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professionnel, la dépression et le suicide chez les médecins
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Abstract

Purpose Burnout has been identified in approximately half

of all practicing physicians, including anesthesiologists. In

this narrative review, the relationship between burnout,

depression, and suicide is explored, with particular

attention to the anesthesiologist. Throughout this review,

we highlight our professional imperative regarding this

epidemic.

Source The authors searched the existing English

language literature via PubMed from 1986 until present

using the search terms physician burnout, depression, and

suicide, with particular attention to studies regarding

anesthesiologists and strategies to address these problems.

Principal findings Burnout and depression have

increased among physicians, while the rate of suicide has

remained relatively the same. There are many factors

associated with burnout and depression as well as many

causes. Certain individual factors include sex, amount of

social support, and mental health history. Systems factors

that play a role in burnout and depression include work

compression, demands of electronic health records,

production pressure, and lack of control over one’s

professional life. Medical license applications include

questions that reinforce the stigma of psychological

stresses and discourage physicians from seeking

appropriate care.

Conclusion The concept of physician well-being is

multidimensional and includes factors related to each

physician as an individual as well as to the working

environment. Anesthesiologists must actively engage in

self-care. Anesthesiology practices and healthcare

organizations should evaluate the balance between

demands they place on physicians and the resources

provided to sustain an engaged, productive, and satisfied

physician workforce. National efforts must be rallied to

support physicians seeking help for physical and

psychological health problems.

Résumé

Objectif On a constaté un épuisement professionnel chez

près de la moitié des médecins en pratique,

anesthésiologistes y compris. Dans ce compte rendu

narratif, la relation entre l’épuisement professionnel, la

dépression et le suicide est explorée, en portant une

attention particulière à l’anesthésiologiste. Ce faisant,

notre impératif professionnel quant à cette épidémie est

précisé.

Source Les auteurs ont effectué une recherche dans la

littérature de langue anglaise existante dans la banque de

données PubMed de 1986 à nos jours à l’aide des termes

suivants: physician burnout, depression et suicide (soit

épuisement professionnel, dépression et suicide), en

attachant une attention particulière aux études

s’intéressant aux anesthésiologistes et aux stratégies

employées pour gérer ces problèmes.

Constatations principales L’épuisement professionnel et

la dépression sont en hausse parmi les médecins, alors que

le taux de suicide demeure relativement stable. Les

associations avec et les causes d’épuisement

professionnel et de dépression sont nombreuses et

comprennent des facteurs individuels tels que le sexe,

l’étendue du soutien social et les antécédents de santé

mentale. Parmi les facteurs systémiques qui jouent un rôle
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dans l’épuisement professionnel et la dépression, citons les

compressions professionnelles, les exigences des dossiers

médicaux électroniques, la pression de production et le

manque de contrôle sur la vie professionnelle. Les

formulaires de postulation pour la licence médicale

comportent des questions qui renforcent le stigmatisme

rattaché aux stress psychologiques et découragent les

médecins de chercher des soins adaptés.

Conclusion Le concept de bien-être du médecin est

multidimensionnel et comprend des facteurs liés à chaque

médecin en tant qu’individu, mais également à

l’environnement de travail. Les anesthésiologistes doivent

faire un effort pour prendre soin d’eux-mêmes. Les

pratiques d’anesthésiologie et les organismes de soins de

santé devraient évaluer l’équilibre entre les exigences

qu’ils fixent aux médecins et les ressources à disposition

pour soutenir une population de médecins engagés,

productifs et satisfaits. Les efforts nationaux doivent être

rassemblés afin de soutenir au mieux les médecins

demandant de l’aide pour des problèmes de santé

physique ou psychologique.

In the past several years, tragedies such as the suicide

deaths of two medical trainees in New York City, followed

by reports of other physician suicides, have brought the

topic of physician wellness to prominence in the lay

press,1–3 professional meetings, and the medical literature.

As an example, the 2016 American Society of

Anesthesiologists (ASA) annual meeting included 27

separate presentations related to physician well-being

(https://www.asahq.org/annual meeting/education/ses-

sions). Most people pursue careers in medicine with a

strong desire to help others, and they anticipate a fulfilling,

satisfying career and life in return for the expense, effort,

and delayed gratification associated with years of under-

graduate and graduate medical education. The desired or

anticipated outcomes for smart, motivated, altruistic

physicians do not include loss of productivity, lack of

enjoyment of a hard-sought career, disengagement with

patient care, compromised patient safety, and ultimately

depression and even suicide.

There is speculation and discussion about why these

problems seem more pervasive now than in the past.

Practicing anesthesiologists, anesthesiology residents, and

fellows are faced with unprecedented changes in the work

environment, with increasingly complex patients and rapid

introduction of new technology and anesthetic techniques.

Production pressure,4 work compression, and financial

pressures5 are stressors for many. The widespread

introduction of the electronic health record (EHR) is

often blamed for increasing the burden of clinical

documentation and decreasing the amount of time for

personal conversation and connection with patients and

families.6 Many physicians think there are fewer

opportunities to derive meaning from their work or to

savour the patient-doctor relationship that historically was

a privilege of medicine. Additionally, work demands may

decrease the amount of time available for teaching medical

students, residents, and fellows and may limit opportunities

for self-learning, reflection, and continuing education.

Definitions and incidence

The International Statistical Classification of Diseases and

Related Health Problems (ICD-10) clinical definition of

burnout is a state of vital exhaustion, part of a category of

‘‘problems related to life-management difficulty’’.7 Maslach

et al. have described job burnout in terms of three

components: emotional exhaustion, cynicism or

depersonalization, and low personal accomplishment or

efficiency.7 Personal capacities of energy, enthusiasm,

engagement, efficiency, and accomplishment are important

for optimal physician-patient relationships and the

professional satisfaction of physicians. The presence of

sustained burnout can undermine doctors’ professional

development and, left unchecked, can contribute to

carelessness, lack of commitment, increased risk of error,

and additional risks to patients.8–10 Burnout also impacts its

victims personally, with a higher risk of alcohol abuse and

dependence and an associated increased risk of suicidal

ideation.11,12 In one study, medical students’ increased debt

from educational costs was associated with an increased risk

of alcohol abuse and dependence.13 Approximately 50% of

physicians in the United States report symptoms of burnout

at some point in their career.11,12 In the general population,

higher levels of education, including professional degrees,

offer some protection from burnout, but a degree in medicine

increases the risk.14 Dyrbye et al. studied medical students,

trainees, and early career physicians and determined that

work-related stress is a continuous feature of medical

education and practice, but the types of stressors may

change during the course of a career.14 In a study of

approximately 1,500 anesthesiology residents, DeOliveira

et al. found a risk of burnout in 41% of trainees. The

predictors of burnout included female sex, more than 70

work hours per week, and consumption of more than five

drinks of alcohol per week.8 A Canadian study of intern and

resident well-being indicated that significant stressors,

including financial debt, were present at a high level in a

third of trainees, and that 18% of the trainees studied reported

their mental health as either fair or poor.15 Physicians who

report high levels of burnout report more medication errors

than their counterparts with a lower risk of burnout.8,9,16,17

Self-care as a professional imperative 159

123

https://www.asahq.org/annual


Several studies have found that burnout is more

prevalent in anesthesiologists than in other

physicians.18–20 One influencing factor may be an

increased emphasis on performance metrics, which

directs attention toward the business elements of practice

rather than to the interpersonal relational elements. The

demands of constant vigilance and the acuity and

significance of decision-making are other elements of

anesthesiology practice that create stress for many

individuals. Another element is the relative isolation with

which most anesthesiologists work. The nature of the

intraoperative environment and practice of anesthesiology

makes it difficult for ongoing discussions, consultation, and

collaboration. Staffing patterns do not include easy back-up

plans and there is a culture of reluctance to ask for help.

These factors can create situations in which

anesthesiologists continue to work following a poor

outcome or challenging case, rather than call a peer to

allow time for debriefing, counselling, or recovery from the

event. The isolated aspect of anesthesia residency training

and practice decreases the ability to compare experiences

and performance with colleagues, which can lead to

inappropriate feelings of low self-esteem, and decreased

confidence.21 These factors, plus easy access to drugs that

can be diverted and abused, convey particular risk to

practicing anesthesiologists and trainees. The topics of

drug diversion and substance use disorder are beyond the

scope of this article but are addressed elsewhere in this

issue of the Journal. Such factors may confound the

reporting and incidence of attempted and completed

suicide in the anesthesiology community.

Depression is a disorder characterized by a change in

mood and a loss of interest or pleasure in daily activities that

is sustained over time. It is characterized by symptoms

related to irritability, anhedonia, weight and appetite change,

sleep disturbances, changes in activity, fatigue and loss of

energy, feelings of guilt and worthlessness, problems in

concentration, and when severe, suicidality.22 The risk of

depression in the United States is higher in physicians than in

a comparable lay population. A number of studies have

characterized the incidence of depression and symptoms of

depression in resident physicians.8,23,24 In a review and

meta-analysis of studies describing the prevalence of

depression and symptoms of depression in residency, Mata

et al. found an overall incidence of 28.8%, with a range of

20.9-43.2%. It is notable that the prevalence increased

significantly over the course of the first year of training and

increased progressively with subsequent years. Rose and

Brown have identified depression in anesthesiologists as

another form of impairment deserving of the same amount of

attention given to substance abuse disorder.25

Suicide is the unfortunate final product of a complex

interplay of individual health, behavioural health, and

environmental factors and is the tenth leading cause of

death in the United States.26 Suicide does not typically

arise from burnout alone, but is more commonly associated

with other mental illness, such as depression and bipolar

disorder.27 Nevertheless, episodes of suicidal ideation are

known to occur in physicians who are suffering from

significant stress, burnout, and depression. One study found

that, in a general population, 34% of individuals with

suicidal ideation develop a suicide plan, and at least 70% of

those with a plan will attempt suicide.28

Physicians have the remarkable (and unfortunate)

distinction of more successful suicides than the general

population. The risk of suicide and suicidal ideation

increases in medical school but dramatically accelerates

once trainees enter graduate medical education programs.

One study reported an increase from approximately 4%

during the pre-internship period to about 25% during the

intern year.29 Sen et al. showed that the frequency of

suicidal ideation increased approximately fourfold in the

first three months of the internship year.29 Compared with

the general population, the relative risk of completed

suicide is 1.4 in male physicians and 2.3 in female

physicians.30 Although a tremendous amount of attention

has been focused on the problems of depression and suicide

during residency training, a notable period of significant

stress, the actual rate of suicide is highest in physicians in

late middle age.31 In addition to a higher percentage of

attempted suicides, physicians also complete suicide at a

higher rate than their lay counterparts,31 in part because of

enhanced knowledge of toxicology and means of

successful techniques for suicide.28

Associations and causes of burnout and depression

Individual factors

Sex affects the experience of burnout. In males, the most

common signs of burnout are depersonalization followed

by emotional exhaustion and cynicism. Females are more

likely to experience emotional exhaustion as the first sign

of burnout, later experiencing depersonalization and

cynicism and a decreased sense of accomplishment.32 A

male’s sense of personal accomplishment is less likely to

diminish with burnout.32 As mentioned earlier, unlike the

general population, the risk of suicide in female physicians

is increased even more than the increased rate of suicide in

male physicians compared with their lay peers.30

Personal factors that increase the risk of depression and

suicide in physicians include a personal or family history of

mental health disorders, alcohol or substance abuse, the

stress of problems with their families or friends, and most

importantly, threats and stresses in their professional life.
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Anesthesiologists have ready access in the workplace to

drugs that can be used for suicide.33 There is some

evidence that indebtedness is also a risk factor for

suicide.5,11

The culture of medicine

Medical students learn cultural imperatives such as service,

excellence, competence, and compassion.34 These are

important sources of pride for physicians, but each can

become destructive if not balanced. Dedication and a sense

of service—encompassed in the Hippocratic Oath—are the

most compelling reasons that draw individuals to a career

in medicine. Nevertheless, the personal sacrifices required

to provide service can result in feelings of deprivation or

victimization if the self-sacrifice is extreme. Physicians

routinely deny personal needs such as sleep and food in the

course of their training and work. Presenteeism, the

practice of coming to work while sick, is a common

problem in both residents and practicing physicians. This is

an example of self-sacrifice that is potentially harmful to

both patients and physicians themselves.35–37

Medicine and anesthesiology are disciplines that uphold

standards of excellence and often support a culture or

credence for which there is zero tolerance for mistakes.

Anesthesiologists’ expectations often breed a sense of

perfectionism and a desire for control, and if left

unchecked, a lack of acceptance of the potential for error

leads to an erroneous sense of invincibility. Fortunately,

the specialty of anesthesiology has embraced the need for

standards of care and disclosure of errors and the system

factors creating them,38,39 but again, if left unchecked, a

sense of perfectionism creates unrealistic demands on the

anesthesiologist.

The development of competence is a fundamental

element of physician training, and a sense of competence

is expected upon completion of training and with board

certification. Some medical students and residents manifest

signs of imposter syndrome, i.e., they struggle to achieve a

sense of competence but doubt their ability or competence

despite excellent evaluations and test scores. Some

individuals overcompensate for the internal distress of

imposter syndrome by embracing a sense of omnipotence

(Table 1).34 Nevertheless, patient outcomes are not always

within a physician’s control, and an unchecked sense of

responsibility for patient outcomes can lead to

inappropriate feelings of disappointment and shame.

Compassion includes empathy and the development of

appropriate emotional boundaries with patients and

families.34 Medical students, trainees, and early career

physicians witness a variety of tragedies and complex cases

in the course of their work. It is imperative that physicians

develop skills to maintain a sense of compassion in the face

of suffering, while not suppressing their own emotions to

the point of becoming emotionally isolated.

System factors

There is no question that the practice of medicine and

anesthesiology is changing rapidly. This impacts the way

anesthesiologists and anesthesiology trainees work and the

opportunities for satisfaction that have historically been

found in the practice of medicine.

The United States Accreditation Council for Graduate

Medical Education (ACGME) implemented a series of

work hour restrictions for residents, initially in 2003 and

with modifications in 2011.40,41 These limitations were

intended to decrease fatigue and enhance patient safety, but

there have been mixed results regarding trainee satisfaction

and patient safety.42,43 Similarly, although residents work

fewer hours since the implementation of the duty hour

rules, a decrease in the prevalence of burnout has not been

identified. Additionally, work burden has shifted from

trainees to faculty, increasing the risk of burnout at the

practicing physician level. Health systems have varied in

their approaches to duty hour restrictions. The

unintentional phenomenon of work compression—i.e., the

expectation that the same amount of work and learning will

be accomplished in less time—is a result. These pressures

reduce the amount of time available for teaching and

learning, decreasing both faculty and trainee satisfaction in

academic settings. The implementation of duty hour rules

utilizing night float (i.e., several consecutive shifts of night

work during which daytime physicians are relieved and the

night float team covers patient workload) and other

structures has resulted in increased fragmentation of

healthcare. This has led to an increased number of

patient handovers and a decreased sense of physician

Table 1 Interplay between cultural norms in medicine and burnout factors (adapted from Nedrow et al.)34

Positive Value Negative Potential Burnout Factors

Service Deprivation Compassion fatigue, entitlement

Excellence Invincibility Emotional exhaustion

Competence Omnipotence Ineffectiveness, cynicism

Compassion Isolation Depersonalization
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‘‘ownership’’ of patients. This limits the opportunities for

meaningful engagement with patients and families as well

as teaching and learning opportunities.44 Additionally,

insufficient emphasis has been placed on adequate sleep

hygiene and rest when trainees are not working. Trainees

are expected to work a set schedule rather than maintain

control of their own hours, usually expected in professional

life. One study of medical interns reported that each intern

spent less than eight minutes with each patient per day.45

Only about 12% of total work time was spent in direct

contact with patients, and 66% of the trainees’ time was

spent in indirect patient care activities, such as placing and

reviewing orders, communicating with other physicians,

and writing and reading progress notes.45

As mentioned earlier, increased attention on the

business aspects of anesthesiology practice, including

determination of metrics for first case on-time starts

(FCOTS), turnover time (TOT), and increased demands

for productivity and patient throughput, risks

anesthesiologists’ self-perception as professionals rather

than ‘‘workers’’. Production pressure decreases the amount

of time spent in meaningful conversations with patients,

families, and learners and has the potential to jeopardize

patient safety.4 This is particularly concerning, as patients

requiring anesthesia care are increasingly more

complicated with significant comorbidities, and the scope

of anesthesia and surgical care is being expanded. The need

to learn and adapt to the rapid expansion of technology and

techniques in anesthesia care, such as Enhanced Recovery

After Surgery techniques, echocardiography, ultrasound-

guided techniques, and expansion of anesthesia practice

into the perioperative surgical home model,46,47 creates

additional pressure on faculty to do more and learn more in

less time.46,48

Another challenge that has arisen in the past several

years is the widespread adoption of EHR systems, which

has accelerated in the United States because of the Centers

for Medicare and Medicaid Services ‘‘Meaningful Use’’

regulations.49 Although the potential exists for EHRs—i.e.,

electronic formats of medical records and data intended to

contain and share information from all providers involved

in a patient’s care, across locations; distinct from electronic

medical records, which are merely digital representations

of historical patient documents—to improve efficiency,

safety, and the quality of care, most physicians find that use

of the EHR increases their clerical burden and has changed

the nature of their interactions with patients (e.g.,

‘‘doctoring while typing’’, addressing patient concerns

through web-based portals). A RAND Health review

requested by the American Medical Association in 2013

characterized factors affecting physician satisfaction with

EHRs. The authors found that, although EHRs facilitate

some aspects of clinical care, in general, physician

satisfaction was worsened due to the mismatch of user

interface with clinical workflow, information overload, and

time-consuming documentation requirements formerly

performed by lower-skilled workers. Practice finances

were often jeopardized by the introduction of EHRs.49

Physicians are spending more time with documentation and

clerical tasks and less time in dialogue with patients.6 In

one study, only about 30% of anesthesiologists were

satisfied or very satisfied with the EHR, and about 55%

were dissatisfied with their clinical clerical burden directly

related to patient care.50 The authors found a higher risk of

burnout in physicians using EHRs, regardless of their

satisfaction level with the EHR.51 Another study by

Babbott et al. indicated that physicians using complex

EHRs reported more time pressure in their clinical work,

which was associated with significantly more burnout,

dissatisfaction, and intention to leave the practice.52 It is

unclear whether this is a transitional effect, as younger

physicians seem to be more satisfied with the EHR.50,51

Finally, a recent commentary succinctly summarized the

benefits and frustrations of the current state of the EHR and

pointed out that, in its current form, the EHR is not

fulfilling its potential to enhance physicians’ ability to

synthesize important information, communicate effectively

with and about patients, and clearly inform clinical

decisions.53

Strategies to enhance physician well-being

The concept of physician well-being is multidimensional

and includes factors that relate to each physician as an

individual as well as to the environment in which the

physician works. A one-size-fits-all approach to such a

complicated problem is unlikely to be successful. Instead,

attention must be paid to the different components of well-

being and the different types of stressors that medical

students, residents, and physicians may encounter at

various points in their career.14 Additionally, the best

approaches to enhancing physician well-being must

address self-care as a professional imperative, including

physical and mental health. Historically, the intimation was

that preservation of well-being was a personal individual

matter and that physicians were responsible for their own

resilience and well-being. This view ignores the impact of

the learning and work environment on the satisfaction and

performance of the employees and learners within it.

Therefore, the likelihood of successful planning for

physician well-being will be increased if its elements

include attention to the physician as an individual, the

stressors of the particular work setting (e.g., clinical unit or

department), institutional approaches, and national policies

and strategies addressing physician well-being.
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Personal approaches

Fundamentally, it is important that physicians make a

commitment to self-care. Physicians in training must learn

skills to balance the competing professionalism demands of

altruism and self-care. The work demands of physicians,

including graduate medical education trainees and faculty or

staff anesthesiologists, can make this difficult. Nevertheless,

it is important that physicians avail themselves of the same

care they prescribe for their patients. This includes

appropriate attention to medical conditions, health

maintenance activities (e.g., sleep), and non-postponement

of essential diagnostic tests.54,55 Counselling and

psychotherapy are proven to be effective for treatment of

depression and other mental health disorders, including

anxiety. As mentioned later in this article, physicians must

overcome a number of obstacles besides busy clinical

schedules in order to seek care. Some strategies to enhance

resilience and prevent burnout are described below.

Cognitive behavioral therapy

Sen et al. at the University of Michigan have been conducting

The Intern Study (http://www.srijam-sen-lab.com), which

includes several components addressing the problems of

burnout, depression, and suicidal ideation during internship.29

Participants in the study complete online screening tests

assessing their risk of depression, and they have access to a

series of web-based cognitive behavioural therapy tools

(wCBT). The same group is also investigating the genetics of

depression and stress.56 The wCBT program appears to be

associated with decreased suicidal ideation in medical interns.

Another preliminary study reported benefits of an internet-

based self-compassion cultivation program for psychology

trainees, including increased happiness and decreased

depression and stress.57 Both interventions offer the advan-

tage of asynchronous administration, allowing physicians to

access and use the modalities at their own pace and time.

Exercise

Physical exercise has beneficial effects on general health,

allows for positive interactions with others, and has been

shown to have salutary effects on depression. The group at

Mayo Clinic found that trainees who participated in an

organized exercise program had improved quality of life

and burnout scores compared with a peer group that did not

participate in the program.58

Mindfulness training

There is some evidence that promotion of self-awareness

and mindfulness training can positively impact the rate of

physician burnout, increasing doctors’ well-being and the

quality of their patient interactions.59,60 Other interventions

that have been applied in a variety of settings are positive

psychology exercises. Examples of these include positive

visualization, recognition of appreciation and gratitude,

and other exercises that can be conducted independently or

in group settings. The efficacy of these interventions

suggests that they can be effective for increasing feelings

of happiness and decreasing depressive symptoms, and

their effect can last longer than the intervention period.60,61

Institution- and system-based strategies

The effects of thoughtfully planned system-level

approaches are more likely to endure, particularly in

conjunction with individual or personal approaches.62

Importantly, Shanafelt et al. showed that the attributes of

frontline leaders can markedly impact the career

satisfaction of physicians, including their likelihood of

burnout.63 The implication is that leaders should emulate

desired wellness behaviour, leading by example. It is likely

that the importance of relationships between leaders and

employees is replicated in other situations, such as those

between anesthesiology chairs and faculty, program

directors and residents,18 and medical school leaders and

students. Therefore, recognition of the problems of burnout

and depression is critical for health system leaders.

Strategies to enhance the learning environment are

paramount in combatting the problems of burnout and

depression in our health systems. A longitudinal study of

one institution’s physician workforce discovered that poor

burnout and satisfaction scores were correlated with

reductions in physician work effort over time, and that

declining scores of emotional exhaustion or physician

satisfaction predicted the likelihood that a physician would

request reduced work hours or part-time status over the

subsequent year.64 Considering that there is a projected

physician workforce shortage in the United States (and

elsewhere),65,66 this is an important issue, as a resilient and

satisfied workforce will be best equipped to care for

patients. It is important for healthcare institutions to

develop systems and resources to promote satisfied

employees. The expenses and effort to address this issue

can be offset by decreased costs in turnover and

recruitment.67,68 The remainder of this section describes

initiatives that have been implemented in some health

systems to address the problem of physician burnout.

Enhancing physician professional development

Traditional resources that can positively impact physician

satisfaction include providing local continuing medical

education opportunities or funds to support these pursuits
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outside the institution. This shows the importance of

staying current in rapidly changing medical fields as well

as the institution’s commitment to ensure this important

aspect of a physician’s identity.

Screening tools for distress

The development of screening tools would be one possible

method to identify physicians who are at risk of significant

psychological distress. Dyrbye et al. have validated such

tools in medical student, trainee, and physician

populations.69,70 They have shown that these screening

tools are reasonably sensitive and specific in stratifying

mental quality-of-life scores, degrees of suicidal ideation,

fatigue, and career satisfaction. The University of

California at San Diego has developed a program to raise

awareness of depression in physicians. The program

includes screening tools for suicide prevention71 that can

be used as self-assessments or as part of an established

treatment or counselling plan. Implementation of these

tools can identify physicians or trainees who might benefit

from additional resources.

Support for physicians and the care team

Institutional holistic wellness programs

Many institutions have implemented holistic wellness

programs to support their physicians and staff at times of

severe stress, such as following an unexpected patient

death.72 The term ‘‘Code Lavender’’ has been used in some

institutions to describe these activities,73 which mimic the

terms ‘‘Code Red’’ for fire alerts and ‘‘Code Blue’’ for

medical emergencies. Providers can call a Code Lavender,

which brings support services to the providers who are

experiencing severe stress. ‘‘Second victim’’ response

groups have been implemented to help address the

traumatic response that physicians and other healthcare

workers experience after unexpected patient events or

errors.74,75

Additionally, other opportunities for debriefing and

decompression, such as Balint groups, Schwartz Centre

Rounds, and stress management sessions have been used in

various settings, including training programs. Such

programs help caregivers cope with the stressors of their

work, decrease compassion fatigue and burnout, and help

them reconnect with the purpose and meaning of their

careers.76,77 Balint groups have been used for decades in

primary care and family medicine programs. They are

group sessions intended to enhance the physician’s

interviewing skills and relationships with patients.

Tolerance, listening, and curiosity are skills that are

emphasized.78 Schwartz Centre Rounds are intended to

improve relationships and communication with patients

and to enhance healthcare providers’ sense of personal

support.76,79 They are conducted in a safe multidisciplinary

format where care providers are allowed time and space to

share their stories, struggles, and successes related to their

work in healthcare.80 These sessions provide an

opportunity for healthcare team members to debrief and

reflect on the care they provide and its emotional impact.

Lown and Manning79 studied a group of attendees of

Schwartz Centre Rounds and found that participants

experienced decreases in perceived stress and an increase

in the ability to cope with the emotional aspects of patient

care.

The Mayo Clinic group recently conducted a meta-

analysis of 15 randomized-controlled trials comprised of

716 physicians and 37 unique cohort studies involving

2,914 physicians. Notably, most of the studies found

significant reductions in the scores for emotional

exhaustion and depersonalization. Their findings

indicated that results of the interventions showing

differences in overall burnout did not differ between

controlled trials vs observational trials or between residents

vs practicing physicians. Institutional efforts were more

effective than individual efforts. The authors remark that

more investigation is needed to determine which

interventions might be best for particular populations and

what combinations of institutional and individual

approaches might be most effective.

Linzer et al. described ‘‘10 bold steps’’ to prevent

burnout in general internists (Table 2).81 Most of these

steps may also be applied to anesthesiologists. Suggestions

are broken down into institutional metrics, work changes,

career development, and personal interventions to improve

quality of life, reduce burnout, bring joy back into the

practice of medicine, and ultimately improve the quality of

patient care.

National considerations

Medical students, residents and fellows, and practicing

anesthesiologists must overcome significant real and

perceived barriers in seeking behavioural healthcare for

themselves. Behavioural health conditions carry significant

stigma compared with other medical conditions, even

among healthcare providers.82 Additional barriers include

concerns about confidentiality, cost, and time constraints.

Due to these concerns, self-treatment is more likely,

potentially leading to delays in appropriate treatment and

even substance abuse.83 Anesthesiologists, like all

physicians, are cautious about revealing that they have

received or are receiving care for depression or other

behavioural health issues. This remains an issue even if
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their condition is stable and well-controlled because they

have concerns about difficulties with licensure and medical

staff credentialling.84,85

In a review of medical licensure applications, Schroeder

et al. determined that approximately 70% contained at least

one question that was impermissible (or likely

impermissible) in regards to compliance with the

Americans with Disabilities Act (ADA).86 While a

balance exists to protect the public from unwell

physicians, there is no reason that physicians who have

been or are currently receiving treatment for depression,

and are stable, should have to disclose this condition

differently than any other medical history. Fear about the

consequences of disclosure is one obstacle that physicians

must overcome in order to seek care for depression or other

health problems.87 Some medical boards are addressing

this concern with more explicit reassurance regarding

disclosure in licensure applications. For example, one

medical board in the United States has published a

document 87 intended to ‘‘encourage physicians and

other…licensees to seek help free of the unwarranted

concern that doing so will automatically lead to Board

intervention, discipline, or licensure limitation.’’ We argue

that medical boards and credentialling agencies should

focus their questions on impairment rather than on a

diagnosis of depression or other mental health problem.

Easing credentialling barriers can be one part of the

solution, but additional efforts will be required to

determine the best national strategies to confront and

meaningfully address the problems of physician burnout,

depression, and suicide. The ACGME has initiated several

efforts to address this problem for residents and fellows,

including the creation of a permanent task force focused on

physician wellness, resources to educate the physician

community about burnout, depression, and physician

suicide, and collaborating with others in research projects

to delve further into the problem and solutions.88 The

ACGME’s duty hour rules have been criticized but have

also been shown to mitigate against resident burnout.

Despite the success of these initiatives, support and

attention must also be provided to practicing

physicians.89 The ACGME is partnering with other

national organizations, such as the Association of

American Medical Colleges, the American Medical

Association, and the Institute of Medicine, to address

wellness across the continuum of medical education and

physician practice.90 In 2007, the ASA established ‘‘Health

and Wellness in Action’’, an initiative intended to promote

health in the specialty.91 Other professional organizations

have identified self-care as a professional obligation.

Encouraging anesthesiologists and trainees to care for

themselves will permit continued enthusiastic engagement

in the practice of medicine and provide optimal and safe

patient care.

Conclusions

The problems of physician burnout, depression, and suicide

have existed in clinical practice and have been reported in

the literature for over a decade. Numerous calls to action

have occurred; however, a recent increase in public

awareness and attention to the problem, along with the

tragic loss of approximately one physician per day to

suicide, has provoked a greater sense of urgency for

improvement. Depression occurring during residency

training negatively impacts trainee self-perception and

their valuing of the medical profession.92 We consider self-

care to be a professional imperative. The strategy to

enhance physician well-being must be multilayered at the

individual, institutional, and national levels.

Anesthesiologists must develop skills to cope with the

Table 2 The ten bold steps to prevent burnout in general internal medicine (adapted for anesthesiologists).81

Step General Internal Medicine Anesthesiology adaptation

1 Institutional metrics should include physician satisfaction well-being Same

2 Incorporate mindfulness and teamwork for trainees and clinicians Same

3 Decrease stress from Electronic Health Records Same

4 Address challenging work conditions in underresourced primary

care clinics-space, resources, availability of consultants

Improve work conditions

in clinical areas

5 Cover predictable life events with clinician ‘‘float pools’’ Same

6 Develop practice models that preserve physician work control Same

7 Support manageable patient panel sizes, lengthened visits, and staffing ratios Support manageable caseload

and work production expectations

8 Support career planning, customization, development of interests Same

9 Promote career opportunities and advancement for part-time physicians Same

10 Prioritize self-care as part of medical professionalism Same
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periods of intense stress and challenge that are

fundamentally present in the practice of anesthesiology.

They must also learn and embrace practices to support their

resiliency and mental health to foster long healthy careers

filled with personal and professional satisfaction. Changes

in medical licensing and institutional credentialling

processes and enhanced awareness and education about

the increased risk of burnout, depression, and suicide

should decrease barriers to physicians seeking appropriate

care. Anesthesiology practices and healthcare

organizations should evaluate the balance between the

demands they place on physicians and the resources

provided to sustain an engaged, productive, and satisfied

physician workforce. Ultimately, these strategies will

benefit the organizations by decreasing staff turnover and

improving the quality and safety of patient care.

Conflicts of interest None declared.

Author contributions Catherine M. Kuhn and Ellen M. Flanagan

participated in the conceptual plan for the paper, participated heavily

in the literature search, and drafted several sections of the paper.

Catherine M. Kuhn wrote the final version of the article. Ellen M.

Flanagan reviewed the final version of the paper.

Editorial responsibility This submission was handled by

Dr. Hilary P. Grocott, Editor-in-Chief, Canadian Journal of Anesthesia.

Funding This work was produced without any funding to support the

work, apart from faculty time. There are no commercial or non-

commercial affiliations that could be perceived as a conflict of interest.

There are no other relevant relationships, such as consultancies.

References

1. Sinha P. Why do doctors commit suicide? The New York Times -

September. 4, 2014. Available from URL: http://www.nytimes.

com/2014/09/05/opinion/why-do-doctors-commit-suicide.html

(accessed November 2016).

2. Feldman R, Greco RS. Why the toxic treatment of doctors needs

to change. Time - August 31, 2015. Available from URL: http://

time.com/4012627/doctors-stress-suicide/ (accessed November

2016).

3. Oaklander M. Doctors on life support. Time - August 27, 2015.

Available from URL: http://time.com/4012840/doctors-on-life-

support/ (accessed November 2016).

4. Gaba DM, Howard SK, Jump B. Production pressure in the work

environment. California anesthesiologists’ attitudes and

experiences. Anesthesiology 1994; 81: 488-500.

5. West CP, Shanafelt TD, Kolars JC. Quality of life, burnout,

educational debt, and medical knowledge among internal

medicine residents. JAMA 2011; 306: 952-60.

6. Verghese A. Culture shock—patient as icon, icon as patient. N

Engl J Med 2008; 359: 2748-51.

7. Maslach C, Schaufeli WB, Leiter MP. Job burnout. Ann Rev

Psychol 2001; 52: 397-422.

8. DeOliveira GS Jr, Chang R, Fitzgerald PC, et al. The prevalence

of burnout and depression and their association with adherence to

safety and practice standards: a survey of United States

anesthesiology trainees. Anesth Analg 2013; 117: 182-93.

9. West CP, Tan AD, Habermann TM, Sloan JA, Shanafelt TD.

Association of resident fatigue and distress with perceived

medical errors. JAMA 2009; 302: 1294-300.

10. Profit J, Sharek PJ, Amspoker AB, et al. Burnout in the NICU

setting and its relation to safety culture. BMJ Qual Saf 2014; 23:

806-13.

11. Dyrbye LN, Thomas MR, Massie FS, et al. Burnout and suicidal

ideation among U.S. medical students. Ann Intern Med 2008;

149: 334-41.

12. Dyrbye L, Shanafelt T. A narrative review on burnout

experienced by students and residents. Med Educ 2016; 50:

132-49.

13. Jackson ER, Shanafelt TD, Hasan O, Satele DV, Dyrbye LN.

Burnout and alcohol abuse/dependence among U.S. medical

students. Acad Med 2016; 91: 1251-6.

14. Dyrbye LN, West CP, Satele D, et al. Burnout among U.S.

medical students, residents and early career physicians relative to

the general U.S. population. Acad Med 2014; 89: 443-51.

15. Cohen JS, Leung Y, Fahey M, et al. The happy docs study: A

Canadian Association of internes and residents well-being survey

examining resident physician health and satisfaction within and

outside residency training in Canada. BMC Res Notes 2008; 1:

105.

16. Shanafelt TD, Balch CM, Bechamps G, et al. Burnout and

medical errors among American surgeons. Ann Surg 2010; 251:

995-1000.

17. West CP, Huschka MM, Novotny PJ, et al. Association of

perceived medical errors with resident distress and empathy: a

prospective longitudinal study. JAMA 2006; 296: 1071-8.

18. DeOliveira GS, Almeida MD, Ahmad S, Fitzgerald PC, McCarthy

RJ. Anesthesiology residency program director burnout. J Clin

Anesth 2011; 23: 176-82.

19. Hyman SA, Michaels DR, Berry JM, Schildcrout JS, Mercaldo

ND, Weinger MB. Risk of burnout in perioperative clinicians: a

survey study and literature review. Anesthesiology 2011; 114:

194-204.

20. van der Walt N, Scribante J, Perrie H. Burnout among

anaesthetists in South Africa. South Afr J Anaesth Analg 2015;

21: 169-72.

21. Gazoni FM, Durieux ME, Wells L. Life after death: the

aftermath of perioperative catastrophes. Anesth Analg 2008;

107: 591-600.

22. American Psychiatric Association. Diagnostic and Statistical

Manual of Mental Disorders, Fifth Edition. American Psychiatric

Association Publishing; 2013.

23. Mata DA, Ramos MA, Bansal N, et al. Prevalence of depression

and depressive symptoms among resident physicians: a

systematic review and meta-analysis. JAMA 2015; 314: 2373-83.

24. Goebert D, Thompson D, Takeshita J, et al. Depressive symptoms

in medical students and residents: a multischool study. Acad Med

2009; 84: 236-41.

25. Rose GL, Brown REJ. The impaired anesthesiologist: not just

about drugs and alcohol anymore. J Clin Anesth 2010; 22: 379-

84.

26. American Foundation for Prevention of Suicide. Suicide

statistics. Available from URL: https://afsp.org/about-suicide/

suicide-statistics/ (accessed November 2016).

27. Gold KJ, Sen A, Schwenk TL. Details on suicide among US

physicians: data from the National Violent Death Reporting

System. Gen Hosp Psychiatry 2013; 35: 45-9.

28. Kessler RC, Borges G, Walters EE. Prevalence of and risk factors

for lifetime suicide attempts in the National Comorbidity Survey.

Arch Gen Psychiatry 1999; 56: 617-26.

29. Sen S, Kranzler HR, Krystal JH, et al. A prospective cohort study

investigating factors associated with depression during medical

internship. Arch Gen Psychiatry 2010; 67: 557-65.

166 C. M. Kuhn, E. M. Flanagan

123

http://www.nytimes.com/2014/09/05/opinion/why-do-doctors-commit-suicide.html
http://www.nytimes.com/2014/09/05/opinion/why-do-doctors-commit-suicide.html
http://time.com/4012627/doctors-stress-suicide/
http://time.com/4012627/doctors-stress-suicide/
http://time.com/4012840/doctors-on-life-support/
http://time.com/4012840/doctors-on-life-support/
https://afsp.org/about-suicide/suicide-statistics/
https://afsp.org/about-suicide/suicide-statistics/


30. Schernhammer ES, Colditz GA. Suicide rates among physicians: a

quantitative and gender assessment (meta-analysis). Am J

Psychiatry 2004; 161: 2295-302.

31. Petersen MR, Burnett CA. The suicide mortality of working

physicians and dentists. Occup Med (Lond) 2008; 58: 25-9.

32. Houkes I, Winants Y, Twellaar M, Verdonk P. Development of

burnout over time and the causal order of the three dimensions of

burnout among male and female GPs. A three-wave panel study.

BMC Public Health 2011; 18: 240.

33. Boulis S, Khanduja PK, Downey K, Friedman Z. Substance

abuse: a national survey of Canadian residency program directors

and site chiefs at university-affiliated anesthesia departments.

Can J Anesth 2015; 62: 964-71.

34. Nedrow A, Steckler NA, Hardman J. Physician resilience and

burnout: can you make the switch? Fam Pract Manag 2013; 20:

25-30.

35. Giaver F, Lohmann-Lafrenz S, Lovseth LT. Why hospital

physicians attend work while ill? The spiraling effect of

positive and negative factors. BMC Health Serv Res 2016; 16:

548.

36. Miraglia M, Johns G. Going to work ill: a meta-analysis of the

correlates of presenteeism and a dual-path model. J Occup Health

Psychol 2016; 21: 261-83.

37. Jena AB, Baldwin DC Jr, Daugherty SR, Meltzer DO, Arora VM.

Presenteeism among resident physicians. JAMA 2010; 304:

1166-8.

38. Pierce EC Jr. The 34th Rovenstine lecture. 40 years behind the

mask: safety revisited. Anesthesiology 1996; 84: 965-75.

39. Gaba DM. Anaesthesiology as a model for patient safety in health

care. BMJ 2000; 320: 735-8.

40. Martini S, Arfken CL, Balon R. Comparison of burnout among

medical residents before and after implementation of work hours

limits. Acad Psych 2006; 30: 352-5.

41. Goitein L, Shanafelt TD, Wipf JE, Slatore CG, Back AL. The

effects of work-hour limitations on resident well-being, patient

care, and education in an internal medicine program. Arch Intern

Med 2005; 165: 2601-6.

42. Jagsi R, Shapiro J, Weissman JS, Dorer DJ, Weinstein DF. The

educational impact of ACGME limits on resident and fellow duty

hours: a pre-post survey study. Acad Med 2006; 81: 1059-68.

43. Swide CE, Kirsch JR. Duty hours restriction and their effect on

resident education and academic departments: the American

perspective. Curr Opin Anaesthesiol 2007; 20: 580-4.

44. Szymczak JE, Brooks JV, Volpp KG, Bosk CL. To leave or to lie?

Are concerns about a shift-work mentality and eroding

professionalism as a result of duty-hour rules justified? Milbank

Q 2010; 88: 350-81.

45. Block L, Habicht R, Wu AW, et al. In the wake of the 2003 and

2011 duty hours regulations, how do internal medicine interns

spend their time? J Gen Intern Med 2013; 28: 1042-7.

46. Prielipp RC, Morell RC, Coursin DB, et al. Dialogue on the

future of anesthesiology. Anesth Analg 2015; 120: 1152-4.

47. King AB, Alvis BD, McEvoy MD. Enhanced recovery after

surgery, perioperative medicine, and the perioperative surgical

home: current state and future implications for education and

training. Curr Opin Anaesthesiol 2016. DOI:10.1097/ACO.

0000000000000394.

48. Prielipp RC, Cohen NH. The future of anesthesiology:

implications of the changing healthcare environment. Curr Opin

Anaesthesiol 2016; 29: 198-205.

49. Friedberg MW, Chen PG, Van Busum KR, et al. Factors affecting

physician professional satisfaction and their implications for

patient care, health systems, and health policy. Rand Corporation

2013. Available from URL: http://www.rand.org/pubs/research_

reports/RR439.html (accessed November 2016).

50. Sinsky CA, Willard-Grace R, Schutzbank AM, Sinsky TA,

Margolius D, Bodenheimer T. In search of joy in practice: a

report of 23 high-functioning primary care practices. Ann Fam

Med 2013; 11: 272-8.

51. Shanafelt TD, Dyrbye LN, Sinsky C, et al. Relationship between

clerical burden and characteristics of the electronic environment

with physician burnout and professional satisfaction. Mayo Clin

Proc 2016; 91: 836-48.

52. Babbott S, Manwell LB, Brown R, et al. Electronic medical

records and physician stress in primary care: results from the

MEMO study. J Am Med Inform Assoc 2014; 21: e100-6.

53. Zulman DM, Shah NH, Verghese A. Evolutionary pressures on the

electronic health record: caring for complexity. JAMA 2016; 316:

923-4.

54. Zwack J, Schweitzer J. If every fifth physician is affected by

burnout, what about the other four? Resilience strategies of

experienced physicians. Acad Med 2013; 88: 382-9.

55. Epstein RM, Krasner MS. Physician resilience: what it means,

why it matters, and how to promote it. Acad Med 2013; 88: 301-

3.

56. Guille C, Zhao Z, Krystal J, Nichols B, Brady K, Sen S. Web-

based cognitive behavioral therapy intervention for the

prevention of suicidal ideation in medical interns: a randomized

clinical trial. JAMA Psychiatry 2015; 12: 1192-8.

57. Finlay-Jones A, Kane R, Rees C. Self-compassion online: a pilot

study of an internet-based self-compassion cultivation program

for psychology trainees. J Clin Psychol 2016. DOI:10.1002/jclp.

22375.

58. Weight CJ, Selton JL, Lessard-Anderson CR, Shanafelt TD, Olsen

KD, Laskowski ER. Physical activity, quality of life, and burnout

among physician trainees: the effect of a team-based, incentivized

exercise program. Mayo Clin Proc 2013; 88: 1435-42.

59. Krasner MS, Epstein RM, Beckman H, et al. Association of an

education program in mindful communication with burnout,

empathy, and attitudes among primary care physicians. JAMA

2009; 302: 1284-93.

60. Seligman ME, Steen TA, Park N, Peterson C. Positive psychology

progress: empirical validation of interventions. Am Psychol

2005; 60: 410-21.

61. Mazzucchelli TG, Kane RT, Rees CS. Behavioral activation

interventions for well-being: a meta-analysis. J Posit Psychol

2010; 5: 105-21.

62. Eckleberry-Hunt J, Van Dyke A, Lick D, Tucciarone J. Changing

the conversation from burnout to wellness: physician well-being

in residency training programs. J Grad Med Educ 2009; 2: 225-

30.

63. Shanafelt TD, Gorringe G, Menaker R, et al. Impact of

organizational leadership on physician burnout and satisfaction.

Mayo Clin Proc 2015; 90: 432-40.

64. Shanafelt TD, Mungo M, Schmitgen J, et al. Longitudinal study

evaluating the association between physician burnout and

changes in professional work effort. Mayo Clin Proc 2016; 91:

422-31.

65. Byrick R, Craig D, Carli F. Revisiting the consequences of

inadequate Canadian physician resource planning: a renewed call

to action. Can J Anesth 2016; 63: 1314-8.

66. Siu E, Tenenbein P, Kavanagh BP. Job shortages in anesthesia: a

pro or con? Can J Anesth 2016; 63: 529-36.

67. Awa WL, Plaumann M, Walter U. Burnout prevention: a review

of intervention programs. Patient Educ Couns 2010; 78: 184-90.

68. Montgomery A. The inevitability of physician burnout:

implications for intervention. Burnout Research 2014; 1: 50-6.

69. Dyrbye LN, Schwartz A, Downing SM, Szydlo DW, Sloan JA,

Shanafelt TD. Efficacy of a brief screening tool to identify

medical students in distress. Acad Med 2011; 86: 907-14.

Self-care as a professional imperative 167

123

http://dx.doi.org/10.1097/ACO.0000000000000394
http://dx.doi.org/10.1097/ACO.0000000000000394
http://www.rand.org/pubs/research_reports/RR439.html
http://www.rand.org/pubs/research_reports/RR439.html
http://dx.doi.org/10.1002/jclp.22375
http://dx.doi.org/10.1002/jclp.22375


70. Dyrbye LN, Satele D, Sloan J, Shanafelt TD. Ability of the

physician well-being index to identify residents in distress. J Grad

Med Educ 2014; 6: 78-84.

71. Moutier C, Norcross W, Jong P, et al. The suicide prevention and

depression awareness program at the University of California,

San Diego School of Medicine. Acad Med 2012; 87: 320-6.

72. McGuire T, Moutier C, Downs N, Zisook S. In response to

‘‘Details on suicide among US physicians: data from the National

Violent Death Reporting system’’. Gen Hosp Psychiatry 2013;

35: 448.

73. Johnson B. Code Lavender: initiating holistic rapid response at

the Cleveland Clinic. Beginnings 2014; 34: 10-1.

74. Scott SD, Hirschinger LE, Cox KR, McCoig M, Brandt J, Hall

LW. The natural history of recovery for the healthcare provider

‘‘second victim’’ after adverse patient events. Qual Saf Health

Care 2009; 18: 325-30.

75. Edrees H, Connors C, Paine L, Norvell M, Taylor H, Wu AW.

Implementing the RISE second victim support programme at the

Johns Hopkins Hospital: a case study. BMJ Open 2016; 6:

e011708.

76. The Schwartz Center. Available from URL: http://www.the

schwartzcenter.org/supporting-caregivers/schwartz-center-rounds/

(accessed November 2016).

77. The American Balint Society. Availabe from URL: http://

americanbalintsociety.org/content.aspx?page_id=22&club_id=

445043&module_id=123029 (accessed November 2016).

78. Scheingold L. Balint work in England-lessons for American

family medicine. J Fam Pract 1988; 26: 315-20.

79. Lown BA, Manning CF. The Schwartz Center Rounds: evaluation

of an interdisciplinary approach to enhancing patient-centered

communication, teamwork, and provider support. Acad Med

2010; 85: 1073-81.

80. Ho CH. Slowing medical education through Schwartz Center

Rounds. Acad Med 2015; 90: 1290.

81. Linzer M, Levine R, Meltzer D, Poplau S, Warde C, West CP. 10

bold steps to prevent burnout in general internal medicine. J Gen

Intern Med 2014; 29: 18-20.

82. Carroll AE. Silence is the enemy for doctors who have

depression. The New York Times. January 11, 2016. Available

from URL: http://www.nytimes.com/2016/01/12/upshot/silence-

is-the-enemy-for-doctors-who-have-depression.html. (accessed

September 2016).

83. Bright RP, Krahn L. Depression and suicide among physicians.

Current Psychiatry 2011; 10: 16-30.

84. Givens JL, Tjia J. Depressed medical students’ use of mental

health services and barriers to use. Acad Med 2002; 7: 918-21.

85. Center C, Davis M, Detre T, et al. Confronting depression and

suicide in physicians: a consensus statement. JAMA 2003; 289:

3161-6.

86. Schroeder R, Brazeau CM, Zackin F, et al. Do state medical

board applications violate the Americans with disabilities act?

Acad Med 2009; 84: 776-81.

87. Kirby S. North Carolina Medical Board Forum Summer 2016.

Seeking help for depression, without fear. Available from URL:

http://www.ncmedboard.org/resources-information/professional-

resources/publications/forum-newsletter/article/seeking-help-for-

depression-without-fear (accessed November 2016).

88. Accreditation Council for Graduate Medical Education.

Physician Well-Being. Available from URL: http://www.acgme.

org/What-We-Do/Initiatives/Physician-Well-Being. (accessed

November 2016).

89. West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. Interventions to

prevent and reduce physician burnout: a systematic review and

meta-analysis. Lancet 2016. DOI:10.1016/S0140-6736(16)31279-X.

90. Personal communication, T. Brigham. Accreditation Council for

Graduate Medical Education.

91. American Society of Anesthesiologists. Work-Life Balance: ASA

Wellness Resources. Available from URL: https://www.asahq.

org/resources/resources-from-asa-committees/work-life-balance-

asa-wellness-resources. (accessed November 2016).

92. Mata DA, Ramos MA, Kim MM, Guille C, Sen S. In their own

words: an analysis of the experiences of medical interns

participating in a prospective cohort study of depression. Acad

Med 2016; 91: 1244-50.

168 C. M. Kuhn, E. M. Flanagan

123

http://www.theschwartzcenter.org/supporting-caregivers/schwartz-center-rounds/
http://www.theschwartzcenter.org/supporting-caregivers/schwartz-center-rounds/
http://americanbalintsociety.org/content.aspx%3fpage_id%3d22%26club_id%3d445043%26module_id%3d123029
http://americanbalintsociety.org/content.aspx%3fpage_id%3d22%26club_id%3d445043%26module_id%3d123029
http://americanbalintsociety.org/content.aspx%3fpage_id%3d22%26club_id%3d445043%26module_id%3d123029
http://www.nytimes.com/2016/01/12/upshot/silence-is-the-enemy-for-doctors-who-have-depression.html
http://www.nytimes.com/2016/01/12/upshot/silence-is-the-enemy-for-doctors-who-have-depression.html
http://www.ncmedboard.org/resources-information/professional-resources/publications/forum-newsletter/article/seeking-help-for-depression-without-fear
http://www.ncmedboard.org/resources-information/professional-resources/publications/forum-newsletter/article/seeking-help-for-depression-without-fear
http://www.ncmedboard.org/resources-information/professional-resources/publications/forum-newsletter/article/seeking-help-for-depression-without-fear
http://www.acgme.org/What-We-Do/Initiatives/Physician-Well-Being
http://www.acgme.org/What-We-Do/Initiatives/Physician-Well-Being
http://dx.doi.org/10.1016/S0140-6736(16)31279-X
https://www.asahq.org/resources/resources-from-asa-committees/work-life-balance-asa-wellness-resources
https://www.asahq.org/resources/resources-from-asa-committees/work-life-balance-asa-wellness-resources
https://www.asahq.org/resources/resources-from-asa-committees/work-life-balance-asa-wellness-resources

	Self-care as a professional imperative: physician burnout, depression, and suicide
	Prendre soin de soi, un impératif professionnel: l’épuisement professionnel, la dépression et le suicide chez les médecins
	Abstract
	Purpose
	Source
	Principal findings
	Conclusion

	Résumé
	Objectif
	Source
	Constatations principales
	Conclusion

	Definitions and incidence
	Associations and causes of burnout and depression
	Individual factors
	The culture of medicine
	System factors

	Strategies to enhance physician well-being
	Personal approaches
	Cognitive behavioral therapy
	Exercise
	Mindfulness training

	Institution- and system-based strategies
	Enhancing physician professional development
	Screening tools for distress
	Support for physicians and the care team
	Institutional holistic wellness programs


	National considerations
	Conclusions
	References




