence—around mental health and
addiction within the profession contributes to burnout and self-harm or suicide. To illus-
trate, one physician with a history of depression, suicidal ideation, and alcoholism com-
mented that he “often felt branded, tarnished, and broken in a system that still embroiders a
scarlet letter on the chest of anyone with a mental health condition” (Hill 2017, 1103). He
shared this lesson from his own “recovery journey” (1103): “It’s ironic that mental health
conditions are so stigmatized in the medical profession, given that physicians long fought
to categorize them as medical diagnoses. Why do medical institutions tolerate the fact that
more than half their personnel have signs or symptoms of burnout? When mental health
conditions come too close to us, we tend to look away—or to look with pity, exclusion,
or shame. We may brand physicians who’ve had mental health conditions, while fostering
environments that impede their ability to become and remain well” (1104). Implicit biases
further contribute to health disparities and shape the treatment pathways for patients with
mental illness, addiction or disability, often manifesting in substandard treatment or serious
harm. In reference to disability, one physician wrote: “Jean faced attitudinal barriers: clini-
cians’ attitudes led them to assume that Jean couldn’t handle chemotherapy, which they
did not confirm before making treatment decisions” (Rosland 2015, 2229). Thus, implicit
biases as well as stereotypes rooted in faulty assumptions about race, addiction and disabil-
ity pervade medical culture and affect both the practice of medicine and relations between
peers in subtle and overt ways.

Restrictive institutional practices

Physicians wrote about how institutional practices, such as staffing, service delivery or dis-
charge guidelines, are inflexible and not patient centred. Narratives in this grouping drew
attention to the unintended effects of institutional practices and policies on the quality of
care that patients receive as well as on physicians’ wellbeing. About weekend staffing prac-
tices, one physician-turned-family caregiver noted that “[f]Jrom the physician’s perspective,
weekends in the hospital are all about coverage” (Klass 2015, 402). She went on to share
this insight about the “comfortless landscape” she experienced as a caregiver on weekends:
“But when your parent or child is sick and scared, it can be shocking to hear, over and over,
about the ways that weekends are slower and things don’t get done. The sick person’s cal-
endar is marked out in difficult days and sleepless nights, or in agonizing hours, but it takes
no notice of days of the week, makes no distinction between time and overtime” (403).
Such a lack of patient-centredness in institutional practices may reflect what one physi-
cian described as a shift over the last decade where “our collective attention has turned
away from relational aspects of medical care and been replaced by a greater emphasis on
transactional aspects” (Sinsky 2017, 600). In this view, the values of “relationship, con-
tinuity, broad competence, and satisfaction” give way to a system of patient care that is
“increasingly fragmented and shift-oriented” (600). One physician wrote: “Physicians have
always served patients, but we’ve also started to serve the systems around us—hospital
systems, information technology systems, and, especially, the great amorphous ‘health care
system.” The systems stake their own claim to taking care of patients” (Clark 2016, 872).
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Institutional practices that privilege efficiency or finances over humanistic care erode the
physician-patient relationship and lead to feelings of dissatisfaction among physicians who
experience a disconnect between their professional values and institutional priorities. Writ-
ing about the practice of transmitting test results electronically to patients, one physician
noted: “As we allow ourselves to become more distant from our patients—acting merely as
technicians or proceduralists—we abdicate our role as humanitarian physicians. And as the
chasm between physician and patient widens, we ourselves become more disengaged, frus-
trated, and disappointed with our careers” (Friedman 2016, 2276). Here, the physician’s
choice of words—*as we allow ourselves”—positioned him at the centre of the flawed sys-
tem, rather than lamenting a system that he was an outsider to.

Limited and disparate healthcare resources

Physicians, in their narratives, also explored how resource limitations and disparities
impact the quality of care, especially for marginalized populations. They wrote about how
inadequate access to health care resources—such as specialist and general practitioners,
medications, screening, and other lifesaving technologies—persists in many communities.
While underdeveloped countries have the fewest resources to distribute, resource limita-
tions and disparities persist in the developed world too. Moreover, physicians wrote about
how specific populations are more greatly impacted by resource limitations and dispari-
ties than others, either because of geography (i.e., rural or northern communities or the
Global South), specialized needs (i.e., those with mental illness or disability or older
adults), or both. As an example, an oncologist reflected on the impact of a lack of mental
health resources in rural communities in the United States: “Her death left me with feelings
of profound failure. What good were targeted therapies when her coexisting mental ill-
ness prevented her from taking them? And I had been unable to palliate her suffering until
her very last days of life.... I could not provide [effective] care because I lacked the tools
and training to overcome the barrier of mental illness” (Lycette 2016, 2221). This quote
exemplifies what many narratives communicated—that resource limitations and disparities
contribute to distress and burnout for physicians who struggle to provide minimal stand-
ards of care in resource-strapped settings. Physicians wrote about times when they found
themselves in stressful situations and settings where their ability to provide quality medical
care and to cultivate meaningful doctor-patient relationships was limited. In such times, the
focus was on basic health care, not building relationships, not patient-centredness, and not
humanistic care.

How physicians perceived their own agency to change the flawed ‘system’

Most physicians positioned themselves as insiders to the flawed system they wrote about
(e.g., as members of a professional culture that stigmatizes addiction among its own) (Hill
2017, 1103-4) rather than as outsiders to it (e.g., as supporting a patient in navigating a
‘flawed’ health insurance system) (Campbell 2017, 1953-4). In a majority of narratives,
physicians expressed agency—individual foremost and then collective—to bring about
change. This sense of agency was most prominent when writing about flaws related to the
professional culture of medicine, notably communication failures, the hidden curriculum,
and stigma. Physicians often pointed to the ways the profession is not living up to its ideals
and took the position that they could—and should—do something about it, starting with
individual acts of resistance or change. In one narrative, a first-year resident described her
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decision to linger at the bedside of a patient with an impending cancer diagnosis rather
than be on time for morning report: “Over the past 3 hours, you’ve placed more than 50
orders, answered 17 pages, listened to 14 hearts and 28 lungs, talked to countless patients,
nurses, residents, and social workers, but you realize that this is the only real doctoring
you’ll do today. These are the 60 seconds that will matter” (Singh 2017, 2317). Amid the
frenzied pace of the clinic, this “overworked, self-doubting, burned out” resident made a
choice to prioritize the patient (2317).

Conversely, physicians were most apt to position themselves as outsiders to the flawed
system when writing about resource limitations and disparities. Physicians were also
most apt to express a complicity or powerlessness when writing about restrictive institu-
tional practices that prioritize economics and efficiency over patient-centred care as well
as resource limitations and disparities that may call for broader administrative or socio-
political change. For example, one “fly-in physician” (Jegen 2017, E782) serving remote
northern Canada wrote this about a rushed patient encounter:

In my rush and exasperation to get to my flight, I explained that I still had booked
patients to see and a flight at 5 pm, and simply could not see her for this today. I
gave Dora the option of seeing the female nurse or to be booked with the next doc-
tor in one month. Dora kept crying and then said, ‘But you are the doctor and you’re
right here.” This stopped me in my tracks. I do not remember the last time that I felt
that .... feeling that I was so deeply in the wrong. I am the doctor. I was right there.
(E783)

Here, the physician’s sense of shame reflects the struggle between a culturally-influ-
enced sense of personal responsibility to ‘show up’ for the patient and broader system
issues that were largely outside the physician’s control.

Discussion

Physicians’ stories offer a reflective critique of the profession. In our analysis, what phy-
sicians found most flawed about the ‘system’ was the culture of medicine itself. Physi-
cians looked inward to reflect critically on how they conduct themselves, what values they
embrace and fail to embrace, and how medical culture compromises patient-centred care
and perpetuates bias and burnout in the profession. While physicians painted a dark pic-
ture of the effects of flawed systems on their own wellness, they also expressed agency
and responsibility to live up to ideals that are threatened by these system challenges. Thus,
physicians feel simultaneously beaten down by these system flaws and also burdened by a
sense of responsibility to address them.

In the stories analyzed, narrative functions as a vehicle for critical reflection on the self
and on the practice of medicine. Writing has therapeutic value for physicians (Peterkin and
Prettyman 2009; Roscoe 2009, 68). Collectively, physicians’ writings become “therapeu-
tic acts of witness” (Roscoe 2009, 67). Physicians bear witness to many intense moments
of human life—birth and death, illness and healing, suffering and joy—not only through-
out their careers but potentially on any given day. Writing becomes an outlet for process-
ing such moments and the thoughts, feelings, and questions that accompany them. Roscoe
notes: “People are particularly drawn to create stories about life events that disrupt their
life narratives” (2009, 68). We see this pattern in physicians’ tendency to write stories
about flaws with the systems in which they work. Writing about these intense or disruptive
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moments in medical practice “can allow them to be understood and processed in ways that
can preserve the well-being of professional caregivers” (68). Moreover, writing about med-
ical practice—the joys and the flaws—can be “deeply enlivening” (Scannell 2002, 780). As
Scannell explains: “Giving language to what we witness lifts into personal and, sometimes,
public consciousness the otherwise unarticulated existential dimensions of experience that
permeate our work” (780-1).

We saw tension in the stories between elements outside the physician’s control and
those within it. Physicians expressed a desire to live up to the aspirational identity of the
profession in the face of system pressures that render that identity increasingly infeasible
in day-to-day medical practice. This tension is a source of existential distress for physi-
cians. Physicians are not only frustrated by a flawed system and the constraints it places
on quality of care, but they can also feel a deep sense of distress when the compromises
that emerge from system flaws move them away from the values that define their identities
as doctors. The 2020 COVID-19 pandemic has brought this simmering distress into sharp
relief, revealing system flaws and illuminating the angst of doctors who feel powerless to
practice in the way they were trained.

One physician likened the state of the medical profession to the failure of Boston’s John
Hancock Tower in 1973 (Babbott 2016). Like the glass-paned skyscraper whose faulty
engineering caused large panels of glass to crack and fall with high winds, so too does the
medical profession have “stressors” that expose its precarious structure and inevitably cre-
ate “microfractures” that cause physicians to “struggle and fall,” with far-reaching impacts
(597). And like the “glass watchers” hired to look for colour changes in the glass panes—
the “telltale sign of danger”—so, too, does the medical profession need such “intentional
watching, specific direction and dedication of resources applied to the investigation and
mitigation of stress” (597). As this physician wrote: “We, too, can learn the lessons, from
how to observe and reengineer to how we can redesign the workplace and restructure our
profession” (598). Physicians’ published stories serve as reminders to peers and to the pro-
fession that flaws with the ‘system’ must not make them lose sight of what being a doctor
is really about.

At times, their published stories also offered ways forward—a path toward self-empow-
erment and change. These included individual acts, such as when to leverage technology
and when to set it aside to maximize communication with patients and peers (Czernik
and Lin 2016; Drazen 2016), or recognizing the potential of role modelling and men-
toring trainees as a critical part of changing the culture of medicine in the direction of
patient-centred care and physician wellness. One physician wrote about the need to inte-
grate “emotional management” into programming designed to increase mindfulness
and prevent burnout of early career physicians: “Young physicians, like myself, need to
learn how to process and manage their emotions. They need to identify the emotions that
improve patient interactions and promote healing and be mindful of emotions that may
detract from these goals. Senior physicians should be responsible for creating safe spaces
for students and residents to freely discuss emotionally charged patient scenarios and pro-
vide emotional support and guidance” (Corey 2017, 798). Such an effort aims to mitigate
burnout by developing resiliency in individual physicians, a common strategy for coping
with stressors of medical practice (Collier 2018; West et al. 2016). However, change must
occur at the systems level, too (Collier 2018; West et al. 2016), and physicians’ stories
also offered ways forward that included collective action at institutional, political and/or
societal levels. For instance, to “build and maintain a culture of shared purpose” across an
institution—one of “empathetic, coordinated care”—one physician emphasized the value
of sharing stories about both successes and failures: “As systems, we have to recognize and
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acknowledge our mistakes, our shortcomings, just as individual physicians do. We need to
reflect on times when our care has deviated from what we intended — when we haven’t
been who we hoped to be. We have to be transparent and allow the failure to reshape us,
to help us reset our intention and mold our future selves” (Awdish 2017, 8). The very act
of writing and publishing a narrative may be a way forward in itself. Watling, Ajjawi and
Bearman contend that culture change can, at times, be effected by articulating new stories
that slowly begin to shift how a culture defines itself: “... wholesale culture change can-
not rest with a single individual. Changing cultural worlds necessarily involves community
engagement: acts of resistance that are shared at grassroots levels” (2020, 293). Writing
and sharing stories can serve as an “act of resistance” that may, in turn, stimulate the com-
munity engagement required to shift culture (292).

Within the field of medical humanities, our analysis of physicians’ published stories
deepens understanding of how physicians are using narrative to navigate and share chal-
lenges experienced in practice, and it offers insight into the problem of burnout—what
individual physicians identify as flawed and frustrating about the system; the harmful
effects of these challenges, notably flaws related to medical culture, on physician wellbe-
ing; and how physicians understand their own agency and responsibility to advocate for
systems-level change. This research also has implications for medical education. Currently,
medical education strives to train ‘systems-literate’ doctors who can recognize challenges
in the system and enact change. What this educational mission tends to miss is that many
of the challenges are cultural as much as organizational, and addressing cultural challenges
may require different skills and knowledge. For instance, one medical student reflected
on the duty of education to explore the role of medical culture in perpetuating racialized
health disparities. She wrote: “I give credit to my medical school for teaching me to be
critical of the culture of medicine, apply interdisciplinary perspectives to clinical quan-
daries, and reflect on my experiences.... I believe that if we refuse to deeply examine and
challenge how racism and implicit bias affect our clinical practice, we will continue to con-
tribute to health inequalities in a way that will remain unaddressed in our curriculum and
unchallenged by future generations of physicians” (Brooks 2015, 1909-10). Addressing
cultural challenges may also require attention to role modelling and mentorship in medical
education. For instance, the narratives focused on the erosive impact of the hidden curricu-
lum emphasized the need for physician-educators to guide trainees in navigating difficult
emotional experiences in medical training. As one physician reflected: “[W]hen a medi-
cal trainee has undergone a difficult experience and tells you that he or she is okay, don’t
believe it. Ask more, come back later, empathize, offer your own experiences” (Misch
2016, 888).

We have identified sources of tension and distress for physicians. Future research may
explore how physicians work to manage and resolve these tensions, particularly in the
aftermath of the COVID-19 pandemic when the profession will be called on to rebuild and
refortify the healthcare system, and how they succeed or fail in exercising agency within
the healthcare system to effect change.

This study has limitations. While author instructions in these journals are broad, we
recognize that editorial decision-making may have skewed stories in a particular direction;
thus, stories that looked inward at medical culture were not necessarily more frequently
submitted but potentially more frequently viewed as compelling by editors. Moreover,
physicians who chose to express their views in writing may not be representative of their
broader community. Our use of physicians’ written narratives is further subject to the inher-
ent limitations of narrative itself, including questions about truth and assumptions about its
universality and innate character. Furthermore, while the narratives describe experiences in
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different countries with different health systems, we analyzed them collectively rather than
compare perspectives from Canada (n=9), the United States (n=74), abroad (n=3) or
otherwise (i.e. anonymous, n=1). We lacked a robust set of narratives outside the United
States to yield reliable comparative inferences about specific health systems. That virtually
all included narratives represented North American perspectives may further limit the sali-
ence of our findings for those working in other systems.

Conclusion

Everyone loves to critique the healthcare system. This is not new. What is new is that phy-
sician narratives tend to focus more on system flaws within medical culture. This study
points to the culture of medicine (and specific aspects of that culture) as creating a situation
of tension for physicians, because while they are challenged by these system flaws, physi-
cians nevertheless feel a sense of responsibility or agency to practice in ways that do not
just succumb to them. These voices from the front lines are worth listening to because they
give us insight into how, in the face of enormous system pressures, physicians are trying to
maintain resilience and live up to the ideals of the profession.

Supplementary Information The online version contains supplementary material available at https://doi.
org/10.1007/s10912-021-09690-6.
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