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O
ne of the buzzwords fre-

quently mentioned in

discussions on healthcare

transformation is the ‘‘triple aim.’’ The

triple aim suggests a redesign of

delivery systems so as to: (1) Improve

patient outcomes, (2) increase patient

satisfaction, and (3) decrease overall

cost. Whether we can or will achieve

the triple aim is a topic for another

day; rather, here, I would like to add a

fourth component to the triple aim:

Provider well-being.

As the delivery system continues to

change, how can we ensure the deliv-

erers themselves remain mindful of

their own physical, emotional, and

professional health? This consideration

has been lost in many of the discussions

pertaining to healthcare transformation.

Often, the improvement plans and

transformational activities focus merely

upon system improvement. This is

necessary but insufficient. In fact, the

most crucial cog in the transforming

machine is the practitioner, without

whom the delivery of care is impossible.

Unfortunately, while consultants, effi-

ciency experts, systems analysts, and

software engineers have been feverishly

working to improve efficiency, the

effect of such efforts on the human

beings charged with actually delivering

this ‘‘enhanced’’ care has been largely

ignored.

Is the electronic medical record

optimized for our clinical practices?

Do the increased reporting and docu-

mentation burdens imposed upon

practitioners actually improve care? If

the system is transforming for the

better, why are we faced with an epi-

demic of early physician retirements,

career changes, and burnout [10, 12,

17, 21, 22]?

Recognizing the importance of these

issues, I have solicited the opinions of

two experts in this field, Drs. Michael J.

Goldberg and John D. Kelly, IV.

Dr. Goldberg, a Professor in Ortho-

paedics at the University of Washington

School of Medicine, is also the Director

of the Skeletal Health Program at

Seattle Children’s Hospital. While rec-

ognized as a leader in the diagnosis and

treatment of children with complex

syndromes, birth defects, and skeletal

dysplasia, his thought leadership in
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caregiver well-being is the expertise we

will take advantage of here. He is the

first Scholar-in-Residence at The

Schwartz Center for Compassionate

Healthcare in Boston, MA—a national

nonprofit whose mission is to advance

compassionate healthcare and provider

well-being

(www.theschwartzcenter.org).

Dr. Kelly is a Professor in the

Department of Orthopedic Surgery and

Director of the Sports/Shoulder Ser-

vice at the University of Pennsylvania.

He is a regular columnist in Clinical

Orthopaedics and Related Research1

on topics of mindfulness, physician

well-being, and personal/professional

growth and introspection. His thoughts

on ‘‘Holistic Orthopedics,’’ and his

columns on topics from Tolstoy to

stress reduction are widely read

because they provide a humanistic

insight into medical and surgical

practice.

Thomas K. Wuest MD, MMM: How

have you or any of your colleagues

dealt with issues related to physician

burnout?

Michael J. Goldberg MD: As a first

step, we have tried to have hospital

leadership recognize that burnout is a

mental state characterized by emo-

tional exhaustion, depersonalization,

and a diminished sense of personal

accomplishment. It is not whining by

highly paid professionals, nor should it

be stigmatized. Because burnout

affects all caregivers—anyone who

touches a patient—a successful pro-

gram addressing workforce well-being

must be comprehensive and organiza-

tion-wide, similar to successful patient

safety, continuous process improve-

ment, and Lean Six Sigma initiatives.

We have proposed a program model

to address the interrelationships

between the individual provider, the

unit/team, and organizational leader-

ship. A brief sampling that we and

others have employed include: (1) Pro-

grams that build individual resilience

such as mindfulness, meditation, verbal

and nonverbal communication skills,

and attentive listening, (2) events that

nourish caregiver-to-caregiver com-

passion by scheduling time for open and

honest discussion of social and emo-

tional issues that arise in caring for

patients, and (3) organization-wide ini-

tiatives that support workforce well-

being. These might include screening

for workforce burnout, establishing

policies for managing adverse events

with an eye towards the second victim

(the provider), and most importantly,

support systems that preserve work

control autonomy of physicians and

nurses in clinical settings.

While many organizations have

instituted portions of this model, the

increasing epidemic of physician burn-

out [22] suggests that a piecemeal

approach will not be successful. We

believe that prioritizing compassion as a

core tenet of care delivery and as a

mechanism to mitigate physician burn-

out, will enable healthcare organizations

to build a compassionate care anti-

burnout toolbox of effective programs.

John D. Kelly, IV MD: Dr. Gold-

berg’s proposals such as burnout

screening and resilience building are

worthwhile. He is correct that a

piecemeal approach to the rise in

burnout will not work. The steps he

delineates will surely lessen the emo-

tional burden many physicians

experience. But unless changes in

culture and paradigm occur, improve-

ments in physician wellness will be

meager [11, 13].

A major shift in workplace culture,

where providers are seen as human

beings with real needs is paramount.

Physicians cannot give what they don’t

have, and their biopsychosocial and

spiritual needs must be met in order for

them to treat patients effectively. This

cultural shift can only happen through

responsible leadership. There must be

buy-in from administration for mean-

ingful change to materialize.
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A dramatic paradigm change in how

physicians perceive patients is critical

if we are to reverse the growing fre-

quency of burnout. Patient encounters

must be regarded as opportunities to

extend compassion and heal, rather

than a chore or a potential litigation

source. When physicians can return to

considering patient visits as opportu-

nities to render help, increased

fulfillment and joy will follow. This

shift in perception can occur with

training in compassionate care and a

supportive and nurturing workplace

setting.

There is a leadership vacuum in

medicine. An enlightened chairman

and/or administrator should recognize

and prioritize physician wellness,

because in the long-term, it is truly

cost effective.

Dr. Wuest: Dr. Goldberg, is there

evidence to support the use of mind-

fulness, meditation, or similar

techniques as an effective treatment/

prevention measure to avoid burnout

in the medical and surgical fields?

Dr. Goldberg: Yes, there is evidence

to support the use of these popular self-

help techniques as part of comprehen-

sive anti-burnout programs. High-

quality evidence is sparse, but still

supports effectiveness of these inter-

ventions. Systematic reviews and

meta-analysis of studies involving

patients [8], and the general population

[7], suggest that meditation programs

can result in small to moderate reduc-

tions of negative dimensions of

psychological stress. Similarly, sys-

tematic reviews of employees

determined that mindfulness and

meditation-based interventions were

effective in improving workplace

health and work performance; and

such gains were maintained for up to 3

months [19]. However, if we consider

physicians and surgeons, a systematic

review of four studies of general

practitioners [18] showed improved

psychological well-being with cogni-

tive behavioral and mindfulness

techniques. In a recently published

systematic review and meta-analysis of

interventions to prevent and reduce

physician burnout, West and col-

leagues [25] concluded that both

individual-focused and structural or

organizational interventions can

reduce physician burnout. Although no

specific physician burnout intervention

has been shown to be better than other

types of interventions, mindfulness,

stress management, and small group

discussions can be effective approa-

ches to reduce burnout scores. It is

likely, however, that both individual

and organizational strategies in com-

bination will be necessary.

It should be noted that strategies to

build individual resilience, such as

mindfulness and meditation, are easy

to teach, but place the burden for

success on the individual. No amount

of resilience can withstand a toxic or

unsupportive environment [4]. Indi-

vidual resilience is one piece of an

organizational culture of compassion-

ate care, but alone may be thought of

as creating a stronger canary to send

into a toxic coal mine [5].

Dr. Kelly: Dr. Goldberg is correct in

that the support is sparse on the

effectiveness of mindfulness-based

programs in mitigating burnout. How-

ever, the preponderance of the studies

show a positive effect on well-being

[3, 9, 24]. Many stress-based tech-

niques such as mindfulness, require

months of practice in order to attain

proficiency. Thus, studies looking at

time-limited interventions, such as an

8-week course in meditation, are

inherently flawed [23, 24]. As a prac-

titioner of mindfulness for more than 5

years, my ability to live in the moment

has grown with each successive year of

practice.

I respectfully disagree with Dr.

Goldberg’s assertion that, ‘‘no amount

of resilience can withstand a toxic or

unsupportive workplace environ-

ment.’’ A lack of support will increase

stress; however, inner peace can be

attained even in the most challenging

environments. Techniques to sidestep

negative energy such as cognitive

restructuring, mindfulness, and
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compassion can keep one ‘‘centered’’

even in the midst of the most-turbulent

of times.

Challenging times can be regarded

as either a bellwether for future doom

and gloom or opportunities for per-

sonal growth and transformation.

Dr. Wuest: Now let’s turn our atten-

tion to something that may seem

obvious in this context, but perhaps

has been largely unaddressed. Dr.

Kelly, the performance requirements

and the competitive nature of the

application process and matriculation

into medical schools and residencies

would seem to be a ‘‘perfect storm’’ to

develop burnout. Does this make the

medical profession more susceptible to

such an (inevitable) outcome?

Dr. Kelly: The reasons to enter a

vocation in medicine vary, but there

are a number of applicants who seek a

career in healing as a means to heal

themselves of old psychological

wounds [6]. Many applicants have

endured great adversity during their

youth and have developed a rich sense

of compassion for the pain of others.

While compassion and empathy are

noble virtues, the emotional ‘‘wound-

edness’’ that cultivated in these

individuals may prompt the applicant

to engage in compulsive overwork and

lose a sense of reasonable personal

boundaries.

In addition, obsessive, Type-A per-

sonalities who demand perfection are

common among premedical students

and propel them to work extraordinary

hours and violate any semblance of a

balanced lifestyle. These same per-

sonality traits place the applicant at

risk for future episodes of depression,

anxiety, and a general sense of loss of

fulfillment [16].

Dr. Goldberg: As a rule, students

enter medical school altruistic and

idealistic, excited about becoming a

doctor, empathic and eager to care for

their future patients [20]. What follows

is a decline in compassion, a crucial

ingredient to mitigate burnout. Their

curriculum focuses on emotional

detachment and affective distancing

for the purpose of clinical neutrality.

Furthermore, when it comes to role-

modeling, a disturbing finding surfaced

in a nationwide survey completed this

year by the Association of American

Medical Colleges [2]. One in five

medical school graduates responding

to the survey stated that they experi-

enced disconnects between what they

were taught about professional behav-

iors/attitudes, and what they saw

demonstrated by their faculty [2].

Empathy is further eroded as residents

experience ‘‘time-constrained’’ patient

interactions in the clinic, the emer-

gency department, and the operating

room. They often work with frustrated

and overwhelmed faculty members

who are experiencing increased pres-

sure to generate greater clinical

revenue and struggle with nonintuitive

electronic systems. This milieu breeds

burnout. I would suggest that both

medical school curricula and graduate

medical education programs promote

skills and behaviors that strengthen

compassionate interactions, and

develop clinical practice models that

increase resident work control auton-

omy as ways to mitigate burnout.

Dr. Wuest: Dr. Kelly, have you seen

any progress in changing this milieu?

That is, there is a growing body of

evidence that patient care is better

delivered via a ‘‘team’’ versus an

‘‘individual’’ approach. Participants in

a team-delivery system often report

less susceptibility to fatigue, burnout,

and loss of professional and personal

well-being. Are there any develop-

ments within medical school and/or

residency curricula of supporting

team-based care and learning?

Dr. Kelly: There is a growing move-

ment in educational institutions to

foster ‘‘team approaches’’ to patient

care because they improve outcomes

[14]. In fact, many orthopaedic

departments are developing a muscu-

loskeletal service-line approach,

wherein patients’ perceived needs are

met by a host of providers ranging
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from rheumatologists and muscu-

loskeletal radiologists to orthopaedic

surgeons. The electronic medical record

has facilitated crosstalk between spe-

cialists, which should improve

continuity of care. In addition, inter-

disciplinary conferences are becoming

more commonplace, especially among

orthopaedic specialists, rheumatolo-

gists, and imaging specialists.

The increased communion among

subspecialties not only enhances

patient care, but also diffuses respon-

sibility and eases uncertainties about

particularly challenging clinical sce-

narios. As the saying goes, ‘‘several

heads are better than one.’’ Nothing

buoys a physician’s sprits more than

excellent outcomes.

Dr. Goldberg: The ‘‘team’’ approach

has proven to deliver better outcomes

in a variety of settings: Pediatric and

adult primary care (Patient-centered

medical homes), patient safety

(Strategies and Tools to Enhance Per-

formance and Patient Safety), reducing

complications and costs (American

Society of Anesthesiologists’ Periop-

erative Surgical Home [1]), and

managing musculoskeletal disorders

(service lines).

Most current clinical education and

patient-care models, both in medical

schools and hospitals, have been

structured around traditional medical

and surgical departments. This para-

digm overlooks the fact that patients

do not ‘‘get sick’’ within traditional

teaching disciplines, but do so across

widely varied medical and surgical

specialties. Fundamental changes in

organizational hierarchy that mirror

and support team based care and

learning are needed. The ‘‘team’’ must

include more than physicians and

nurse clinicians. Its composition

should consist of all ‘‘caregivers,’’ that

is, everyone who touches the patient

(technologists, interpreters, pharma-

cists, transport workers, support staff,

and administrators). Institutional- and

system-wide programs and metrics that

recognize and support teams and

nourish workforce well-being are

essential. The experience of the care-

giver drives the experience of the

patient. Curricula that integrate com-

passionate, collaborative care into

health professional education should

be the foundation of such training.

Lown and colleagues [15] detail just

how that can be done: They emphasize

that compassion without collaboration

may result in uncoordinated care,

while collaboration without compas-

sion may result in technically correct

but depersonalized care that fails to

meet the unique emotional and psy-

chosocial needs of everyone involved.
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