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Commentary

Missing the person
Are preventive medicine and clinical practice guidelines  
contributing to physician burnout? 
Susan P. Phillips MD CCFP MSc

My 40 years of being a family physician were 
filled with joy. Despite the occasional sadness of 
patients’ stories and the crushing blows of hard-

ships in their lives, more common was the remarkable 
resilience of patients in overcoming adversity. Burnout 
was not part of the common lexicon or of my work life.

We now live in an age of burnout. What has unrav-
elled? Is a “fix” available from within family medicine? The 
strains of increased demand for and undersupply of family 
physicians are beyond individual physician control; how-
ever, changes in the nature of care are within our domain.

We have lost what both patients and family physicians 
see as our strengths: relationships, adaptability, listen-
ing, and dynamism.1 Many years ago Dr Ian McWhinney 
wrote that family medicine adapts to the particular.2 
Ours is a discipline based on knowing the person and 
their sense of being known. In bowing down to clinical 
practice guidelines (CPGs) and to the tyranny of practice 
guided by billing and prevention rather than by a patient-
directed agenda, we have abandoned the particular and, 
in the process, lost the joy of knowing, really knowing, 
the people who are our patients. While the rhetoric of 
family medicine is patient-centred—eg, the woman with 
diabetes rather than the diabetic—the gulf between actual 
practice and patient- and person-centred approaches 
has widened. This gulf threatens to undermine the lon-
gevity advantage of primary care–led medical systems 
identified by Starfield et al3 decades ago and, I suggest, 
is a key source of declining practitioner and, perhaps, 
patient satisfaction.

Clinical practice guidelines  
and the disappearing individual
At their best, CPGs save individual clinicians from hav-
ing to sift through evidence. They distill research and 
provide a standard template for diagnosis and treatment. 
Embedded in CPGs, however, is the frequent assump-
tion of homogeneity and a lack of consideration of the 
culture, race, gender, setting, and values of the person 
with the illness and of the characteristics of the partici-
pants or subjects whose data underpin research findings 
that inform CPGs. Medicine’s increasing reliance on a 
top-down, standardized approach absolves and even 
discourages practitioners from knowing the person, and 
it implicitly renders time spent exploring individual con-
text and variability wasteful. Sackett et al’s vision of 
evidence-based medicine as the intersection of patient 
values, clinical expertise, and best research4 becomes 

narrower as at least the first and possibly the second of 
these 3 components is discounted. Patients are reduced 
to an age, sometimes a sex, and a set of signs and symp-
toms while their knowledge of self is seen as irrelevant 
and ignored or even dismissed. The physician’s autono-
mous thought is replaced by the application of the right 
algorithm. Neither patient nor physician walks away sat-
isfied, and that intangible strength of family medicine to 
produce better outcomes also slips away.5

Overly focused on prevention
In the name of prevention, and prompted to some extent 
by industry’s push to find new precursors of disease 
for profitable treatments, family physicians spend more 
and more patient encounter time on a search for risks 
of disease or risks of risks.6,7 Despite a lack of current 
suffering in a patient, potential and frightening diag-
noses such as cancer are hinted at as the outcomes 
of nonadherence. Nevertheless, the benefits of many 
screening maneuvers have been called into question.6,7 
“At risk” labelling is creating a population of the “wor-
ried well,” people who fear that their future is inevita-
bly one of multiple chronic diseases as they wait for the 
sword of Damocles to drop. As Dr Iona Heath wrote in 
2010, “When the prevention of disease begins to assume 
greater priority than the relief of suffering, something 
very fundamental begins to go awry.”7 

The responsible family physician could spend 7 hours 
a day delivering preventive guidance and testing8 and 
causing frustration for patients whose appointment time 
is taken over by their provider’s goal of getting through 
a risk checklist. Current screening guidelines reduce 
patients to demographic characteristics. The person dis-
appears, becoming a 52-year-old male with prediabe-
tes (which sounds so much more ominous than normal 
blood sugar) instead of an individual with stories, hopes, 
and concerns. Recommendations linked to a few demo-
graphic indicators preclude the need or the time commit-
ment to know the person, as do standardized approaches 
to checking blood pressure, lipid levels, or blood glu-
cose levels, along with many other such tests. Family 
physicians sense patients’ increasing frustration and are 
caught between doing what they are supposed to do 
and feeling, somehow, both inadequate and irritated. 
Although not the sole ingredient, this is part of a recipe 
for burnout and one that family medicine can change.
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Is it about income?
Clinical payments to Canadian family physicians have 
always and without reason been lower than those of 
other specialists.9 This disparity has been blamed for the 
current shortage of family physicians.10,11 I do not dis-
pute that this inequity should be addressed, but I ques-
tion whether money will fix the ever increasing levels of 
burnout I see among so many colleagues. I would sug-
gest that some attempts to close the income gap may 
even have contributed to the family physician shortage. 
For example, in Ontario, the provision of various screen-
ing measures has been incentivized. Family physicians 
receive bonuses based on the proportion of female, 
transgender, and nonbinary patients between the ages 
of 50 and 74 in their practices who have had a mam-
mogram in the past 30 months.12 These payments drive 
practice focused on body parts and miss the essence 
of the strength and joy of—and the public’s high regard 
for—primary care: that is, the interconnectedness of 
those parts in shaping the health of the whole person.13 

In a health policy paper published in 2023, Stange  
et al state: 

[T]he combination of emphasizing access over con-
tinuity, expanding required checklists on electronic 
medical record templates, and compensating phy-
sicians on performance of a few selected disease 
measures, all work together to diminish the perceived 
value of the healing relationship and to create profes-
sional role conflict, moral distress, untenable data 
gathering and administrative burden, and burnout.5

Saving family practice and practitioners
Without evidence family medicine has no scientific foun-
dation, but without patients’ stories and values and our 
relationships with them we have only a single path to 
follow. This path optimizes neither health nor satisfac-
tion for patients or physicians. Those of us who embrace 
a more person-centred approach often do so because, 
intuitively, it seems the right thing to do. Patients are 
people, a statement that would seem self-evident any-
where except in a scholarly medical journal. Individuals 
should be respected as such, rather than conceptualized 
as machines with potentially faulty parts to be identi-
fied and either fixed or replaced.14 Scientific evidence is 
necessary but insufficient in guiding medical care if used 
in isolation. Rather than trapping patients by catego-
rizing them according to diseases and risks devoid of 
human and social traits, we must open those categori-
cal boxes and see who is inside. Knowing their stories, 
being known to them (and is this not why we chose for 
our specialty to be called family medicine rather than 
general practice?), bearing witness, staying “with” them 
over time—these are the aspects that make the specialty 
of family medicine special. It may also be part of the 
antidote to family physician burnout and the path back 

to patient satisfaction and better health outcomes. It is 
what we need to teach, model, and practise.      

Dr Susan P. Phillips is Professor in the Department of Family Medicine at Queen’s 
University in Kingston, Ont. 

Competing interests
None declared

Correspondence
Dr Susan P. Phillips; email phillip@queensu.ca

The opinions expressed in commentaries are those of the authors. Publication does 
not imply endorsement by the College of Family Physicians of Canada.

References
1.	 Etz RS, Zyzanski SJ, Gonzalez MM, Reves SR, O’Neal JP, Stange KC. A new 

comprehensive measure of high-value aspects of primary care. Ann Fam Med 
2019;17(3):221-30. 

2.	 McWhinney IR. ‘An acquaintance with particulars...’ Fam Med 1989;21(4):296-8.
3.	 Starfield B, Shi L, Grover A, Macinko J. The effects of specialist supply 

on populations’ health: assessing the evidence. Health Aff (Millwood) 
2005;(Suppl):W5-97-107.

4.	 Sackett DL, Rosenberg WM, Gray JA, Haynes RB, Richardson WS. Evidence based 
medicine: what it is and what it isn’t [editorial]. BMJ 1996;312(7023):71-2.

5.	 Stange KC, Miller WL, Etz RS. The role of primary care in improving population 
health. Milbank Q 2023;101(S1):795-840.

6.	 Gøtzsche PC. Mammography screening is harmful and should be abandoned.  
J R Soc Med 2015;108(9):341-5.

7.	 Heath I. Person-centered prevention and health promotion. Int J Integr Care 
2010;10(Suppl):e032.

8.	 Yarnall KSH, Pollack KI, Østbye T, Krause KM, Michener JL. Primary care: is there 
enough time for prevention? Am J Public Health 2003;93(4):635-41.

9.	 Physicians in Canada, 2019. Ottawa, ON: Canadian Institute for Health Information; 
2020. Available from: https://secure.cihi.ca/free_products/physicians-in-Canada-
report-en.pdf. Accessed 2024 Apr 10.

10.	 Newton C. Family medicine has become more complex. New funding model is a 
welcome first step. Can Fam Physician 2023;69:295 (Eng), 296 (Fr).

11.	 Abdulla A. Why would anyone want to be a family doctor? [opinion]. Healthy Debate 
2022 May 1. Available from: https://healthydebate.ca/2022/05/topic/why-want-
family-doctor/. Accessed 2024 Apr 10.

12.	 Ministry of Health. Information and procedures for claiming the cumulative 
preventive care bonus. Toronto, ON: Government of Ontario; 2023. Available from: 
https://files.ontario.ca/moh-ohip-infobulletin-230333-cumulative-preventive-care-
bonus-information-en-2023-04-03.pdf. Accessed 2024 Apr 10.

13.	 Stange KC. The paradox of the parts and the whole in understanding and improving 
general practice [editorial]. Int J Qual Health Care 2002;14(4):267-8.

14.	 Phillips SP. Problem-based learning in medicine: new curriculum, old stereotypes. 
Soc Sci Med 1997;45(3):497-9.

This article has been peer reviewed. 
Can Fam Physician 2024;70:303-4 (Eng), e63-5 (Fr).  
DOI: 10.46747/cfp.7005303 
La traduction en français de cet article se trouve à https://www.cfp.ca 
dans la table des matières du numéro de mai 2024 à la page e63.


